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A  NEW  OPERATION  FOR  PROCIDENTIA  UTERI. 
By  E.  C.  Dudley,  A.  M.,  M.  D., 

Professor  of  Gynaecology,  Northwestern  University  Medical  School,  Gynaecologist  to  St. 
Luke's  Hospital,  Chicago. 

The  surgical  treatment  of  this  displacement  can  not  be  intelli- 
gently considered  without  taking  into  account  the  nature  of  the 
lesion.  Its  mechanism  is  that  of  hernia.  The  extruded  mass  drags 
after  it  a  peritoneal  sac  which  hernia-like  contains  small  intestine. 
This  sac  forces  its  way  to  the  pelvic  outlet  through  a  definite  canal 
and  extrudes  through  the  vulva,  having  the  inverted  vagina  for  its 
covering.  It  is  essentially  a  hernial  descent  of  the  pelvic  floor.  The 
uterus  is  so  intimately  connected  with  the  pelvic  floor  that  descent  of 
the  one  must  cause  the  other  to  be  dragged  after  it,  a  process  which 
can  not  occur  unless  the  normal  relations  of  these  organs  have  been 
disturbed. 

I.  What  are  the  normal  relations  of  the  pelvic  floor  to  the  uterus  ? 

II.  What  changes  in  these  relations  may  cause  descent  of  the 
uterus  ? 

III.  What  is  the  surgical  remedy  ? 

I.  A  not  uncommon  idea  of  the  normal  relations  of  the  pelvic 
organs  presupposes  a  distended  condition  of  the  bladder  and  rectum 
to  such  an  extent  that  these  organs  fill  the  anterior  and  posterior 
thirds  of  the  pelvis.  Such  an  arrangement  would  leave  for  the  uterus 
only  the  intermediate  or  middle  third  of  the  pelvis  with  the  cervix 
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uteri  midway  between  the  pubes  and  the  hollow  of  the  sacrum  and 
would  constitute  a  condition  seldom  or  never  realized  in  health. 
This  fact  may  be  demonstrated  as  follows  : 

Suppose  a  straight  line  coincident  with  the  vesico-vaginal  wall 
(Fig.  i )  to  be  continued  through  the  cervix  to  the  sacrum.    This  line 


Fig.  i. 


represents  approximately  the  antero-posterior  diameter  of  the  pelvis 
The  length  of  the  vesico-vaginal  wall  is  two  and  a  half  inches  and, 
supposing  the  cervix  to  be  just  midway  between  the  symphysis  and 
the  sacrum,  the  distance  from  its  posterior  wall  to  the  sacrum  must 
also  be  two  and  a  half  inches.  Add  to  the  sum  of  these  two  parts  of 
this  antero-posterior  diameter  one  inch  for  the  cervix,  and  the  antero- 
posterior diameter  of  the  pelvis  becomes  six  inches  instead  of  the  nor- 
mal four  and  a  half  ;  which  proves  that  the  cervix  must  normally 
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be  much  nearer  to  the  hollow  of  the  sacrum  than  to  the  symphysis. 
Since  the  length  of  the  vesico-vaginal  wall  plus  the  diameter  of  the 
cervix  measures  three  and  a  half  inches,  it  follows  that  the  distance 
from  the  posterior  wall  of  the  cervix  to  the  hollow  of  the  sacrum  must 
be  the  difference  between  four  and  a  half  and  three  and  a  half 
inches,  or  one  inch.  The  above  measurements  are  nearly  accurate, 
nearly  enough  for  practical  purposes  of  demonstration. 

Admitting  that  the  normal  distance  of  the  posterior  wall  of  the 
cervix  from  the  hollow  of  the  sacrum  is  approximately  one  inch,  it 
follows  that  the  upper  extremity  of  the  vagina  which  is  attached  to  it 
must  also  be  within  one  inch  of  the  hollow  of  the  sacrirn.  Inasmuch 
also  as  the  lower  extremity  of  this  diameter  is  just  below  the  symphy- 


0. 


Fig.  2. — The  correct  representation  of  the  pelvic  organs. 


sis  pubis,  the  long  axis  of  the  vagina  must  approximate  the  direction 
of  the  line  c  d  in  Fig.  2.    It  is  also  clear  that  the  cervix  uteri  being  so 
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near  the  hollow  of  the  sacrum,  the  organ  can  not  easily  turn  back- 
ward into  a  position  of  retroversion  because  in  such  a  course  it  would 


a 


Fig.  3. 


be  arrested  by  the  over-arching  sacrum.  On  the  contrary,  it  takes  the 
direction  of  least  resistance  and  assumes  its  normal  anterior  position 
and  therefore  has  its  long  axis  in  the  general  direction  of  the  line  a  b, 
Fig.  2.  Hence  an  angle  more  or  less  acute  between  the  long  axis  of 
the  uterus  and  the  long  axis  of  the  vagina  must  enter  as  an  essential 
factor  into  the  normal  relations  of  the  pelvic  floor.  The  normal  posi- 
tion of  the  uterus  varies  within  the  limits  of  its  normal  movements,  as 
indicated  by  the  dotted  lines  in  Fig.  2.  Consequently  this  angle  must 
vary  in  the  same  degree.    These  variations  depend  upon  respiration, 
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intra-abdominal  forces  and  locomotion  but  more  especially  upon  the 
changing  quantity  of  material  in  the  rectum  and  bladder. 

II.  In  the  mechanism  of  complete  descent  the  first  changes  in  the 
relations  of  the  uterus  to  the  pelvic  floor  are  a  deviation  of  the  cervix 
and  of  the  upper  extremity  of  the  vagina  away  from  the  sacrum 
toward  the  pubes.  Thereby  the  space  between  the  cervix  and  the 
sacrum  is  so  increased  as  to  facilitate  retroversion,  and  the  direction 
of  the  vagina  is  changed  from  the  oblique  toward  the  vertical.  These 
two  deviations  tend  to  obliterate  the  angle  which  the  uterus  should 
make  with  the  vagina  and  to  bring  the  long  axes  of  the  two  organs 
into  the  same  line,  as  shown  by  the  line  a  b,  Fig.  3.  Add  to  these 
mechanical  conditions  such  rupture  and  backward  displacement  of 
the  perineum  or,  more  comprehensively  speaking,  of  the  vaginal  out- 
let and  such  other  anatomical  changes  in  the  pelvic  floor  as  would 


The  importance  of  a  distinction  between  location  and  position 
will  become  apparent  hereafter  ;  by  the  former  is  meant  the  situation 
of  the  organ  regardless  of  its  attitude,  by  the  latter  is  meant  the  atti- 
tude alone.    To  change  an  object  from  one  place  to  another  is  to 


produce  the  necessary  relaxation 
of  its  structures,  and  the  uterus 
will  speedily  find  its  way  by  a 
straight  chute  down  through  the 
vaginal  canal  into  the  mal-loca- 
tion  of  complete  descent,  as  shown 
in  Fig.  4. 


The  mechanism  of  descent 
often  differs  from  that  described 
in  Figs.  3  and  4,  but  this  illustra- 
tion will  serve  present  purposes. 
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change  its  location  ;  to  turn  it  over  or  bend  it  upon  itself  is  to  change 
its  position. 

III.  The  numerous  plastic  operations  for  the  relief  of  the  com- 
plete descent  of  the  uterus  are  divisible  into  two  classes  : 

1.  Operations  designed  to  hold  the  uterus  up  by  narrowing  the 
vagina  so  much  that  the  uterus  can  not  pass  through  it  and  conse- 
quently must  be  maintained  somewhere  in  the  pelvis  above  the  vaginal 
constriction.  These  operations  usually  consist  of  the  removal  of  an 
elliptical  piece  from  the  anterior  or  posterior  wall  of  the  vagina,  or 
from  both  ;  or  of  making  longitudinal  denudations  and  bringing  the 
edges  of  the  exposed  surfaces  together  from  side  to  side.  In  this 
class  of  operation  no  effort  is  made  to  restore  the  normal  axes  of  the 
uterus  or  the  vagina.  The  whole  purpose  is  to  make  the  vagina  so 
narrow  that  the  uterus  can  not  pass  through  it. 

2.  Operations  designed  to  hold  the  uterus  in  position  by  restoring 
the  normal  angle  between  the  long  axis  of  the  uterus  and  the  long  axis 
of  the  vagina.  These  operations  may  somewhat  narrow  the  vagina,  but 
such  narrowing  is  only  an  incident  rather  to  be  regretted  than  desired. 
It  is  not  essential  to  the  success  of  the  operation. 

Operations  of  Class  i  generally  fail  because  they  do  not  restore 
the  normal  angle  between  the  uterus  and  the  vagina.  The  constricted 
vagina,  indicated  by  the  dotted  lines  in  Fig.  3,  can  not  resist  the 


Fig.  5. 


downward  force  of  the  uterus 
which  almost  invariably  di- 
lates the  vagina  again,  forces 
itself  through  and  the  hernia 
is  reproduced.  Moreover 
the  operation  does  permanent 
harm  because  it  shortens  the 
vagina,  thereby  making  it 
draw  the  cervix  away  from 
the  sacrum  toward  the  pubes 
which,  as  already  stated,  is 
an  essential  element  in  the 
genesis  of  descent.  The  ra- 
tional indication  is,  first,  to 
fix  the  upper  extremity  of 
the  vagina  in  its  normal  loca- 
tion within  an  inch  of  the 
junction  of  the  second  and 
third    sacral  vertebras,  just 
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where  the  utero-sacral  ligaments  would  hold  it,  if  their  normal  tonicity 
and  integrity  could  be  restored,  and,  second,  to  bring  the  lower  ex- 
tremity of  the  vagina  forward  so  that  its  posterior  wall  shall  be  close 


Fig.  6. 


up  against  the  pubes*  This  will  restore  the  normal  obliquity  to  the 
vagina  and  will  hold  the  cervix  so  far  back  toward  the  sacrum  that 
the  direction  of  least  resistance  for  the  uterus  must  be  forward  in  its 
normal  anteverted  position  of  mobile  equilibrium. 

It  is  perhaps  not  too  much  to  say  that  anterior  elytrorrhaphy  and 
the  operation  on  the  posterior  wall  of  the  vaginal  outlet,  as  practiced 
by  T.  A.  Emmet,  will  accomplish  this  result  more  satisfactorily  than 
any  other  surgical  means  hitherto  described. 

The  operation  about  to  be  described  is  lateral  elytrorrhaphy.  I 
have  performed  it  about  fifteen  times  in  the  last  three  years  in  a 
class  of  cases  on  which  I  had  previously  done  the  operation  on  the 
anterior  wall,  known  as  Emmet's  anterior  elytrorrhaphy.  The  opera- 
tion is  performed  under  anaesthesia  and  in  Sims'  position  with  the 
vagina  exposed  by  means  of  Sims'  speculum,  of  which  the  blade  has 
been  perforated  at  its  extreme  end.  Before  the  speculum  is  intro- 
duced, the  cervix  is  attached  to  the  end  of  its  blade  by  means  of  a 
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temporary  suture  which  is  passed  through  the  posterior  lip  and 
through  the  perforation  and  tied.  This  enables  the  operator  to  dis- 
pense with  the  sponge  probang,  as  described  by  Emmet,  which  in  the 
hand  of  an  assistant  is  used  to  force  back  the  cervix  while  the  first 
sutures  are  being  applied.  The  probang  is  objectionable  because  it 
obstructs  the  operator.  This  suture  should  be  removed  at  the  end  of 
the  operation.  When  the  cervix  is  thus  held  back  in  its  normal  loca- 
tion by  the  speculum,  the  space  anterior  to  the  uterus  is  so  increased 
that  the  uterus  readily  falls  forward  into  a  position  of  decided  ante- 
version.  The  operation  should  be  done  with  the  organ  in  this  posi- 
tion.   The  first  step  in  the  operation  proper  is  to  denude  two  semi- 


» 


I"lG.  7. — Showing  the  sutures  in  place  before  tying  on  the  right  side  and  after  tying 

on  the  left. 


circular  strips  xy  and  x  y  (Fig.  5)  in  the  vaginal  wall  close  to  the 
uterus,  about  one  third  of  an  inch  wide  on  either  side  of  the  uterus, 
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their  concavity  being  toward  the  cervix  as  shown  in  Figs.  5  and  6. 
Fig.  6  is  a  section  and  shows  the  denudation  on  one  side  of  the  cervix. 

Each  denuded  surface  is  then  closed  upon  itself  by  means  of  silk- 
worm-gut sutures.  Figs.  5  and  6  show  the  sutures  as  introduced 
before  tying.  Fig.  7  (a  b  and  c  d)  Fig.  8  (a  b)  show  the  lines  of  union 
after  the  sutures  have  been  tied. 


Fig.  8. 


In  the  folding  of  these  denuded  surfaces  upon  themselves,  their 
lower  extremities  y  and  y  are  brought  in  contact  with  their  upper 
extremities  x  and  x,  Fig.  5.  By  this  means  the  cervix  is  lifted  bodily 
upward  and  backward. 

The  next  step  in  the  operation  is  to  denude  two  strips  about 
a  quarter  of  an  inch  wide,  extending  from  points  b  and  d,  Fig.  7, 
and  from  point  b  to  point  c  Fig.  8  along  the  lateral  sulci  of  the 
vagina  to  the  vaginal  outlet,  terminating  in  the  lateral  sulci  of  the 
vagina  on  either  side  of  the  urethra.  The  lateral  edges  of  each  of 
these  two  denuded  surfaces  are  now  brought  together  by  means  of 
sutures,  passed  not  transversely  across  the  denuded  strip  but  ob- 
liquely (see  sutures  1 — 1',  2 — 2',  3 — 3'  etc.,  Figs.  7  and  8).  One  side 
of  each  of  these  denuded  strips  is  adjacent  to  the  anterior  vaginal 
wall  and  the  other  is  adjacent  to  the  posterior  vaginal  wall.  Upon 
tying  these  obliquely  placed  sutures  Figs.  7  and  9  it  will  be  seen  that 
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point  i  is  brought  into  coincidence  with  point  i',  point  2  with  point 
2',  and  so  on.  The  line  of  union  made  by  suture  d  Fig.  9  closes  and 
disposes  of  the  redundant  margin  of  the  wound  produced  by  sliding 
the  anterior  wall  up  on  the  posterior.    The  effect  of  this  method  of 


Fig.  9. 


suturing  when  applied  to  both  sides  of  the  vagina  is  to  slide  the  an- 
terior vaginal  wall  upward  and  backward  on  the  posterior  vaginal 
wall  and  to  fix  it  there.  The  cervix  uteri,  being  so  to  speak  in 
the  anterior  vaginal  wall,  must  participate  in  this  upward  and 
backward  movement.  The  fascia  and  other  structures  which  com- 
pose the  lateral  walls  of  the  vagina  are  much  more  fixed  than  the  cor- 
responding structures  in  the  anterior  or  posterior  wall,  consequently 
the  sustaining  power  of  sutures  in  this  location  is  greater  than  in  any 
operation  on  the  anterior  or  posterior  wall.  My  own  experience  of 
three  years  in  this  lateral  operation  has  always  shown  permanently 
good  results  so  far  as  I  have  been  able  to  follow  the  cases.  The  ob- 
ject accomplished  by  this  operation  is  the  restoration  of  the  upper 
extremity  of  the  vagina  and  of  the  anterior  vaginal  wall  to  its  normal 
location  and  direction.  By  this  means  the  cervix  uteri  is  forced  back 
to  its  normal  location  near  the  hollow  of  the  sacrum  and  thereby  the 
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remainder  of  the  uterus  follows  the  direction  of  least  resistance  into 
its  normal  anterior  position. 

In  closing,  it  is  most  important  to  add  that  in  nearly  every  case  of 
procidentia  the  lower  extremity  of  the  vagina  is  displaced  backward. 
This  is  consequent  upon  subinvolution  of  the  vaginal  walls  and  espe- 
cially subinvolution  or  rupture  of  the  perinaeum.  Unless,  therefore, 
the  posterior  wall  of  the  vagina  and  the  perinaeum  can  be  brought 
forward  so  as  to  give  support  to  the  anterior  vaginal  wall,  the  latter 
will  again  fall,  will  drag  the  uterus  after  it  and  the  hernial  protrusion 
will  be  reproduced.  The  treatment,  therefore,  of  complete  prociden- 
tia must  always  include  an  adequate  operation  upon  the  perinaeum  or, 
more  comprehensively  speaking,  upon  the  vaginal  outlet,  i.  e.,  an  oper- 
ation must  be  done  which  will  carry  the  lower  extremity  of  the  vagina 
forward  to  the  normal  location,  which  is  close  up  under  the  pubes. 
Then  will  the  whole  vagina  have  its  normal  oblique  direction  ;  its 
long  axis  will  make  an  acute  angle  to  the  long  axis  of  the  uterus. 


DRAINAGE  IN  PELVIC  SURGERY.     THE  USE  OF  THE 
SIPHON  PUMP  IN  CONJUNCTION  WITH 
CAPILLARITY  * 

By  William  B.  Gilmer,  M.  U.,  Macon,  Ga. 

In  calling  your  attention  to  drainage  in  pelvic  surgery,  I  do  so 
with  the  intention  of  considering  the  subject  only  so  far  as  will  tend 
to  make  clear  and  commend  to  you  an  idea  of  my  own. 

When  surgical  work  is  done  in  the  pelvic  cavity,  the  desirabilitv 
of  allowing  the  free  escape  of  deleterious  discharges  obtains,  as  re- 
gards the  tissues  involved,  as  it  does  upon  the  surface  of  the  body  ; 
but  there  is  this  difference,  when  we  have  opened  the  abdomen  and 
thereby  laid  bare  the  field  of  operation  we  have  to  work  at  the  bot- 
tom of  a  cavity  lined  by  a  serous  membrane  of  vast  extent,  rapidly 
absorbent  and  relatively  intolerant.  So  here  we  have  not  only  the 
ordinary  surgical  problem  but  another.  In  most  cases,  where  the 
exudation  of  serum  pus  or  blood  is  poured  out  upon  a  mucous 
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or  cutaneous  surface,  there  is  no  necessity  for  drainage.  The  dis- 
charges are  absorbed  by  the  dressings.  When  we  remove  a  tumor, 
separate  adhesions,  enucleate  a  pyosalpinx  or  open  an  abscess  cavity, 
the  same  exudates  are  formed  and  the  same  changes  occur  as 
if  these  operations  were  done  in  a  locality  adjacent  to  a  mucous  or 
cutaneous  surface.  In  the  abdominal  cavity,  however,  the  intestines 
cover  the  wound  and  in  fact  form  the  dressing.  By  capillary  attrac- 
tion, the  discharge  is  distiibuted  over  a  wide  area  and  the  abundant 
vascular  and  lymphatic  supply  of  the  peritonaeum  aids  its  absorption. 
The  danger  in  many  cases  is  not  the  gravity  of  the  operation  done  in 
the  pelvis,  but  the  exposure  of  the  peritonaeum  to  the  action  of  an 
irritating  or  infectious  discharge. 

This  difficulty  is  met  in  practice  by  work  in  two  directions  :  on 
the  one  hand,  by  efforts  to  diminish  the  amount  of  the  exudation  by 
careful  haemostasis,  by  covering  raw  surfaces  with  peritoneal  flaps  and 
by  strict  regard  to  asepsis  to  prevent  infection;  on  the  other,  by  efforts 
to  increase  the  absorptive  power  of  the  peritonaeum  and  to  cause  the 
removal  of  the  discharges  by  means  of  drainage. 

We  have  now  in  common  use  two  kinds  of  drains,  the  glass  tube 
devised  by  Kceberle'  and  modified  by  Keith  and  the  capillary  drain 
of  gauze  introduced  by  Mikulicz.  Is  the  drainage  secured  by  either 
of  these  methods  perfect,  or  can  they  be  improved  ?  Before  answer- 
ing this  question,  let  us  study  the  conditions  present  in  the  peritoneal 
cavity  after  an  operation  where  there  is  a  free  secretion  of  a  serous 
discharge  mixed  with  a  moderate  quantity  of  blood  and  a  glass  drain- 
age-tube has  been  placed  in  position.  So  far  as  I  have  been  able  to 
learn  from  the  literature  of  the  subject,  the  general  conception  of  what 
takes  place  is  as  follows  :  The  discharge  is  poured  out  and  sinks  to 
the  lowest  part  of  the  pelvis,  forming  a  small  pool  and  rises  in  the  tube 
to  a  corresponding  extent.  We  pump  out  the  tube  with  a  long-noz- 
zled  syringe  at  longer  or  shorter  intervals  and  believe  that  this  is  the 
whole  story.  But,  it  is  not.  Lying  in  contact  with  the  pool  of  bloody 
serum  are  the  intestines  forming  by  the  near  apposition  of  their  peri- 
toneal surfaces  capillary  planes,  between  which  the  liquid  rises  to  a 
height  inversely  proportional  to  the  distance  which  separates  them. 
As  they  are  very  close  together,  this  height  is  considerable,  besides 
there  is  no  limit  to  the  linear  extension.  So,  in  addition  to  the  collec- 
tion of  serum  in  the  lowest  part  of  the  pelvic  cavity,  there  is  an  attenu- 
ated layer  of  indefinite  extent  enveloping  the  intestines.  Nor  is  this 
all.  Absorption  by  the  serous  membrane  is  constantly  and  rapidly 
going  on  and  the  loss  at  peripheral  parts  is  continually  being  supplied 
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by  fluid  coming  from  the  center.  In  this  way,  there  are  developed 
currents  starting  from  the  pelvis  and  setting  upward  and  outward  and 
if  pyogenic  germs  are  present  in  the  pelvis  they  are  borne  aiong  with 
the  serum  and  distributed  widely  over  the  peritonaeum.  When  the 
tube  is  pumped  out,  the  layer  covering  the  intestines  is  removed  in 
great  part  because  the  cohesion  of  the  fluid  is  stronger  than  the  attrac- 
tion of  the  surfaces,  but  it  immediately  begins  to  re-form  before  any 
collection  occurs  in  the  tube  because  the  pool  at  the  bottom  of  the 
pelvis  represents  the  discharge  produced  in  excess  of  the  peritoneal 
absorption.  So,  in  spite  of  our  drainage  the  peritonaeum  is  still  the 
absorbent  dressing  of  our  wound.  All  we  do  is  to  remove  some  of  the 
discharge  and  the  peritonaeum  must  do  the  rest. 

The  same  reasoning  applies  when  we  use  the  Mikulicz  drain, 
although  the  drainage  is  continuous  and  not  intermittent  as  is  the 
case  with  the  glass  tube.  For,  here  we  have  two  systems  of  capillary 
drainage  in  operation,  the  gauze  and  the  peritonaeum,  and  the  peri- 
toneal has  the  advantage  because  the  fluid  does  not  need  to  be  raised 
to  the  same  height. 

In  one  way  or  another,  however,  the  abundant  serous  exudate, 
which  acts  both  as  a  culture  medium  and  a  vehicle  for  the  distribution 
of  germs,  must  be  removed.  Drainage,  therefore,  by  either  of  the 
existing  methods  is  not  perfect.  From  our  standpoint,  ideal  drainage 
must  supersede,  not  feebly  supplement,  the  absorptive  power  of  the 
peritonaeum  or  what  might  be  appropriately  called  natural  drainage. 
When  we  can  do  this,  as  far  as  the  discharges  are  concerned,  we  bring 
our  field  of  operation  to  the  surface  of  the  body  and  an  important  ele- 
ment of  danger  will  be  overcome. 

Six  years  ago,  shortly  after  the  completion  of  my  term  of  service 
as  an  interne  in  the  Woman's  Hospital,  New  York  city,  I  was  engaged 
in  assisting  Dr.  Nathan  Bozeman  in  the  preparation  for  publication  of 
a  description  of  some  of  his  inventions.  In  this  way  1  became  inter- 
ested in  his  drainage  instruments  for  urinary  fistula.  They  consisted 
of  modified  tubes  which  in  some  cases  worked  well  and  in  other  cases 
did  not.  In  the  hope  of  devising  a  more  satisfactory  drain  for  car- 
rying off  the  urine  from  the  vagina  I  began  a  series  of  laboratory 
experiments  which  led  to  the  invention  of  the  siphon  pump.  In  the 
spring  of  1889,  I  published  in  the  Atlanta  Medical  and  Surgical  Jour- 
nal an  article  entitled  A  New  Pump  and  its  Uses  in  Medicine,  de- 
scribing these  experiments  and  the  pump. 

While  referring  you  to  the  original  paper  for  details,  I  will  show 
one  of  the  experiments  because  it  helps  to  illustrate  and  explain  the 
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subject  which  we  have  now  in  hand.  Recognizing  capillarity  as  a 
force  adapted  to  the  purpose  of  collecting  the  urine,  but  finding  that 
it  could  not  be  conveniently  made  to  do  so  in  sufficient  quantity  to 
keep  pace  with  the  secretion  of  the  kidneys,  I  conceived  the  idea  of 
combining  in  the  same  instrument  the  power  of  capillarity  and  that  of 
the  siphon.  In  the  following  experiment  this  is  done.  A  small  short 
tube  is  put  inside  of  a  longer  and  larger  one.  The  system  of  tubes 
thus  formed  is  placed  in  a  glass  nearly  full  of  water  and  one  end  is 
allowed  to  hang  down  forming  a  siphon  as 
shown  in  the  diagram.  In  virtue  of  the  capil- 
lary attraction  between  the  surfaces  of  the  tubes 
the  water  rises  until  it  passes  over  the  edge  of 
the  glass  and  issues  slowly  from  the  extremity 
of  the  tube,  drop  by  drop.  These  drops,  de- 
scending through  the  tube  like  minute  pistons, 
gradually  expel  the  air  ;  a  partial  vacuum  is 
produced  ;  the  siphon  starts  and  the  glass  is 
quickly  emptied.  Pursuing  in  this  way  the 
study  of  capillarity  and  the  properties  of  the 
siphon,  I  finally  devised  the  pump  which  I  show 
you.  It  consists  essentially  of  two  siphons. 
The  upper  one  supplies  a  sufficient  quantity  of  water,  which  can  be 
accurately  regulated  by  means  of  a  stopcock,  to  keep  the  lower  one 
in  operation,  and  only  a  very  moderate  quantity  is  needed.  We 
have,  therefore,  a  siphon  which  is  continuously  and  automatically 
started  and  pumps  air  as  well  as  water. 

We  possess  in  the  pump  a  simple,  convenient,  constant  and  amply 
powerful  means  of  exerting  suction.  But  how  is  it  to  be  used  for 
purposes  of  drainage  ?  If  we  carry  the  exhaust  tube  down  to  the 
bottom  of  a  cavity,  apart  from  the  danger  of  doing  hsrm,  the  suction 
will  draw  the  tissues  into  the  mouth  of  the  tube,  close  the  opening 
and  defeat  the  end  in  view.  The  answer  carries  us  back  to  our  mys- 
terious friend  capillary  attraction.  Place  a  narrow  piece  of  gauze 
several  layers  in  thickness  in  a  drinking  glass,  allowing  one  end  to  dip 
down  to  the  bottom  and  the  other  to  hang  over  the  edge  in  the  man- 
ner I  show  you,  and  then  partly  fill  the  vessel  with  water.  If  now  the 
extremity  of  the  glass  exhaust  tube  of  the  pump  be  pressed  against 
the  gauze  half  an  inch  or  more  above  the  level  of  the  water,  the  fluid 
will  be  quickly  drawn  into  the  tube  and  the  glass  will  be  rapidly  emp- 
tied. Moreover,  if  the  action  of  the  pump  be  continued,  the  gauze 
will  soon  become  practically  dry.    This  experiment  is  so  important 
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that  we  must  stop  to  study  what  takes  place  within  the  gauze.  The 
gauze  consists  of  many  minute  intercommunicating  spaces  forming 
capillary  tubes  arranged  in  planes  both  vertical  and  horizontal.  In 
virtue  of  capillarity,  these  tubes  become  full  of  water.  When  the  ex- 
haust tube  of  the  pump  is  placed  in  contact  with  the  gauze,  a  partial 
vacuum  is  produced  and  the  water  it  contains  is  drawn  into  the  tube. 
The  loss  is  quickly  supplied  by  fluid,  rushing  in  from  more  distant 
parts  to  take  its  place.  The  capillary  tubes  in  fact  become  a  con- 
tinuation of  the  exhaust  tube.  There  is  this  difference  however,  when 
the  supply  of  water  in  the  gauze  is  not  sufficiently  abundant  to  keep 


The  siphon  pump. 


pace  with  the  pump,  the  suction  increases  and  air  is  drawn  through 
the  gauze.  It  will  therefore  be  seen  that  the  force  of  the  suction 
exerted  by  the  pump  can  never  exceed  the  resistance  afforded  by  two 
or  three  layers  of  gauze  to  the  passage  of  air,  a  force  so  slight  as  not 
to  be  injurious  to  the  most  delicate  tissues  and,  besides,  this  force  is 
exerted  upon  the  gauze  and  not  upon  the  tissues. 

The  manner  in  which  I  have  used  the  pump  can  readily  be  under- 
stood from  what  has  been  said.  All  that  is  required  is  an  ordinary 
Keith's  drain,  a  piece  of  glass  tubing  about  an  eighth  of  an  inch  in 
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its  internal  diameter,  bent  as  shown  in  the  figure,  some  long  narrow 
strips  of  iodoform  gauze  and  the  pump.  The  drainage-tube  is  placed 
in  position  at  the  time  of  the  operation  and,  after  the  patient  has  been 
put  to  bed,  a  strip  of  the  gauze  is  placed  in  tne  tube  and  loosely  packed 


removed  at  intervals  of  one  or  two  hours,  when  there  is  much  blood 
in  the  discharge,  because  the  pores  are  apt  to  become  clogged  up. 

That  the  efficiency  of  the  drain  is  wonderfully  increased  and  that 
the  serous  discharge  is  removed  as  fast  as  it  is  formed  is  a  matter  of 
simple  demonstration  but,  while  overcoming  some  of  the  difficulties 
of  the  problem,  have  we  introduced  any  new  elements  of  danger  ?  I 
think  not.  No  harm  can  certainly  come  from  the  introduction  into 
the  drain  of  a  strip  of  iodoform  gauze  and  a  straight  glass  tube,  which 
can  be  rendered  perfectly  aseptic.  It  is  true  that  a  current  of  air  is 
drawn  through  the  apparatus,  but  it  is  filtered  by  the  cotton  dressing 
and  does  not  come  in  contact  with  the  tissues  but  only  with  the  sur- 
face of  the  gauze. 

At  the  present  time  I  am  unable  to  furnish  any  statistical  argu- 
ments to  enforce  what  I  have  said.  Time,  and  experience  in  the 
hands  of  others,  alone  can  make  these  of  any  value.  As  yet,  I  have 
employed  this  method  of  drainage  in  only  one  case  but,  as  far  as  it  is 


in  the  bottom  so  as  to  form 
a  layer  a  third  or  half  an  inch 
in  thickness,  care  being  taken 
to  keep  one  end  of  the  strip 
at  the  upper  extremity  of  the 
tube  so  that  the  gauze  can 
be  readily  removed.  The 
bent  glass  tube,  which  is  also 
a  convenient  instrument  for 
adjusting  the  gauze,  is  now 
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passed  down  to  the  bottom 
of  the  drain  so  as  to  press 
closely  against  the  gauze. 
The  tube  is  now  connected 
with  the  exhaust  pipe  of  the 
pump,  which  is  kept  con- 
stantly working  beside  the 
bed.  The  whole  is  covered 
with  a  layer  of  absorbent  cot- 
ton, and  the  binder  adjusted. 
The  strip  of  gauze  should  be 
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possible  to  judge  from  one  case,  the  result  was  very  satisfactory. 
The  case  in  itself  being  of  interest,  I  will  briefly  relate  it : 

A  Case  of  Supravaginal  Hysterectomy  for  a  Large  Fibro-cystic  Tumor 
Complicated  by  many  Adhesions  j  Recovery  from  the  Operation  ;  Oc- 
currence of  Acute  Strangulation  of  the  Intestine  from  Bands  on  the 
Fifty-eighth  Day,  followed  by  Death  on  the  Sixty-fourth  ;  Autopsy. 

Fanny  Peters,  colored,  laundress,  aged  forty-two,  married,  nullip- 
ara, applied  to  me  for  treatment  May  3,  1893.  She  said  that  she 
had  had  a  tumor  for  ten  or  twelve  years,  but  that  it  had  increased  in 
size  very  rapidly  during  the  past  two.  She  also  gave  a  history  of 
several  attacks  of  peritonitis  which  confined  her  to  bed  for  months 
and  complained  of  pain  from  distention  of  the  abdomen  and  pressure 
on  the  rectum,  bladder  and  diaphragm. 

Examination  showed  a  fluctuating  tumor  of  great  size. 

Operation  May  22d,  present  and  assisting  Drs.  Holt,  McHatton, 
Williams,  Derry  and  Barron.  When  the  abdomen  was  opened  and  a 
large  quantity  of  clear  watery  fluid  drawn  off,  the  sac  was  found  to 
have  very  thick  walls  and  to  be  continuous  below  with  a  large  fibrous 
mass  springing  from  the  uterus.  On  the  anterior  surface  of  the  tumor 
were  many  threadlike  adhesions  which  were  readily  separated,  but 
above  and  posteriorly  the  adhesions  were  almost  complete.  After  a 
tedious  dissection  partly  with  the  fingers,  sometimes  with  a  knife, 
laying  bare  many  square  inches  of  the  intestine  and  involving  the 
handling  of  the  common  iliac  vessels,  I  managed  to  separate  the  tu- 
mor down  to  a  point  a  little  below  the  brim  of  the  pelvis.  I  then 
desisted.  What  remained  of  the  sac  was  stitched  to  the  abdominal 
wall  and  packed  with  iodoform  gauze.  The  solid  portion  of  the  tumor 
was  ligated  with  a  rubber  ligature,  supported  by  knitting-needles  and 
fastened  in  the  wound,  the  wound  closed,  a  Keith's  drain  introduced 
into  the  abdominal  cavity  and  after  the  patient  had  been  put  to  bed 
the  strip  of  gauze  and  glass  tube  connected  with  the  pump  was  placed 
in  position  in  the  manner  already  described.  During  the  first  forty- 
eight  hours,  a  very  considerable  quantity  of  bloody  serum  was  re- 
moved. At  the  end  of  this  time  the  use  of  the  pump  was  discontinued 
owing  to  the  cessation  of  the  discharge.  During  the  first  two  weeks 
the  patient  had  a  fever  ranging  from  99.5°  to  1020  due  to  absorption 
from  the  discharge  from  the  sac  and  the  stump,  but  there  were  no 
symptoms  of  peritonitis.  After  this  time  the  temperature  gradually 
declined  to  normal,  the  patient  gained  appetite,  flesh  and  strength  and 
was  able  to  sit  up  and  go  around  the  house.  On  the  fifty-eighth  day 
2 


1 8 


Herman  L.  Colher,  M.  D. 


after  the  operation,  following  a  large  and  indigestible  meal,  the  patient 
was  seized  with  vomiting  and  severe  pain  in  the  abdomen.  I  found 
her,  an  hour  later,  in  a  condition  of  profound  shock.  On  the  third 
day,  although  the  vomiting  never  became  stercoraceous,  I  was  con- 
vinced of  the  diagnosis  of  complete  obstruction  of  the  bowel,  but  soon 
afterward  the  pulse  became  so  weak  that  it  was  thought  best  not  to 
do  any  operation.  Death  occurred  on  the  sixty-fourth  day.  The 
autopsy  disclosed  the  following  conditions  :  Complete  occlusion  and 
collapse  of  the  small  intestine  below  a  point  about  three  feet  above 
the  ileo-ccecal  valve,  caused  by  the  entrance  of  two  loops  of  intestine 
into  a  narrow  opening  formed  by  a  band  extending  from  the  mesen- 
tery to  the  free  surface  of  intestine.  There  were  a  number  of  these 
bands  present  even  as  high  up  as  the  diaphragm  and  it  was  evident 
that  they  had  nothing  to  do  with  the  operation  but  were  the  result  of 
old  attacks  of  peritonitis  of  which  the  patient  had  had  several. 

In  conclusion,  I  would  like  to  add  that  in  regard  to  the  instru- 
ments described,  if  only  they  will  excite  sufficient  interest  among  the 
profession,  I  invite  modification  and  improvement.  I  wish  mainly  to 
impress  upon  you  the  principles  which  underlie  them.  They  are 
those  of  the  continuously-acting  siphon,  which  pumps  air  as  well  as 
water,  and  the  employment  of  the  suction  force  thus  generated  for 
the  purpose  of  draining  fluids  from  dependent  localities  in  conjunc- 
tion with  capillarity  in  the  manner  described. 


THE  TREATMENT  OF  A  RETRO-DISPLACED  ADHERENT 
UTERUS  COMPLICATED  BY  PREGNANCY* 

By  Herman  L.  Collyer,  M.  D. 

I  have  obtained  such  satisfactory  results  in  the  treatment  of 
many  patients  suffering  with  the  above  complication,  that  I  feel  they 
would  be  received  by  the  profession  with  interest ;  more  especially 
at  a  time  when  the  literature  is  so  filled  with  operative  procedures. 
Many  patients  will  readily  submit  to  treatment,  though  long,  rather 
than  undergo  any  severe  operation,  such  as  would  necessarily  be  in- 
dicated in  a  case  of  adhesions  surgically  dealt  with. 


*  Read  before  the  New  York  Obstetrical  Society  May  i,  iSg4. 
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Many  years  ago  it  occurred  to  me,  that  abortion  could  be  pre- 
vented in  the  retro-displaced  adherent  uterus,  if  treatment  was  insti- 
tuted early  enough,  in  properly  selected  cases.  It  is,  therefore,  my 
purpose  in  this  communication  to  report  my  experience  and  to  cite  a 
few  illustrative  cases  which  have  come  under  my  observation,  in  sup- 
port of  my  views  on  the  subject  of  the  treatment  and  curability  of 
this  complicated  condition.  In  prefacing  my  remarks  I  hope  to  be 
correctly  understood,  as  there  seems  to  be  some  diversity  of  opinion 
regarding  the  ultimate  results  of  retro-position  with  adhesions  of  the 
uterus. 

This  complication  is  by  no  means  a  rarity ;  on  the  contrary,  it  has 
been  my  experience  to  meet  with  it  quite  frequently.  The  fact  that 
this  complication  exists  proves  beyond  a  doubt  that  adhesive  pelvic 
peritonitis,  with  its  sequelae,  may  occur  without  complete  destruction 
of  function  of  the  tubes  and  ovaries,  aside  from  the  existence  of  the 
pathological,  abnormal  position  of  the  uterus. 

Case  I. — Mrs.  B.,  native  of  Germany,  twenty-six  years  old,  con- 
sulted me  in  January,  1887,  on  account  of  recurrent  miscarriages.  She 
had  been  married  four  years  and  a  half,  during  which  time  she  had 
had  one  child  and  three  miscarriages  ;  the  latter  being  in  succession, 
near  the  third  month,  and  occurring  during  the  past  two  years.  Her 
health  had  always  been  excellent  until  the  birth  of  her  child,  one  year 
after  marriage.  The  delivery  was  attended  by  a  midwife,  who  removed 
the  placenta  in  pieces  ;  which  the  patient  thought  caused  all  her  trou- 
ble, as  she  had  fever  and  pain  during  a  long  convalescence  and  never 
felt  the  same  nor  well  afterward.  Menstruation  has  been  fairly  regular 
with  profuse  flow  for  ten  days,  attended  by  pains  in  the  back  and  sides 
— more  especially  the  right  side  of  the  abdomen — during  the  intervals 
between  the  miscarriages.  The  last  period  was  April  1,  1887,  and  in 
May  the  patient  began  to  think  she  was  pregnant,  which  I  corrobo- 
rated by  a  digital  examination  which  showed,  in  addition,  a  retro- 
verted  uterus — with  firm  posterior  adhesions  fixing  the  fundus  be- 
low the  promontory  and  within  the  hollow  of  the  sacrum.  To  the 
right,  and  within  the  broad  ligament,  a  marked  thickening  was  readily- 
felt.  There  was  some  descent  and  the  cervix  was  lacerated.  The 
fundus  was  perceptibly  enlarged,  presenting  all  the  characteristic 
signs  of  early  pregnancy.  In  spite  of  my  endeavors  to  alleviate  the 
pain  and  elevate  the  fundus  uteri  by  local  treatment,  the  pains  con- 
tinued to  increase  and  finally  terminated  in  abortion  in  July,  the  pa- 
tient being  unattended  by  any  one.  Some  weeks  later  she  returned  to 
me  with  a  marked  endometritis  and  a  boggy  exudation  in  both  broad 
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ligaments.  I  again  placed  her  on  local  treatment  of  glycerin  tam- 
pons, occasionally  painting  the  vaginal  vault  with  tincture  of  iodine. 
In  the  following  October  1  curetted  thoroughly  with  the  sharp  curette, 
packing  the  uterine  cavity  with  iodoform  gauze,  endeavoring  at  the 
same  time  to  restore  the  uterus  to  its  normal  position,  but  without 
avail.  Menstruation,  however  became  normal,  lasting  only  four 
days,  and  the  exudation  cleared  up  considerably.  In  January,  1888, 
the  existence  of  early  pregnancy  was  again  discovered  and  the  pos- 
terior adhesions  were  noticeably  relaxing.  Iodoform  gauze  saturated 
in  glycerin  was  substituted  for  the  cotton  tampon  and  packed  about 
the  uterus,  putting  the  adhesions  on  the  stretch,  and  were  allowed  to 
remain  in  position  three  to  six  days  with  marked  benefit.  After  two 
weeks'  treatment,  a  Thomas-Cutter  pessary  was  employed,  with  most 
excellent  results.  The  adhesions  separated  sufficiently  to  allow  the 
fundus  uteri  to  become  disengaged  and  be  lifted  out  from  under  the 
promontory  of  the  sacrum,  and  a  Munde  bulb  pessary  was  substituted 
to  hold  it  in  position. 

At  the  time  of  separation  of  the  adhesions,  there  were  manifesta- 
tions of  expulsive  pains  and  a  slight  sanguineous  discharge,  which  was 
controlled  easily  by  the  fluid  extract  of  viburnum  prunifolium  in  3  ss. 
doses,  repeated  hourly. 

The  pessary  was  removed  at  the  end  of  the  fourth  month  of  gesta- 
tion, as  its  employment  was  no  longer  required,  and  pregnancy  pro- 
gressed normally  and  uninterrupted  to  its  end. 

On  September  14,  1888,  the  patient  was  delivered  of  a  healthy 
child  of  about  nine  pounds  and  a  half  in  weight,  and  convalescence 
was  normal. 

Twelve  days  after  delivery  the  uterus  was  found  retroverted  and 
was  replaced,  being  held  in  position  by  the  bulb  pessary  formerly 
used.  After  the  expiration  of  six  months  treatment  was  found  wholly 
unnecessary,  as  the  uterine  supports  proved  themselves  amply  suffi- 
cient, to  retain  the  uterus  in  its  normal  position. 

I  have  attended  the  patient  in  four  confinements  since  that  time, 
and  there  is  not  a  trace  of  the  old  trouble  remaining  nor  the  slightest 
tendency  to  retro-displacement. 

Case  II. — Mrs.  F.  consulted  me  in  the  summer  of  1888.  She  was 
thirty-one  years  old  ;  had  been  married  twelve  years,  giving  birth  to 
three  children  which  were  born,  during  the  first  five  years  of  her 
married  life.  The  last  delivery,  for  some  unknown  reason,  was  a  still- 
birth, resulting  in  ill-health  and  uterine  disease,  associated  with 
sterility,  for  seven  consecutive  years.    Menstruation  had  been  regu- 
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lar  every  thirty-two  days,  varying  in  amount,  but  later  only  a  scanty 
flow  for  one  or  two  days.  She  complained  of  constant  pains  in  the 
back  and  in  both  sides  of  the  abdomen  with  impairment  of  locomo- 
tion. Constipation  sometimes  for  a  week,  attended  by  severe  bear- 
ing-down pain  ;  severe  frontal  headaches,  with  occasional  epileptiform 
convulsions  when  overtaxed  mentally  or  physically. 

An  examination  revealed  a  sharp  retroflexed  uterus  with  firm  pos- 
terior adhesions  ;  the  ovaries  were  laterally  displaced  and  enlarged, 
imbedded  in  an  exudation,  the  right  one  being  perceptibly  the  larger. 
The  fundus  uteri  presented  below  the  level  of  the  cervical  portion, 
forcing  down  the  posterior  cnl-de-sac  and  resting  on  the  rectum  in 
the  hollow  of  the  sacrum.  The  uterus  was  hyperplastic  and  firmly 
adherent. 

The  employment  of  treatment  twice  a  week,  with  glycerin  tam- 
pons exerting  pressure  on  the  adhesions  and  exudates,  soon  produced 
evidence  of  improvement.  The  Thomas-Cutter  pessary  was  substi- 
tuted as  soon  as  the  point  of  toleration  was  reached  but  had  to  be  dis- 
carded soon  after,  on  account  of  the  distressing  symptoms  produced  ; 
not,  however,  before  it  had  rendered  good  service.  A  bulb  pessary  was 
substituted  for  it  and  held  the  uterus  at  the  same  level,  which  was 
just  beneath  the  promontory  of  the  sacrum.  While  wearing  the  ring 
in  this  condition  the  patient  conceived.  On  February  16,  1889,  the 
diagnosis  of  pregnancy  at  the  seventh  week  was  made;  her  last  men- 
struation appearing  December  14th.  The  physical  signs  in  this  case 
differed  materially,  in  that  the  elastic  enlargement  was  perceptibly 
noticeable  in  the  left  tubal  cornu  of  the  uterus,  causing  me  to  appre- 
hend a  possible  rupture  of  the  Fallopian  tube  or  of  the  structure  of 
the  uterus.  At  the  tenth  week  of  gestation,  the  uterus  had  assumed 
the  natural  symmetrical  enlargement  at  the  fundus  so  characteristic 
of  pregnancy. 

As  gestation  advanced,  the  uterus  developed  more  than  usual  in 
the  antero-posterior  diameter,  accompanied  by  increasing  pain  which 
was  controlled  only  partially  by  the  fluid  extract  of  viburnum.  On 
several  occasions,  morphine  was  necessary  to  give  relief  until  the  fifth 
month  had  been  reached  ;  whence  the  pains  abated  except  at  the  ap- 
proach of  what  would  have  been  a  menstrual  period.  The  pessary 
was  removed  soon  after  the  fourth  month  and  the  vagina  packed  with 
iodoform  gauze,  which  remained  five  days  in  place. 

As  the  uterus  developed,  the  enlarged  sensitive  ovaries  were  very 
conspicuous  on  its  sides,  often  giving  rise  to  pains  when  accidentally 
pressed. 
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Labor  occurred  September  21st,  marred  by  an  epileptic  convul- 
sion ;  otherwise  normal.  The  convalescence  was  similar  to  that  of 
Case  I.  The  pessary  was  found  to  be  necessary  for  eight  months 
after  delivery  ;  a  perfect  cure  resulting. 

Case  III  sought  my  advice  for  the  first  time  in  August,  1888. 
Mrs.  K.,  thirty-two  years  old,  married  thirteen  years,  had  had  four 
children  and  five  miscarriages  ;  the  latter  occurring  in  succession 
after  the  delivery  of  the  last  child  nine  years  ago.  Since  that  time, 
she  had  suffered  pains  continuously.  The  labor  was  complicated  by 
sepsis,  with  a  slow  convalescence.  Each  miscarriage  seemed  to  add 
more  to  her  misery.  The  last  occurred  three  years  prior  to  her  visit 
to  me  at  the  third  month  of  gestation,  as  the  previous  ones  had.  The 
uterus  was  found  retroverted  and  adherent  posteriorly,  with  a  large 
bilateral  rent  with  everted  lips  ;  there  was  also  hyperplastic  endome- 
tritis. The  right  ovary  was  slightly  enlarged  and  there  was  lacera- 
tion of  the  perinagum. 

After  a  few  months'  treatment,  preparatory  to  the  repair  of  the 
cervix,  the  uterus  was  restored  to.  the  normal  position  and  the  patient, 
without  my  knowledge,  entered  one  of  our  large  hospitals  for  opera- 
tion. In  March,  1891,  two  years  and  a  half  after  the  first  call,  she 
again  consulted  me  with  the  following  conditions  :  Laceration  of  the 
perinseum,  retroflexion  of  the  gravid  uterus  at  the  seventh  week  with 
posterior  adhesions,  enlargement  of  the  right  ovary  with  retro-lateral 
fixation  of  the  tube  and  ovary  and  with  evidences  of  the  repaired 
cervix. 

Under  the  same  restorative  treatment  she  progressed  in  the  same 
manner  as  did  the  previous  cases,  giving  birth  to  a  child,  November 
25,  1891.  Convalescence  similar,  except  that  an  Albert  Smith  pessary 
seemed  best  suited  to  the  case  and  it  was  discarded,  after  it  had  been 
worn  six  months,  with  no  return  of  the  displacement. 

The  diagnosis  of  retro-displacement  complicated  by  pregnancy  is 
a  simple  matter  to  those  familiar  with  uterine  disease,  but  unfortu- 
nately that  does  not  apply  to  all  in  the  profession.  But  to  every  in- 
telligent doctor,  with  an  ordinary  "tactus  eruditus,"  the  conditions 
present,  with  few  exceptions,  may  be  clearly  recognized.  Any  devia- 
tion backward  of  the  uterus  from  its  normal  axis  constitutes  a  retro- 
displacement.  With  these  displacements,  as  a  result  of  some  prior 
inflammatory  reaction,  we  have  agglutinations  of  varying  densities, 
which  constitute  adhesions.  The  principal  cause,  and  probably  the 
only  one,  is  sepsis  in  some  form  ;  the  natural  tendencies  being  to 
abortion  but,  as  in  other  instances,  exceptions  occur  here  also. 
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The  diagnosis  of  adhesions  is  readily  and  positively  proved  by  plac- 
ing the  patient  on  the  left  side  or  in  the  genupectoral  posture  with  an 
attempt  to  replace  the  uterus  by  one  or  two  fingers  per  vagina m.  It 
will  be  found  that,  if  adherent,  the  adjacent  tissues  posteriorly  will 
move  with  it. 

In  favorable  cases,  the  ovarian  regions  are  free  from  complication. 
It  must  be  remembered  that  impaction  of  the  uterus  must  not  be 
confounded  with  this  condition.  The  differential  point  in  impaction 
is  the  posterior  or  sacro-uterine  ligaments  constricting  the  fundus  of 
the  uterus  between  them  and,  when  the  attempt  is  made  to  elevate 
the  organ,  the  ligaments  stand  out  prominently  on  either  side.  Bi- 
manually  the  uterus  is  felt  between  the  palpating  hand  and  the  ex- 
amining finger,  eliciting  the  characteristic  diagnostic  sign  of  preg- 
nancy, which  is  the  elastic  enlargement  at  the  fundus  uteri  or  its 
occurrence  in  either  cornu,  strengthened  by  collateral  signs  such  as 
amenorrhoea,  bluish  discoloration  about  the  cervix  and  the  anterior 
vaginal  wall,  with  acceleration  of  the  pulse  and  the  sympathetic  morn- 
ing nausea  and  vomiting.  It  must  not  be  overlooked  that  in  cases  of 
retro-displacement  with  adhesions,  the  development  of  the  uterus 
is  usually  antero-posterior  and  lateral  ;  not  until  the  uterus  is  lifted 
above  the  promontory,  does  elongation  occur.  In  the  early  weeks  of 
pregnancy,  the  cavity  of  the  uterus  lengthens,  about  a  fourth  of  an 
inch  in  the  first  two  months.  Hegar's  sign,  i.  e.,  a  softening  of  the 
lower  uterine  segment,*  is  absent  in  many  cases,  due  to  the  hyper- 
plasia existing  in  many  cases  of  displacement  which  softens  very  slowly. 

Ovarian  complications  are  readily  distinguished  by  palpation  and 
by  exclusion,  and  the  same  may  be  said  of  tube  complications.  I  do 
not  wish  to  infer  that  every  case  of  retro-displacement  of  the  adherent 
uterus  complicated  by  pregnancy  can  be  cured,  but,  I  do  say,  every 
case  unattended  by  treatment  will  terminate  in  one  of  two  ways  :  the 
first  and  most  frequent  is  by  abortion,  the  second,  though  rare,  by  the 
uterus  becoming  incarcerated.  I  have  examined  one  such  case,  which 
refused  advice  or  treatment  and  was  lost  sight  of.  The  pregnancy 
had  reached  the  fourth  month. 

The  treatment  of  these  cases  depends  largely  upon  the  individual 
patient.  Some  tolerate  more  manipulations  than  others.  This  pe- 
culiarity, must  be  learned,  in  every  case,  by  observation  and  trial. 

It  is  very  necessary  to  treat  the  patient  at  least  twice  a  week,  placing 
her  on  the  left  side  with  the  index  finger,  (one  finger  is  sufficient)  used 
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per  vaginam  and  thus  endeavoring  to  replace  the  uterus  with  as  much 
force  as  the  patient  will  tolerate  comfortably;  holding  it  in  the  newly 
obtained  position  with  iodoform  gauze,  cotton  or  wool  tampons,  satu- 
rated in  pure  or  borated  glycerin,  for  one  or  more  days.  In  course 
of  time  the  patient  becomes  tolerant  of  sufficient  interference  to  em- 
ploy the  Thomas-Cutter  pessary  which  acts  mechanically  in  the  same 
manner  as  do  the  tampons,  except  more  effectually  and  forcibly,  to- 
ward separating  the  adhesions  and  restoring  the  uterus  to  a  normal 
position. 

The  length  of  time  necessary  to  continue  its  use  varies  in  each 
case;  usually  from  one,  to  six  weeks  is  sufficient.  As  soon  as  the 
object  is  obtained  for  which  the  lever  pessary  is  designed  ;  it  may  be 
replaced  with  one  of  the  internal  pessaries,  as  the  needs  of  the  case 
seem  to  demand,  which  must  be  worn  until  such  time  that  the  uterus 
will  be  found  too  large  to  return  to  its  retro-displacement.  The  end 
of  the  fourth  month  will  be  found,  sufficient  to  insure  safety  against 
such  a  return  in  all  cases. 

In  conjunction  with  the  local  and  mechanical  treatment,  internal 
medication  is  of  great  importance  to  relieve  the  distressing  symptoms 
arising  from  the  physiological  increase  of  the  uterus,  and  the  necessary 
devices  for  separating  the  adhesions. 

The  agglutinations  in  this  complication  seem  to  absorb  or  to  sepa- 
rate more  readily  ;  possibly  due  to  the  fact  that  the  pregnant  condi- 
tion may  act  a  part,  toward  inducing  absorption,  aside,  from  its  me- 
chanical influence  by  the  physiological  increasing  growth. 

The  nerve  sedatives  and  carminatives  display  their  influence  and 
should  be  employed  from  the  beginning,  as  soon  as  symptoms  de- 
velop. The  most  valuable  seem  to  be  the  viburnum  preparations. 
Codeine  and  morphine  should  only  be  resorted  to  when  other  things 
fail  to  relieve  pain. 

In  some  cases,  the  iodides  are  followed  by  marked  improvement. 
All  cases  are  much  benefited  by  the  judicious  employment  of  the 
chalybeates  with  strychnine  in  conjunction  with  laxatives.  Gentle  ex- 
ercise in  the  open  air  is  of  the  greatest  importance  ;  in  fact,  anything 
which  tends  to  improve  the  general  tone  of  the  patient's  physical  and 
mental  condition. 

109  East  Fifty-fourth  Street. 
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CONTRIBUTION  TO  THE  STUDY  OF  FACE 
PRESENTATIONS.* 

By  S.  Marx,  M.  D. 

Complete  flexion  of  the  head,  at  or  above  the  pelvic  brim,  almost 
invariably  means  the  presentation  of  the  vertex  with  the  occiput  an- 
teriorly or  the  predisposition  to  anterior  rotation  in  vertex  occipito- 
posterior  cases.  Incomplete  flexion  of  the  head  predisposes  the 
presentation  of  any  part  of  the  anterior  head,  including  the  anterior 
fontanelle,  the  forehead  and  brow.  Complete  extension  of  the  head 
invariably  means  the  presentation  of  the  face,  either  primarily  or 
secondarily,  with  the  chin  either  in  front  or  behind  ;  usually,  when 
the  face  is  completely  extended,  the  chin  is  found  anteriorly  or,  when 
behind,  there  is  an  almost  absolute  certainty  that  anterior  rotation 
will  occur.  It  is  my  opinion  that  in  a  large  majority  of  the  cases 
under  discussion,  the  presentation  of  the  face  is  secondary  and  that 
originally  the  presentation  is  such  that  the  head  presents  by  brow  or 
forehead.  But  as  soon  as  uterine  contractions  set  in  the  presenting 
part,  striking  against  one  of  the  borders  of  the  superior  strait,  or  owing 
to  the  resistance  offered  by  the  pelvis,  the  head  is  arrested  and  is 
thrown  backward  on  the  posterior  plane  of  the  child,  complete  ex- 
tension ensues  and  the  face  presents.  This  primary  condition  of 
brow  or  forehead  presentation  I  have  personally  noted  by  the  intro- 
duction of  the  half  hand  in  three  cases  occurring  in  hospital  practice. 
What  the  primary  cause  of  the  deflection  of  the  head,  what  this  devia- 
tion from  the  normal  vertex,  is  still  surrounded  by  a  mist  of  doubt. 
Generally  speaking,  it  may  be  said  that  any  circumstance  or  condition 
which  prevents  flexion  or  causes  extension  of  the  fcetal  skull  predis- 
poses to  the  presentation  of  the  face.  Most  frequently  is  uterine 
obliquity  mentioned  as  a  potent  cause.  So  is  this  same  uterine  devia- 
tion from  the  normal  supposed  to  be  one  of  the  main  causes  in  pro- 
ducing presentations  other  than  the  vertex.  Uterine  obliquity  alone 
can  hardly,  to  my  mind,  be  considered  a  sufficient  cause  to  produce 
face  cases,  since  in  normal  cases  the  relation  of  the  spine  to  the  fcetal 
skull  is  such  that  the  posterior  arm  of  the  lever  is  shorter  than  the 
anterior  arm  ;  so  that  no  matter  how  the  uterine  force  is  directed, 
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whether  direct  or  oblique,  the  pressure  is  brought  to  bear  on  the 
short  arm  of  the  lever  and  flexion  is  the  result.  The  case  is  other- 
wise if  a  dolichocephalic  condition,  relative  or  absolute,  be  present. 
Here  extension  can  only  be  the  result  of  a  force  brought  to  bear 
either  equally  on  both  arms  of  the  lever  or,  in  rare  cases,  on  the  an- 
terior where  that  arm  is  shorter  than  the  posterior.  Further,  uterine 
obliquity  is  of  too  frequent  occurrence  for  it  is  present  to  a  more  or 
less  degree  in  nearly  every  case,  normal  or  abnormal,  and  face  cases 
too  rare  to  be  really  considered  an  important  causal  factor  in  produc- 
ing this  presentation.  On  theoretical  grounds,  a  combination  of 
causal  conditions  enters  into  each  case  ;  for  instance,  uterine  obliquity; 
absolute  pelvic  contraction  causing  primary  faulty  engagement  of  the 
head,  or  relative  pelvic  contraction  due  to  the  abnormally  large  size 
of  the  foetus  (in  the  majority  of  my  cases  the  children  were  much 
above  the  average  in  weight),  plus  peculiar  conditions  inherent  in  the 
fcetus,  abnormal  size  or  lengthening  of  the  occipital  globe  causing  a 
relative  dolichocephalism  in  lengthening  the  posterior  arm  of  the 
lever,  congenital  tumor  of  the  thyroid  gland  or  enlargement  of  the 
thymus  preventing  flexion  of  the  head  or  favoring  extension.  In  one 
of  my  cases,  a  probable  causal  factor  was  a  stricture  of  the  cervix. 
Incidentally  it  would  be  well  to  mention  the  frequent  occurrence  of 
hydramnios  with  face  cases.  Whether  this  abnormal  increase  in  the 
amount  of  liquor  amnii  is  purely  accidental  or  not,  or  whether  it  is  in 
any  way  directly  provocative  of  presentation  of  the  face,  is  question- 
able. Theoretically  it  would  seem  that,  owing  to  the  greater  freedom 
of  movement  given  to  the  fcetus,  a  presentation  other  than  the  vertex 
might  be  produced.  Face  cases  are  rare,  in  fact  so  rare  that  many 
practitioners  have  never  met  with  one.  According  to  German  statis- 
tics face  cases  occur  in  the  proportion  of  i  :  150  ;  according  to  the 
French,  from  1  :  250  to  1  :  350.  The  average  usually  given  by  Ameri- 
can observers  is  1  :  250.  They  certainly  are  rarer  in  this  country 
than  in  others.  My  own  proportion,  taking  data  from  a  large  num- 
ber of  cases,  is  1  :  400.  It  is  probably  the  rarest  of  all  typical  pres- 
entations we  have  to  deal  with;  therefore,  a  paper  written  upon  this 
subject  which  depends  upon  one's  own  individual  experience,  is  al- 
most out  of  the  question.  Now,  coming  down  to  the  essence  of  the 
paper,  namely,  the  treatment  of  these  cases ;  the  first  question  that 
naturally  arises  is  this  :  Are  presentations  of  the  face  to  be  considered 
as  normal  presentations  ?  Before  deciding  this  point,  two  sides  of 
the  question  must  be  studied  :  First,  the  maternal  side  relative  to  the 
danger  to  the  mother  and  the  duration  of  the  labors  ;  Ilndly,  The 
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foetal  side,  relative  to  the  rate  of  mortality  when  compared  to  ordi- 
nary vertex  cases.  So  far  as  the  mother  is  concerned,  there  is  prob- 
ably no  greater  danger  in  these  cases,  other  things  being  equal,  when 
well  conducted,  than  in  vertex  cases.  The  duration  of  the  labors  in 
my  own  cases  was  hardly  longer  than  in  other  cases  and,  if  the  labors 
were  more  tardy,  the  children  were  correspondingly  large,  so  that  it 
could  have  been  inferred  that  whatever  the  presentation  might  have 
otherwise  been,  the  duration  of  the  labors  would  probably  have  been 
the  same.  The  longest  duration  of  any  of  my  cases  was  a  primipara 
in  the  first  stage  for  twenty-nine  hours,  including  the  preliminary 
nagging  pains  of  the  first  stage  ;  yet,  in  the  same  case  the  second 
stage  lasted  only  ten  minutes,  resulting  in  the  birth  of  a  foetus  weigh- 
ing 3,160  grammes.  The  shortest  case  was  a  labor  of  two  hours  in  a 
second  multipara.  The  original  position  of  the  face  was  a  R.  M.  P. 
and  yet  in  this  short  time  descent,  extension,  rotation  and  the  birth 
of  a  foetus  occurred  whose  weight  was  3,750  grammes  and  length  51 
cm.  The  other  side  of  the  question  is  the  foetal  mortality.  Is  the 
rate  increased  when  compared  with  cases  presenting  by  the  vertex  ? 
The  mortality  rate  in  vertex  cases  is  five  per  cent.  The  rate  in  face 
cases  probably,  including  all  forms  regular  and  irregular,  is  ten  per 
cent.  Therefore  it  would  appear  that  face  cases  are  not  as  favorable 
by  five  per  cent,  as  are  vertex  cases,  and  yet  when  one  thinks  of  the 
extreme  extension  the  head  receives  with  corresponding  pressure 
upon  the  vessels  of  the  neck,  and  the  operative  interference  necessi- 
tated in  the  more  irregular  forms  of  position,  i.  e.,  brow  etc.,  it  is  a 
wonder  that  the  rate  of  foetal  mortality  is  not  greater.  Excluding 
chin  posterior  cases,  the  rate  of  death  should  not  be  greater  than 
in  vertex  cases,  anterior  and  posterior  positions  included,  for  it 
is  only  in  the  second  stage  that  extreme  extension  occurs ;  therefore 
it  is  only  in  this  stage  that  danger  threatens.  The  watchful  ob- 
stetrician, by  constantly  controlling  the  foetal  heart,  can  at  any  mo- 
ment when  the  foetal  heart  commences  to  fail  terminate  the  labor  by 
forceps.  Personally  I  consider  face  cases,  in  the  great  majority  of 
instances,  absolutely  normal  and  this  for  several  reasons  :  I,  The  face 
is  the  analogue  of  the  vertex,  the  chin  corresponding  to  the  occiput  ; 
II,  The  diameters  involved  correspond  to  those  of  the  vertex.  In 
face  cases,  the  trachelo-bregmatic  diameter  is  three  inches  and  a  half; 
in  vertex  cases,  the  occipito-bregmatic  diameter  is  three  inches  and  a 
half.  Further,  in  chin  anterior  face  cases,  when  the  face  is  about  to 
be  born,  the  diameters  are  about  the  same  as  those  involved  in  vertex 
cases — about  three  inches  and  three  quarters.    Other  things  being 
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equal,  according  to  personal  experience,  the  duration  of  labor  is 
about  the  same  in  face  as  in  vertex  cases.  By  many  it  is  claimed  that 
propulsion  and  descent  is  slow  and  hindered  because  uterine  energy 
works  at  a  disadvantage  by  being  deflected  at  right  angles  from  the 
spinal  column  to  the  neck  toward  the  chin  ;  thus  the  force  of  the 
uterine  power  is  broken.  This  I,  for  my  part,  absolutely  deny  for,  in 
a  head  well  extended,  the  chin  is  piactically  almost  on  a  straight  line 
with  the  spinal  column.  The  greater  the  extension  the  more  favor- 
able the  case,  the  more  likely  rotation  and  descent  will  occur  ;  the 
more  direct  the  line  from  spinal  column  to  chin,  practically  as  straight 
as  in  vertex  cases  but  working  on  different  ends  of  the  lever.  In  the  one 
case,  directly  in  the  short  arm  flexion  occurs  and  a  vertex  is  the  result ; 
in  the  other  case,  acting  in  the  long  arm  extension  occurs  and  a  face  pre- 
sents. It  is  only  in  the  unfavorable  cases,  in  the  incompletely  extended 
heads,  which  present  as  brow  cases  etc.,  that  the  force  of  uterine  pain  is 
deflected  at  right  angles  from  the  top  of  the  vertebral  column  toward 
the  chin.  But,  let  in  these  cases  the  heads  be  thoroughly  extended, 
uterine  action  being  carried  in  the  right  direction,  i.  e.,  in  a  straight 
line,  and  the  result  in  the  great  majority  of  cases  will  be  favorable  as 
to  anterior  rotation  and  delivery.  Now  as  to  treatment,  Schatz's 
method  of  reducing  the  extended  head  by  external  manipulation  is 
first  to  be  thought  of,  since  it  does  not  necessitate  the  introduction  of 
the  hand  into  the  vagina  or  uterus  and  therefore  can  be  done  before 
labor  has  set  in.  Personally  considered  on  theoretical  grounds,  it 
would  appear  a  rational  manoeuvre  but,  since  I  have  never  used  the 
method,  it  has  no  practical  value  for  me.  The  method  consists  in 
restoring  by  external  abdominal  manipulation  the  abnormal  attitude 
of  the  body,  by  flexing  the  trunk  and  leaving  the  head  to  resume 
spontaneously  its  proper  position  as  it  sinks  into  the  pelvis.  In  ordi- 
nary face  cases  with  the  chin  to  the  front,  my  experience  has  taught 
me  to  do  but  little,  since  I  regard  them  as  practically  normal.  Pos- 
tural treatment,  laying  the  woman  upon  the  side  corresponding  to  the 
position  of  the  chin,  and  complete  extension  of  the  head  by  the  fin- 
gers, is  all  that  is  necessary.  The  safest  rule  in  these  cases,  to  my 
mind,  is  to  avoid  interference  as  far  as  possible.  Should  symptoms 
of  foetal  exhaustion  occur,  as  ascertained  by  the  foetal  heart  or  by  the 
discharge  of  meconium,  delivery  of  the  foetus  by  forceps  is  indicated. 
In  cases  with  the  face  engaged  and  chin  behind,  the  treatment  can  be 
understood  by  the  following  history  of  one  of  my  cases.  A  II  mul- 
tipara, os  the  size  of  a  silver  dollar,  face  well  engaged,  chin  posterior 
and  to  the  right.    Throughout  the  labor  the  woman  took  the  right 
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lateral  position,  the  head  was  forcibly  extended  by  the  finger  against 
the  superior  maxilla,  pressing  upward  and  backward  and  somewhat 
to  the  right,  so  as  to  favor  rotation  to  the  R.  M.  A.  Head  did  not  ro- 
tate until  the  face  was  almost  on  the  perinseum,  and  then  very  slowly, 
when  by  keeping  one  finger  in  the  mouth  and  one  on  the  nose  rota- 
tion was  easily  followed  from  left  to  right.  The  face  was  delivered 
by  continuous  extension,  liberating  the  chin  first  and  thus  substituting 
for  the  occipito-mental  diameter  the  trachelo-occipital.  Now  as  to 
the  cases  which  demand  or  warrant  interference.  Wallstein  {Inaug- 
ural Dis.  Berlin  1891)  in  analyzing  a  large  number  of  face  cases,  as  a 
result  of  such  an  investigation,  comes  to  the  following  conclusions  as 
to  treatment.  He  recommends  manual  rectification  of  the  face  to  a 
vertex  presentation,  because  it  yields  a  foetal  death-rate  of  only  ten 
per  cent.  Face  cases  born  spontaneously  have  a  mortality  of  fif- 
teen per  cent.  Forceps  delivery  yields  a  rate  of  twenty  per  cent.  ; 
podalic  version  a  rate  of  forty-four  per  cent.  Where  for  any  reason 
the  face,  chin  anterior,  fails  to  engage,  personally  I  should  elect 
podalic  version.  Manual  rectification  in  this  position  means  the 
substitution  of  an  occipito-posterior  position — at  best  a  disagreeable 
vertex  position — which  in  many  cases  might  again  demand  further 
operative  interference,  unless  it  would  be  possible  at  the  same  time 
to  rotate  the  foetus  on  its  long  axis  while  flexing  the  head  so  as  to 
develop  an  occipito-anterior.  It  is  different  in  mento-posterior  cases, 
where  by  simple  flexion  of  the  head  and  holding  it  in  that  position 
until  the  presenting  part  engages  we  convert  a  most  unfavorable  posi- 
tion into  one  that  is  absolutely  normal.  Failing  in  this  podalic  ver- 
sion is  indicated.  Those  who  have  seen  a  number  of  face  cases  will 
remember  the  position  of  the  foetal  head  for  some  time  after  birth. 
It  has  a  constant  tendency  to  extend  itself,  i.  e.,  fall  backward,  like 
the  heads  of  children  suffering  from  hydrocephalus.  This  condition 
probably  also  occurs  in  utero  when,  while  a  version  is  attempted,  the 
head  is  free  in  the  uterine  cavity.  It  would  be  well  worth  calling 
attention  to  this  fact,  so  that  when  making  traction  it  would  prove  a 
valuable  and  cautious  manoeuvre  to  rapidly  follow  the  head  down- 
ward by  an  external  hand,  so  as  to  keep  it  flexed  ;  for  otherwise  the 
natural  tendency  of  the  head  being  one  of  extension  a  most  disagree- 
able complication,  a  partial  extension  of  the  after-coming  head,  is 
very  likely  to  occur.  This  would  in  a  measure  explain  the  death-rate 
of  forty-four  per  cent,  in  doing  version  in  face  cases.  Where  symp- 
toms of  foetal  or  maternal  exhaustion  appear,  delivery  must  be  insti- 
tuted.   In  forceps  deliveries  of  face  cases,  based  upon  theoretical 


3° 


S.  Marx,  M.  D. 


deductions  such  as  the  results  in  other  cases  have  afforded  me — occip- 
ito-posterior-vertex  cases — I  should  in  the  future  be  tempted  to  use 
the  axis  traction  forceps  of  Tarnier,  not  only  in  chin-anterior  face 
cases,  but  especially  in  chin-posterior  cases,  when  the  face  had  fully 
engaged,  with  the  hope  that  evolution  would  occur  in  a  natural  man- 
ner by  means  of  these  forceps.  What  treatment  is  to  be  instituted 
when,  with  the  face  well  down  in  the  pelvic  basin  or  at  the  pelvic  out- 
let, the  chin  persists  in  remaining  behind  with  or  without  the  face 
being  impacted  ?  Six  methods  are  open  to  us  by  which  to  correct  or 
overcome  this  most  unfortunate  condition  :  i,  Delivery,  as  mento- 
posterior with  forceps.  The  delivery  of  a  face  with  the  chin  behind 
is  rare,  but  not  so  extremely  rare  as  the  general  practitioner  is  lead  to 
believe.  Undoubted  cases  are  on  record  where  the  forceps  has  been 
successfully  used.  In  these  cases,  the  history  has  invariably  been  as 
follows :  Foetus  very  small,  very  often  dead.  The  mother  had  on 
former  occasions  been  delivered  of  abnormally  large  children ;  prob- 
ably, therefore,  mothers  with  justo-major  pelves.  The  mechanism  of 
these  deliveries,  which  might  be  imitated  artificially  by  means  of  for- 
ceps (but  certainly  not  advisable  except  under  very  rare  conditions) 
occurs  in  one  of  two  ways,  (a)  Traction  in  first  position  until  fore- 
head is  well  behind  the  symphysis,  then  traction  in  second  position 
until  anterior  fontanelle  can  be  felt  at  the  vulva.  By  hyper-extension, 
traction  in  an  exaggerated  third  position  is  increased  by  pressure 
against  the  chin  by  the  finger  in  the  rectum,  the  chin  is  advanced  for- 
ward until  it  reaches  the  anterior  border  of  the  perinaeum  and  then 
process  of  flexion  occurs,  by  traction  again  backward  in  the  first  posi- 
tion, (b)  Application  of  the  forceps,  traction  directly  backward  in 
first  position  and  attempting  by  these  means  to  flex  the  head  and  fur- 
thered by  pressure  made  backward  by  the  fingers  against  the  superior 
maxilla.  Thus  at  a  given  moment  the  occipito-mental  diameter  must 
traverse  the  antero-posterior  diameter  of  the  excavation  or  outlet. 
Thus  is  obtained  a  diameter  of  about  five  inches,  which  equals  the 
occipito-frontal  diameter  in  occipito-posterior  vertex  cases.  By  this 
method  of  delivery  I  succeeded  in  delivering  a  two  and  a  half  pound 
child,  one  of  a  pair  of  twins,  with  comparative  ease.  2ndly,  The 
simplest  method  is  the  application  of  the  hand,  lever  or  blade  of  the 
forceps  to  the  posterior  cheek,  hoping  thereby  to  increase  the  resistance 
normally  offered  by  the  ischial  spines  (probably)  and  in  this  wise  favor- 
ing anterior  rotation.  This  method  is  warmly  advocated  by  Penrose. 
3rd  Method,  forcible  rotation  of  the  face  by  forceps.  This  is  danger- 
ous and  uncertain.    Dangerous  on  account  of  the  possibility  of  vaginal 
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laceration  and  also  danger  of  dislocation  of  the  foetal  neck  ;  and  yet, 
if  attempted,  a  short  forceps  without  a  pelvic  curve  would  probably 
be  the  safest  instrument.  4thly.  Another  method,  which  has  answered 
me  in  a  case  of  bad  impaction  of  the  face,  after  all  other  methods  had 
failed,  can  best  be  illustrated  by  giving  the  history  of  the  case.  This 
mode  of  treatment  was  recommended  by  Parry  of  Philadelphia  in 
1873.  It  consists  in  passing  the  hand  over  the  face  and  pushing  for- 
cibly upward,  thus  raising  the  head  above  the  brim  of  the  pelvis  and 
flexing  the  same.  I  was  asked  by  Dr.  Shaw  of  this  city  to  see  a  IV 
multipara ;  pelvis  normal  ;  previous  history  good.  Labors  were  all 
normal.  Patient  was  in  active  labor  for  a  number  of  hours,  when  the 
doctor  applied  forceps  to  a  vertex-occipito-anterior  at  the  pelvic 
brim  but,  after  prolonged  and  powerful  traction  with  the  forceps,  he 
was  unable  to  deliver  what  he  supposed  was  the  head,  in  spite  of  the 
fact  that  the  supposed  vertex  was  low  down  on  the  pelvic  floor.  Visu- 
al inspection,  upon  separating  the  labia,  revealed  a  face  with  the  chin 
behind.  The  presenting  part  was  thoroughly  impacted.  Uterus  in  a 
condition  of  tetanic  contraction.  Delivery  seemed  impossible,  since 
forced  rotation,  flexion  and  all  the  methods  known  to  me  failed,  prob- 
ably on  account  of  the  impaction.  Perforation  always  being  to  me  a 
barbarous  measure,  as  a  "dernier  ressort  "  I  instituted  the  measure, 
mentioned  above,  under  the  deepest  chloroform  narcosis  I  had  ever 
witnessed.  It  is  my  belief  that  impaction  is  seldom  if  ever  osseous 
but  is  due  to  a  continuous  muscular  spasm  from  above  the  uterus  and 
from  below  the  vaginal  and  perineal  muscles.  Chloroform  and  not 
ether  is  the  anaesthetic  for  just  such  conditions  and,  that  I  might,  if 
possible,  overcome  or  cause  to  relax  this  muscular  rigidity,  I  caused 
this  deep  and  dangerous  chloroform  narcosis.  The  hand  introduced 
with  the  fingers  over  the  forehead,  continuous,  prolonged,  equable 
pressure  was  brought  to  bear  on  the  face  to  cause  this  spasm  to  yield. 
Only  after  about  twenty  minutes'  work,  did  the  face  gradually  recede  and 
then  after  the  head  was  pressed  upward  and  backward  over  the  brim, 
it  was  flexed  with  an  audible  snap.  The  forceps  were  applied  and  an 
enormous  living  child  was  born.  Convalescence  normal.  The  transi- 
tion from  an  original  occipito-anterior  to  a  mento-posterior  position  in 
this  case  was  to  be  explained  as  follows  :  Head  high  up  ;  misdirected 
forceps  traction  upward  instead  of  directly  backward,  causing  an  ex- 
tension of  the  head  and  the  secondary  presentation  of  the  face.  Where 
all  the  methods  thus  far  given  fail,  one  of  two  ways  is  still  left  open  to 
us  to  deliver  these  women  :  5thly.  perforation  ;  6thly.  symphyseotomy. 
Under  ordinary  conditions  perforation  should  never  give  a  maternal 
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mortality  rate.  A  perforation  performed  with  the  face  low  down  is  a 
simple  and  certainly  a  safe  operation.  It  does  not  materially  increase 
the  danger  to  a  mother,  who  of  necessity  has  been  exposed  to  a  num- 
ber of  manipulations  in  order  to  give  her  a  living  child  ;  furthermore, 
in  all  probability,  where  failing,  the  child  is  already  dead  and  if  not 
dead,  notwithstanding  the  statements  of  many  obstetricians  to  the 
contrary,  the  value  of  the  life  of  the  unborn  child  sinks  into  insignifi- 
cance when  compared  to  that  of  the  mother.  Personally  therefore  of 
the  two  methods,  perforation  seems  the  more  advisable.  As  far  as  sym- 
physeotomy is  concerned  I  have  little  to  say.  It  can  not  be  at  pres- 
ent considered  an  operation  for  private  practice  nor  is  it,  in  this  class 
of  cases,  to  be  considered  as  an  elective  operation  in  the  strictest 
sense  of  the  word.  As  it  stands  to-day  it  is  an  operation  whose  rate 
can  not  be  compared  to  craniotomy,  for  the  result  of  maternal  deaths 
from  symphyseotomy  is  still  much  too  high,  i.  e.,  from  five  to  fifteen 
per  cent.  Therefore  in  private  practice  it  will  hardly  as  yet  be  coun- 
tenanced and  will  not  be  so  in  the  future,  unless  we  can  honestly  edu- 
cate our  women  to  the  fact  that  it  is  a  life-saving  operation  not  only 
for  the  mother  but  also  for  the  child.  In  the  hands  of  the  resurrector 
of  the  operation  (Morisani)  the  maternal  mortality  rate  is  over  three 
per  cent,  and  the  ultimate  result  is  nine  per  cent,  of  the  women  suf- 
fering from  vesico-vaginal  fistula?. 
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ANNOUNCEMENT. 

With  this  number  begins  the  second  volume  of  the  Journal  for 
the  current  year.  Our  readers  will  notice  the  appended  index  which 
was  necessarily  carried  over  from  last  month  on  account  of  the  enor- 
mous proportions  to  which  the  June  number  attained,  owing  to  its 
presenting,  in  addition  to  its  regular  material,  the  complete  Transac- 
tions of  the  American  Gynaecological  Society.  This  index  we  have 
made  fuller  than  ever  before  and  have  spared  no  pains  to  make  it  as 
perfect  as  possible. 


We  would  also  announce  an  approaching  change  of  name  of  the 
Journal.  While  many  of  our  interests  center  naturally  in  New  York 
our  circulation,  on  the  other  hand,  has  become  so  wide  and  far-reach- 
ing in  its  scope,  so  many  of  our  interests  are  daily  extending  farther 
and  farther  outside  the  limits  of  this  city  and  State,  that  we  realize 
that  a  local  designation  for  the  Journal  is  no  longer  either  useful  or 
wise.  This  change  of  name  will  be  finally  announced  in  the  August 
issue  and  will  appear  upon  the  cover  of  the  September  Journal. 
This  signifies  no  change  whatsoever  in  connection  with  this  periodical 
other  than  a  formal  expression  of  its  broader  sphere  of  usefulness. 


It  will  doubtless  be  of  interest  to  our  readers  to  know  that  we  have 
recently  concluded  a  contract  with  the  Philadelphia  Obstetrical  So- 
ciety by  which  we  have  the  exclusive  right  to  publish  its  Transactions, 
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including  all  original  papers.  This  contract  goes  into  force  next 
October  and  it  will  add  much  to  the  enjoyment  of  our  subscribers, 
owing  to  the  prominence  of  this  Society,  its  excellent  discussions  and 
to  the  national  reputation  of  so  many  of  its  members. 


BICYCLE  RIDING  FOR  WOMEN. 

It  is  said  that  "everybody"  rides  the  bicycle  in  Paris.  This 
means  that  this  form  of  exercise  is  both  fashionable  and  popular.  It 
seems  to  be  a  fundamental  though  an  inscrutable  law,  with  the  gentler 
sex,  that  whatsoever  obtains  the  stamp  of  fashion  must  likewise  be- 
come popular.  The  influence  of  every  great  national  center  through- 
out the  world  makes  itself  felt  in  every  other  and,  although  we  are 
dominated  at  present,  so  far  as  fashion  is  concerned,  by  London  to 
whom  the  bicycle  still  appears  in  too  utilitarian  a  light  to  become 
socially  attractive,  still  it  can  not  be  very  long  before  the  influence  of 
Paris  must  be  effective  both  in  London  and  in  New  York.  Especially 
will  this  end  be  advanced  among  our  fashionable  women,  if  some  en- 
terprising dealer  will  put  on  the  market  machines  with  silver  or  gold 
spokes  and  fixtures  for  the  insertion  of  panels  with  diamond  coronets. 
At  any  rate,  when  it  does  become  fashionable,  it  will  not  be  long  be- 
fore nearly  every  woman  from  Fifty-ninth  Street  and  Fifth  Avenue  to 
the  Battery,  east  and  west,  will  be  yearning  to  ride.  It  behooves 
gynsecologists,  then,  to  consider  carefully  this  subject  upon  which 
they  will  soon  be  called  upon  to  pronounce  professional  judgment  in 
private,  dispensary  and  hospital  practice.  We  have  paid  but  little 
attention  to  this  contingency  hitherto,  probably  because  women  bicy- 
clists are  still  sufficiently  uncommon  on  our  streets  always  to  excite 
attention.  We  have  little  experience  therefore,  except  by  analogy, 
from  which  to  draw  our  data.  And  yet,  where  professional  opinion 
has  found  public  expression  it  has  usually  been  adverse  to  the  adop- 
tion of  this  practice  by  women. 

No  one  will  probably  hesitate  to  say,  a  priori,  that  for  women  who 
have  any  form  of  pelvic  disease  or  abnormity,  especially  if  it  be  of  a 
recent  or  of  an  acute  character,  bicycling  would  have  a  distinctly  in- 
jurious effect.  The  pathological  influence  of  the  pedal  sewing-ma- 
chine, of  running,  walking  or  even  standing — all  of  which  excite  mus- 
cular action  similar  to  that  involved  in  the  use  of  the  bicycle — are  too 
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well  known  and  appreciated  to  permit  any  sane  man  to  encourage  the 
latter  among  his  gynaecological  patients  who  are  suffering  with  pelvic 
inflammation.  To  married  women,  also,  before  the  menopause,  it  will 
always  be  guardedly  advised  by  every  honest  practitioner  because  of 
its  liability,  in  common  with  every  form  of  violent  exercise,  to  produce 
abortion. 

But  there  are  a  certain  number  of  women  in  this  country  even 
among  those  long  past  puberty  who,  hard  as  it  is  at  times  to  realize  it, 
have  never  had  any  pelvic  disease  whatsoever,  and  it  will  be  in  regard 
to  these  that  we  shall  be  called  upon  to  answer  the  question  :  Is  bi- 
cycle riding  beneficial  for  women  ?  We  are  inclined  to  think  that, 
under  these  circumstances,  it  is.  The  muscular  action  is  much  more 
regular  than  in  horseback  riding  and  the  danger  of  accident,  for  a 
good  rider,  far  less.  For  women  past  the  menopause  with  a  tendency 
to  excessive  flesh,  to  torpidity  of  the  liver,  to  constipation  and  to  dys- 
pepsia, it  should  be  of  especial  benefit.  But  we  fear  that  in  this  class 
of  cases,  in  which  it  would  appear  to  be  most  indicated,  the  power  of 
feminine  vanity  will  ever  place  a  bar  to  our  converting  a  probable 
theory  into  practical  experience. 

At  all  events,  there  is  no  other  form  of  exercise  within  the  capac- 
ity of  the  average  woman,  which  involves  so  general  a  muscular  de- 
velopment and  glandular  action  combined  with  a  healthy  mental  and 
physical  exhilaration. 
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TRANSACTIONS  OF  THE  NEW  YORK  OBSTETRICAL 

SOCIETY. 

Stated  Meeting,  May  i,  1894. 

Charles  Jewett,  M.  D.,  President,  in  the  Chair. 

Dr.  G.  M.  Edebohls  presented  a  case  of 

Bilateral  Ncpkrorrhagia. 

He  stated  that  those  who  desired  could  easily  demonstrate  on  this 
case,  by  palpation,  the  position  of  the  appendix. 

L.  LeC,  aged  thirty-seven,  married,  never  pregnant,  was  sent  to 
him  by  Dr.  M.  H.  Turner,  of  Moriah,  N.  Y.  Two  years  ago  she  had 
an  attack  of  hematuria  lasting  three  days.  In  January  and  February 
of  this  year  she  had  two  similar  attacks.  About  March  26,  1894,  the 
hematuria  recurred  and  continued  with  increasing  severity  until  she 
came  under  his  care  on  April  19th.  She  had  by  this  time  lost  a  great 
deal  of  blood  and  was  thin,  anaemic  and  almost  cachectic  in  appear- 
ance. 

Examination  showed  heart  and  lungs  normal,  spleen  enlarged. 
Right  kidney  movable  ten  centimetres,  of  normal  size  and  contour. 
Left  kidney  not  palpable.  Appendix  vermiformis,  normal  in  size, 
slightly  sensitive  on  pressure.  Tubes  and  ovaries  normal  in  size  and 
position.  Uterus  somewhat  large,  in  normal  anteversion  ;  endome- 
tritis. Urine  almost  pure  blood  ;  micturition  painless  and  of  normal 
frequency. 

On  April  21st,  under  ether,  the  urethra  was  dilated  and  a  visual 
exploration  of  the  bladder  made  through  a  Kelly  endoscope  No.  12. 
The  interior  of  the  bladder  was  everywhere  normal.  Clear  urine  was 
seen  issuing  from  the  right,  and  bloody  urine  from  the  left,  ureter. 
The  endoscope  was  withdrawn,  the  little  finger  carried  through  the 
urethra  and  the  absence  of  any  abnormity  of  the  bladder  verified  by 
thorough  digital  exploration.  No  incontinence  of  urine  followed 
the  procedure. 

On  the  following  day  a  second  endoscopic  examination  was  made 
without  an  anaesthetic  when  bloody  urine  was  seen  issuing  from  the 
right  ureter,  whereas  the  secretion  of  the  left  kidney  was  clear  and 
free  from  blood. 
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Prof.  Howard  A.  Kelly  of  Baltimore  kindly  saw  the  patient 
with  Dr.  Edebohls  on  this  occasion.  An  alternating  bilateral 
nephrorrhagia  was  thus  established  and,  taken  in  conjunction  with 
the  facts  that  the  patient  came  from  a  malarial  region,  had  frequently 
suffered  from  malaria  and  had,  at  the  time,  an  enlarged  spleen, 
malaria  was  assumed  to  be  at  the  bottom  of  the  haemorrhage.  Under 
treatment  by  thirty  to  forty  grains  of  quinine  daily  the  hematuria 
disappeared  in  three  days  and  has  not  since  recurred.  Repeated  ex- 
aminations of  the  urine  have  given  negative  results.  An  examination 
of  the  blood  was  unfortunately  not  made  until  a  week  after  the 
nephrorrhagia  ceased  :  the  Plasmodium  malaria  was  not  found. 

Haematuria  of  malarial  origin  is  of  not  infrequent  occurrence. 
He  had  himself  seen  five  or  six  examples  of  it.  The  haemorrhage  is 
generally  believed  to  be  renal,  though  this  fact  had,  as  far  as  his 
knowledge  went,  never  been  established  by  direct  observation  of  the 
ureteral  mouths  during  life.  The  point  of  interest,  however,  in  the 
case  was  the  fact  that  the  haemorrhage  was  proven,  by  direct  inspec- 
tion of  the  ureters,  to  occur  from  the  left  kidney  on  one  day  and 
from  the  right  kidney  on  the  day  following. 

Discussion. 

Dr.  Robert  A.  Murray  said  that  it  was  very  difficult  to  diagnos- 
ticate haematuria  in  any  given  case.  He  could  recall  very  distinctly 
four  cases  which  he  had  seen  during  the  last  six  years,  in  which  the 
haemorrhage  had  been  controlled  by  anti-malarial  remedies  and  had 
again  recurred.  They  had  been  examined  by  very  expert  diagnosti- 
cians and  yet  no  cause  was  found  but  malaria.  He  felt,  however, 
that  aside  from  the  malaria  we  should  look  for  some  malignant  growth 
in  the  kidney.  In  two  of  his  cases  in  which  Warburg's  extract  had 
been  substituted  for  the  quinine  the  haematuria  had  returned,  whereas 
it  had  been  checked  by  the  quinine.  It  was  this  fact  which  had 
caused  two  medical  gentlemen  who  had  seen  these  cases  to  doubt 
their  being  really  of  malarial  origin.  We  all  knew  that  neoplasms  of 
the  bladder  were  more  frequent  than  was  generally  supposed  and 
hence  the  resort  to  inspection  of  the  ureters,  as  in  Dr.  Edebohls1 
case,  was  one  of  extreme  importance.  Of  the  cases  he  had  already 
referred  to,  three  were  females  and  one  an  old  man  with  an  enlarged 
prostate.  Of  course,  it  was  difficult  to  examine  the  ureters  in  the 
male.    In  two  of  the  cases,  the  Plasmodium  malaria  had  been  found. 

Dr.  H.  N.  Vinederg  said  he  would  take  exception  to  the  state- 
ment made  by  the  last  speaker  that  the  flow  from  the  ureters  could 
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not  be  as  well  examined  in  the  male  as  in  the  female.  It  could  be 
done  very  easily ;  in  fact  most  of  the  work  done  in  cystoscopy  was  in 
the  male. 

Dr.  Brooks  H.  Wells  said  he  had  had  an  opportunity  of  seeing 
a  case  of  malarial  hsematuria  occurring  in  a  man  who  had  lived  in  a 
malarial  district  in  New  Jersey.  He  had  been  able  with  the  cysto- 
scope  to  see  a  few  drops  of  blood  issuing  from  the  ureter.  He  had 
used  Dr.  Kelly's  method  in  nine  or  ten  cases  and  in  all  but  two  he 
had  found  it  easy  to  see  the  mouths  of  the  ureters.  In  one  of  the 
latter  cases  he  had  employed  this  method  of  inspection  to  assist  an- 
other practitioner  in  determining  whether  or  not  the  ureter  had  been 
tied  during  an  operation  and,  if  so,  which  one  had  been  occluded. 
He  had  been  able  to  ascertain  that  the  left  ureter  was  only  pervious 
for  about  half  an  inch  from  the  bladder.  Dr.  Kelly  had  seen  this  case 
and  had  corroborated  the  diagnosis.  He  had  at  this  time  told  the 
speaker  of  a  case  of  cystitis  following  gonorrhoea,  in  which  he  had 
been  able  to  find  the  orifice  of  the  ureter  and  to  demonstrate  that  it 
was  strictured.  On  passing  a  catheter,  the  stricture  had  been  dilated 
and  it  had  released  about  thirty  cubic  centimetres  of  urine.  A  few 
repetitions  of  this  manoeuvre  had  been  sufficient  to  cause  the  stricture 
to  yield,  thus  relieving  the  symptoms. 

Dr.  H.  L.  Collyer  said  he  had  examined  Dr.  Edebohls'  patient 
and  had  found  that  he  could  easily  map  out  the  kidney,  which  had 
descended  about  two  inches.  He  agreed  with  Dr.  Edebohls  that  there 
was  not  sufficient  prolapse  to  warrant  its  removal.  The  large  ap- 
pendix was  also  very  plainly  felt — in  fact  the  thinness  of  the  abdomi- 
nal walls  in  this  patient  made  it  easy  to  map  out  most  of  the  ab- 
dominal viscera.  After  the  patient  had  received  a  course  of  tonic 
treatment  and  her  general  nutrition  had  been  improved,  he  thought  it 
would  be  difficult  to  palpate  the  kidney.  In  his  opinion,  enteroptosis 
and  similar  dislocations  of  the  viscera  were  really  due  to  the  bad 
physical  condition  of  the  patient. 

Dr.  R.  A.  Murray  said  he  had  mapped  out  the  kidney  in  this 
case  and,  he  thought,  also  the  appendix.  The  laxity  of  the  abdomi- 
nal walls  was  so  great  that  it  was  very  easy  to  feel  the  ileum  and  other 
parts. 

Dr.  Wells  said  that  just  a  little  to  the  outer  side  of  the  iliac  artery 
he  had  felt  an  elongated  body  rolling  under  his  finger,  and  this  he  had 
been  assured  by  Dr.  Edebohls  was  the  appendix.  As  Dr.  Edebonls 
had  verified  such  examinations  repeatedly  by  operation,  there  could 
be  but  little  doubt  about  this  body  being  the  appendix  vermiformis. 
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The  Treatment  of  the  Retro-displaced  Adherent  Uterus  complicated  by 

Pregtiancy. 

Dr.  H.  L.  Collyer  read  a  paper  with  this  title.    (See  page  18  ) 

Discussion. 

Dr.  Horace  Tracy  Hanks  said  that  in  our  efforts  at  palliative 
treatment  we  sometimes  forgot  that  we  were  doing  as  much  good  and 
fulfilling  as  grand  a  mission  as  if  we  were  performing  some  brilliant, 
major  operation.  He  was  thoroughly  convinced  that  during  the  past 
few  years  in  all  our  larger  educational  towns  there  had  been  too 
much  time  given  to  the  performing  and  teaching  how  to  perform 
major  operations  and  less  than  we  should  give  to  the  consideration  of 
such  palliative  measures  and  minor  operations  as  were  treated  of  in 
this  paper. 

He  recalled  the  first  difficult  case  of  this  kind  he  had  treated.  In 
this  case,  the  uterus  was  three  and  a  half  months  pregnant  and  it  was 
quite  firmly  held  below  the  sacral  promontory.  The  patient  was 
placed  in  the  knee-chest  position  and  the  displacement  was  soon  rec- 
tified. Another  case  had  such  severe  nausea  and  distress  that  she 
had  been  treated  most  persistently  by  medicines.  No  relief  follo  wed 
until  the  uterus  was  pushed  into  its  normal  position.  This  same  pa- 
tient had  been  pregnant  three  times  since  then,  and  each  time  he  had 
been  called  upon  to  adopt  the  same  treatment  for  a  retroversion  dur- 
ing two  months  of  pregnancy.  About  five  years  ago  a  young  woman, 
suffering  from  a  chronic  bronchitis,  had  come  to  him  with  a  retro- 
displaced  uterus.  It  required  two  months  of  faithful  treatment  to 
enable  him  to  send  the  patient  home  in  comfort,  wearing  a  retrover- 
sion pessary.  Shortly  after  this  she  had  become  pregnant  and  had 
been  in  due  time  successfully  delivered.  In  this  case  he  believed 
both  ovaries  and  tubes  were  diseased,  but  persistent  scientific  treat- 
ment had  enabled  her  to  become  pregnant  and  a  happy  mother.  He 
thought  we  spent  too  much  time  on  new  methods  of  operating  and 
too  little  time  on  cases  that  the  general  practitioner  should  know  how 
to  treat.  If  the  uterus  did  not  rise  out  of  the  pelvis  as  it  should  do 
when  pregnancy  has  advanced  to  the  third  month,  it  should  be  re- 
placed by  pressing  against  the  posterior  fornix  and  dragging  the  cervix 
forward  with  a  volsellum  while  the  patient  is  in  the  knee-chest  posi- 
tion. This  treatment  he  was  positive  could  be  carried  out  by  any 
wise  general  practitioner  without  the  danger  of  the  patient  aborting. 
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Dr.  Clement  Cleveland  said  he  had  only  heard  the  latter  part 
of  the  paper,  but  he  had  inferred  from  the  closing  remarks  that  the 
author  had  been  in  the  habit  of  treating  these  cases  locally  by  the 
tamponade.  Personally,  he  believed  that  this  was  erroneous  ;  he  sim- 
ply watched  such  cases  closely  until  they  were  from  three  to  three 
and  a  half  months  advanced  in  pregnancy,  when  he  replaced  the 
uterus.  It  was  not  until  this  time  that  pain  and  other  symptoms 
seemed  to  indicate  the  necessity  for  interference.  A  number  of 
years  ago  he  had  replaced  an  adherent  retroverted  uterus  by  the  same 
method  as  had  been  described  by  the  last  speaker.  About  three 
years  ago  two  such  cases  had  come  under  his  observation  at  the  same 
time.  One  of  them  had  been  in  her  first  pregnancy  and  had  a  retro- 
displaced  uterus  with  firm  adhesions.  She  had  been  treated  by  firm 
tamponing  for  about  six  months.  He  had  not  seen  her  during  the 
summer  and,  when  she  returned  to  him  in  the  fall,  she  had  become 
pregnant.  He  had  advised  no  interference  until  she  was  about  three 
months  pregnant.  At  this  time,  after  she  had  been  put  under  ether, 
and  then  by  Schultz'  method — a  thumb  in  the  vagina,  two  fingers  in 
the  rectum  and  the  right  hand  over  the  fundus — the  uterus  was  re- 
placed. He  had  been  surprised  at  the  facility  with  which  he  had  put 
the  uterus  into  position.  Adhesions  were  softened  by  gestation,  and 
hence  Nature  made  this  process  of  replacement  comparatively  easy. 
Another  case  lately  had  been  watched  closely  in  the  hospital  for  about 
three  months  and  a  half,  when  he  was  about  to  resort  to  Schultz's 
method  for  her  relief.  But  Nature  had  overcome  the  adhesions  and 
restored  the  uterus  to  position. 

Dr.  R.  A.  Murray  said  he  had  come  to  look  upon  pregnancy  as 
the  best  thing  that  could  happen  to  a  person  with  a  retroverted 
uterus.  Usually  such  patients  were  very  slow  to  become  pregnant 
but.  when  it  did  occur,  they  would  generally  be  relieved  of  the  retro- 
version if  this  were  not  due  to  inflammatory  products  in  the  tube  or 
about  the  ovary.  In  these  cases  there  would  be  danger  of  rupture  of 
the  tubes,  as  the  uterus  enlarged  or  at  the  time  of  delivery.  For  a 
number  of  years  he  had  practiced  replacement  in  the  knee-chest  po- 
sition. Instead  of  using  the  method  with  the  sound,  as  Dr.  Hanks 
had  described,  he  had  made  pressure  on  the  fundus  through  the 
rectum  while  the  cervix  had  been  held  with  a  volsellum.  In  a  num- 
ber of  cases  he  had  been  well  satisfied  with  this  method.  Where  the 
uterus  was  only  partially  replaced,  there  was  nothing  better  than  a 
tampon  consisting  of  a  cylinder  of  lamb's  wool  about  four  inches 
long,  covered  with  absorbent  cotton  and  tied  in  the  middle.  The 
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uterus  being  raised  up  as  far  as  possible,  the  patient  in  the  knee-chest 
position  and  the  perinseum  retracted,  the  tampon  should  be  passed 
up  behind  the  uterus  but  should  not  touch  the  cervix.  He  had 
found  that  this  very  greatly  relieved  the  symptoms  and  he  had  never 
known  it  to  induce  miscarriage.  He  would  also  feel  inclined  to  sup- 
port the  author  of  the  paper  in  his  advocacy  of  beginning  the  treat- 
ment quite  early.  Many  of  these  patients  did  have  pain  before  the 
third  month  because  the  uterus  enlarges  and  causes  pressure  in  the 
antero-posterior  diameter  of  the  pelvis  and  traction  on  the  adhesions. 
The  adhesions  certainly  became  very  soft  during  pregnancy — in  fact 
he  felt  that  it  was  only  by  pregnancy  that  one  could  feel  sure  that 
these  adhesions  would  become  absorbed.  In  a  number  of  instances 
he  had  found  that  these  patients  in  fulfilling  their  usual  duties — both 
household  and  marital — were  very  prone  to  miscarry.  He  had  made 
particular  inquiries  regarding  the  effect  of  sexual  intercourse  at  the 
time  when  the  menstrual  flow  would  have  ordinarily  appeared  and 
had  found  that  it  favored  miscarriage.  He  believed  that  incarcerated 
uteri  should  always  be  restored.  He  remembered  two  cases  in  which 
the  patient's  life  had  been  sacrificed  because  this  had  not  been  done, 
and  he  knew  of  three  cases  where  the  patient  had  been  allowed  to 
become  so  septic,  from  inability  to  empty  the  uterus  thoroughly,  that 
death  resulted. 

Dr.  Vineberg  took  issue  with  the  treatment  outlined  in  the  paper. 
He  thought  the  introduction  of  pessaries  in  the  vagina,  while  the  uterus 
was  adherent,  was  calculated  to  do  much  harm.  He  was  surprised 
that  nothing  had  yet  been  said  about  the  value  of  pelvic  massage  in 
loosening  and  stretching  pelvic  adhesions.  It  was  the  method  par 
excellence  for  this  purpose.  The  other  speakers  had  spoken  of  using 
force  applied  through  an  instrument,  but  the  degree  of  force  could 
certainly  not  be  as  accurately  gauged  with  an  instrument  as  with  the 
fingers.  The  patient  should  be  placed  on  the  back  with  the  knees 
well  drawn  up  ;  then  with  one  finger  in  the  vagina  and  one  in  the 
rectum,  and  the  other  hand  on  the  abdomen,  the  uterus  could  be 
brought  forward.  He  was  not  surprised  to  hear  from  Dr.  Cleveland 
that  he  had  treated  a  case  of  retroflexed  and  adherent  uterus  per- 
sistently for  six  months  by  the  ordinary  tampon  without  result.  He 
would  venture  to  say  that  that  uterus  could  have  been  brought  for- 
ward within  six  weeks  with  pelvic  massage.  The  method  had  not 
been  accepted  in  this  country  for  some  reason  which  he  could  not 
understand,  yet  it  was  a  well-recognized  plan  of  treatment  abroad. 

Dr.  E.  H.  Grandin  said  that  until  to-night  he  had  thought  that 
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pregnancy  in  the  retroverted  and  adherent  uterus  was  a  rarity.  The 
reason  was  apparent — as  a  rule  the  retroverted  adherent  uterus  was 
adherent  because  the  woman  had  had  one  or  more  attacks  of  peri- 
tonitis, usually  due  to  disease  of  the  tubes  or  ovaries.  Another  rea- 
son was  that,  through  faulty  position  and  pressure  on  the  blood-ves- 
sels and  nerves,  there  was  endometritis,  and  hence  the  uterus  did  not 
furnish  a  suitable  soil  for  the  growth  of  the  ovum.  For  these  reasons, 
he  wondered  if  some  of  the  cases  reported  by  the  reader  of  the  paper 
were  really  adherent.  There  was  such  a  thing  as  congenital  retro-dis- 
placement of  the  uterus.  If  such  a  woman  should  conceive  and  should 
not  be  seen  by  the  physician  until  the  third  month  of  pregnancy,  the 
chances  were  that  even  an  expert  would  think  he  had  to  deal  with  a 
retroposed  and  adherent  uterus.  Owing  to  the  fact  that  the  peritoneal 
structures  constituting  the  ligaments  developed  with  the  uterus,  the 
uterus  would  continue  to  develop  without  any  dragging  or  stretching 
of  pathological  adhesions.  He  questioned  very  much  if  adhesions 
due  to  peritonitis,  the  result  of  diseased  tubes,  did  stretch  in  the  sense 
that  normal  ligaments  stretch  in  pregnancy. 

The  reader  of  the  paper  had  been  fortunate  in  seeing  so  many 
cases  of  this  kind  and  also  in  seeing  so  many  go  on  to  term  without 
septic  phenomena.  The  cases  of  this  kind  that  he  had  in  mind  usu- 
ally had  pus  in  one  or  other  tube  and  this  often  gave  rise  to  symptoms 
of  sepsis  during  pregnancy.  He  could  only  recall  one  case  in  which 
the  condition  had  been  that  alone  considered  in  the  paper.  The 
paper  had  not  referred  to  simple  cases  of  incarcerated  uterus — merely 
to  adherent  uteri. 

As  to  the  treatment  of  retroplaced  and  adherent  uteri,  he  said  he 
had  no  faith  in  the  tampon  as  a  means  of  causing  the  adhesions  to 
yield.  He  had  thought  that  the  day  of  the  tampon  for  breaking  up 
adhesions  had  passed  by.  About  the  only  thing  he  had  found  result 
from  the  prolonged  use  of  the  tampon  was  an  elongation  of  the 
vagina.  The  use  of  the  tampon  as  a  support  was  a  wholly  different 
matter.  The  word  "  tampon  "  meant  something  which  would  exert 
pressure,  but  he  used  not  a  hard  or  soft  rubber  pessary  but  a  wool 
support  which  would  hold  the  uterus  up  in  the  pelvis  until  there  were 
some  signs  of  incarceration.  If  he  could  not  cause  stretching  of  the 
adhesions  at  this  time,  he  believed  he  would  anaesthetize  the  patient, 
grasp  the  uterus  through  the  abdominal  wall  and,  with  the  finger  in 
the  rectum  or  vagina,  endeavor  to  tear  the  adhesions  loose.  This 
procedure  was  dangerous.  If  the  uterus  became  incarcerated  and  we 
did  not  free  it  in  time,  the  patient  was  liable  to  suffer  from  rupture  of 
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the  bladder,  unless  the  uterus  was  emptied.  Years  ago  a  patient  had 
come  to  him  stating  that  she  had  not  passed  urine  for  thirty-six  or 
forty-eight  hours.  She  had  an  incarcerated  and  gravid  uterus.  Be- 
fore she  reached  the  hospital  to  which  he  sent  her  she  died,  and  the 
autopsy  showed  rupture  of  the  bladder.  If  the  woman  were  very 
anxious  for  children  he  might  consider  abdominal  section  and  separa- 
tion of  the  adhesions. 

Dr.  Arthur  M.  Jacobus  said  he  had  seen  a  number  of  these  cases, 
especially  in  dispensary  practice,  and  with  the  exception  of  one  or 
two  seen  late  they  had  gone  to  term  without  abortion.  If  there  were 
any  peri-uterine  exudation,  he  thought  packing  the  vagina  with  cotton 
tampons,  saturated  with  a  ten-per-cent.  solution  of  ichthyol  or  boro- 
glyceride  in  glycerin,  was  indicated  and  was  as  useful  as  in  similar 
conditions  of  pelvic  disease  not  associated  with  pregnancy.  The 
glycerin  applications  improved  the  circulation  by  causing  a  free  se- 
rous discharge  from  the  congested  surrounding  parts  and  so  with  the 
entry  of  fresh  blood  favored  absorption  of  the  exudate  while  the 
carefully  applied  tampons  supported  the  uterus  and  enlarged  vessels 
and  tended  to  stretch  the  thinned  adhesions,  thus  permitting  the  more 
or  less  fixed  retroflexed  uterus  to  rise  above  the  promontory  of  the 
sacrum  at  the  proper  time. 

He  believed  this  to  be  the  true  explanation  of  the  improved  posi- 
tion of  the  uterus  and  the  freedom  from  abortion  and  not  that  the 
adhesions  had  been  "  absorbed  "  or,  as  a  rule,  ruptured,  for  usually, 
within  a  short  time  after  the  lying-in  period,  the  uterus  would  be 
found  drawn  backward  by  the  same  old  adhesions,  more  or  less  re- 
laxed, as  a  result  partly  of  the  treatment  but  more  likely  as  a  result 
of  the  stretching  of  the  adhesions  as  the  pregnant  uterus  enlarged. 

Dr.  Hanks  said  that  the  last  speaker  had  expressed  his  own  views 
very  well.  In  the  early  months  of  pregnancy  if  an  exudation  or  ad- 
hesion seemed  to  prevent  the  uterus  from  assuming  its  normal  posi- 
tion, this  treatment  with  medicated  tampons  was  rational  and  useful 
and  never  dangerous  in  careful  hands.  The  tampon  was  a  compress 
which  relieved  the  varicose  condition  of  the  pelvic  vessels,  the  same 
as  an  elastic  stocking  does  in  the  lower  extremity  and  at  the  same 
time  it  supported  the  uterus.  These  were  to  him  two  very  important 
reasons  for  indorsing  this  treatment.  He  did  not  speak  from  theory 
but  from  actual  experience,  for  he  was  sure  that  this  treatment  in  the 
early  weeks  of  pregnancy  had  prevented  incarceration  of  the  uterus 
and  consequently  abortions. 

The  President,  Dr.  Jewett,  alluding  to  the  remarks  of  Dr. 
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Hanks,  said  the  general  practitioner  would  frequently  fall  into  error 
if  he  assumed  that  a  cervix  pointing  toward  the  vulva  meant  a  retro- 
displacement  of  the  uterus.  Among  the  conditions  in  which  the 
cervix  might  be  found  in  this  situation  was  a  subperitoneal  haemor- 
rhage. In  a  case  which  had  recently  come  under  his  observation  the 
attending  physician,  on  a  diagnosis  of  retroversion,  had  made  re- 
peated attempts  to  push  up  the  supposed  fundus  by  pressure  in  the 
posterior  fornix.  The  case  proved  to  be  one  of  extra-uterine  preg- 
nancy with  rupture  into  the  broad  ligament,  the  blood  having  bur- 
rowed behind  the  uterus.  The  haemorrhage  had  been  much  increased 
by  the  doctor's  manipulations. 

That  retro-displacement  with  adhesions  sometimes  corrected  itself 
during  pregnancy  had  been  exemplified  in  his  experience.  He  re- 
called a  case  in  which  a  competent  gynaecologist  had  made  unsuccess- 
ful attempts  to  replace  the  uterus  before  pregnancy.  When  he  saw 
her  she  was  three  months  pregnant  and  the  uterus  in  normal  position, 
but  she  promptly  miscarried.  He  thought  with  Dr.  Vineberg  that  re- 
peated gentle  manipulations  offered  a  safer  means  of  overcoming  ad- 
hesions than  Schultz'  method,  and  he  had  used  both.  That  these 
cases  were  not  free  from  danger  had  been  proved  to  him  in  a  case  in 
the  hands  of  an  eminent  member  of  this  Society,  in  which  peritonitis 
and  death  followed  the  most  skillful  attempts  at  reposition. 

Dr.  Collyer  said  there  were  many  retro-displaced  uteri  in  which 
there  were  no  adhesions  but  in  which  the  uteri  were  apparently  semi- 
fixed. If  the  diagnosis  of  pregnancy  were  made  at  the  third  month, 
many  uteri  would  be  found  that  at  first  were  thought  to  be  adherent 
and  yet  careful  palpation  would  show  that  they  were  held  backward 
only  by  their  own  weight.  To  appreciate  an  adherent  and  retro- 
displaced  uterus  complicated  by  pregnancy,  the  examination  should 
be  made  in  the  first  weeks  of  pregnancy.  Until  recently  the  early 
signs  of  pregnancy  had  been  so  crude,  that  comparatively  few  could 
diagnosticate  the  condition  before  the  third  or  fourth  month.  The 
tendency  of  the  adherent  uterus  was  to  abort  and  hence,  if  one  waited 
until  the  third  or  fourth  month  to  separate  the  adhesions,  there  was 
much  greater  danger  of  rupturing  the  adhesions  and  also  the  neigh- 
boring viscera,  to  which  these  adhesions  were  attached.  Every  one 
would  admit  the  hygroscopic  and  exosmotic  action  of  glycerin,  and  it 
was  just  this  depleting  effect  which  increased  the  circulation  and 
caused  absorption  of  the  exudation  and  adhesions.  The  forcible  re- 
placement of  the  uterus  by  means  of  instruments  was  certainly  more 
dangerous  than  was  manipulation  guided  by  the  intelligent  finger. 
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Tampons  failed  in  the  hands  of  many  physicians,  because  they  were 
not  properly  employed.  They  could  be  used  for  two  purposes — as  a 
vehicle  for  the  medicament  and  as  a  means  of  support  or  for  exerting 
pressure  on  the  uterus.  Without  support  the  tendency  was  for  the 
displacement  of  the  uterus  to  become  greater.  His  object  in  using 
the  pessary  was  to  get  rid  of  the  tampon  and  keep  the  uterus  continu- 
ously at  a  higher  level.  He  could  not  conceive  how  a  patient  could 
become  pregnant  where  the  tubes  and  ovaiies  were  so  diseased  as  to 
be  bound  down  by  fibrous  adhesions.  Of  course,  only  one  side  might 
be  thus  diseased.  He  thought  Brandt's  method  of  pelvic  massage 
was  useful  under  certain  circumstances  but  he  felt  that,  while  it  was  a 
useful  adjuvant,  it  was  not  capable  of  accomplishing  much  by  itself. 


Stated  Meeting,  May  15,  1894. 
Charles  Jewett,  M.  D.,  President,  in  the  Chair. 

Fallopian  Tube  with  a  Supernumerary  Ostium  Abdominale. 
Dr.  G.  M.  Edebohls  presented  the  specimen. 

S.  T.,  aged  forty ;  married  ;  has  had  three  children,  the  youngest 
being  born  fourteen  years  ago,  and  one  miscarriage  four  years  ago. 
From  the  latter  date  her  symptoms  have  been  constant  pelvic  pains 
with  exacerbations  at  periods,  profuse  menstruation,  the  blood  often 
coming  away  clotted,  and  leucorrhcea;  besides  a  host  of  ills  referable 
to  various  parts  of  the  body  and  apparently  neurotic  in  origin. 

In  December,  1892,  shortening  of  the  round  ligaments  was  per- 
formed by  a  general  surgeon  in  one  of  the  hospitals  of  this  city.  No 
relief  whatsoever  followed  the  operation. 

When  first  seen  by  him,  in  January  1894,  she  had  a  bilateral  sal- 
pingo-oophoritis,  the  tubes  and  ovaries  being  enlarged,  sensitive,  mat- 
ted together  and  adherent  to  the  surrounding  organs  and  tissues. 
The  uterus  was  a  trifle  large,  retroverted  in  the  first  degree  with  lim- 
ited mobility.  It  could  not  be  completely  anteverted  on  account  of 
the  presence,  on  its  anterior  aspect,  of  a  semi-solid  irregular  mass  of 
about  the  size  of  a  large  fist.  Inguinal  scars  of  the  former  Alexander 
operation  in  good  condition. 

Cceliotomy,  March  1,  1894.  The  tumor  mass  anterior  to  the  uterus 
proved  to  be  the  hypertrophied,  thickened  and  adherent  omentum. 
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It  formed  a  mechanical  obstacle  to  the  advancement  of  the  fundus 
uteri  and  a  piece  of  it,  weighing  after  removal  one  and  a  half  pound, 
was  ablated.  The  diseased  and  adherent  tubes  and  ovaries  were 
shelled  out  of  their  beds  of  inflammatory  tissue,  tied  off  and  removed. 
In  closing  the  abdomen  the  fundus  uteri  was  attached  by  three  buried 
silkworm  sutures  to  the  anterior  abdominal  wall  where  it  remains  at 
this  date,  ten  weeks  after  operation. 

The  case  was  evidently  not  a  proper  one  for  the  performance  of 
an  Alexander  operation,  and  it  is  just  this  failure  to  establish  clearly 
the  indications  which  is  responsible  for  some  of  the  distrust  with  which 
the  operation  is  viewed  in  many  quarters.  No  operator  is  justified  in 
undertaking  shortening  of  the  round  ligaments  for  the  cure  of  retro- 
version of  the  uterus  until  he  has  satisfied  himself  that  both  tubes  and 
ovaries  are  in  a  healthy  condition  and  that  the  retroverted  uterus  can 
be  readily  returned  to  and  maintained  in  its  normal  position. 

The  right  Fallopian  tube  presented  nothing  abnormal  except  the 
indications  of  a  chronic  salpingitis  with  occlusion  of  the  abdominal 
end,  thickening,  dilatation  and  spiral  twisting  of  the  tube,  which  con- 
tained about  ten  grammes  of  a  muco-purulent  fluid. 

The  left  tube  presents  two  distinct,  well-marked  and  well-devel- 
oped ostia  abdominalia,  each  completely  surrounded  by  finely  devel- 
oped fimbriae.  The  one  ostium  occupies  the  usual  situation  at  the 
end  of  the  tube,  the  second  is  situated  midway  between  this  and  the 
uterine  end  of  the  tube.  Both  ostia  open  into  a  common  canal  which 
is  continuous  throughout  the  whole  length  of  the  tube. 

According  to  the  report  of  Martin  and  Kossmann  recently  made 
(February  9,  1894)  to  the  Ges.  f.  Geburtsh.  u.  Gynaek.  zu  Berlin 
both  accessory  tubes  and  accessory  tubal  ostia  are  not  at  all  uncom- 
mon. Dr.  Howard  A.  Kelly  had  within  a  few  weeks  informed  him 
that  he  had  met  them  several  times.  This  was  the  first  time  he  had 
met  the  condition  in  his  own  work. 

Fibroma  of  the  Abdominal  Wall. 

Ur.  Edebohls  removed  this  specimen  by  operation  from  C.  C,  a 
married  woman  of  thirty-two.  The  tumor  measured  8X5X4  cen- 
timetres and  had  approximately  the  shape  of  a  kidney.  It  occupied 
the  abdominal  wall  immediately  inside  of  the  anterior  superior  spine 
of  the  left  ilium,  was  derived  from  the  transversalis  fascia  and  was 
situated  in  the  subperitoneal  fat  bulging  inward  toward  the  abdomi- 
nal cavity  rather  than  outward.  On  this  account  it  was  taken  for  an 
intra-abdominal  tumor  and  a  correct  diagnosis  was  not  arrived  at 
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previous  to  abdominal  section,  which  was  performed  on  March  27, 
1894.  The  patient  had  made  a  good  recovery.  He  presented  the 
specimen  on  account  of  the  comparative  rarity  of  fibromata  of  the  ab- 
dominal wall. 

Discussion. 

Dr.  Henry  C.  Coe  said  that  the  importance  of  an  exact  diagnosis 
prior  to  the  performance  of  Alexander's  operation  was  properly  em- 
phasized by  the  speaker.  He  had  narrowly  escaped  doing  the  opera- 
tion in  a  case  of  ovarian  cyst.  In  order  to  insure  an  accurate  diag- 
nosis, the  patient  should  be  examined  under  an  anaesthetic  if  there 
is  any  doubt  as  to  the  presence  of  complications. 

Vaginal  Extirpation  for  Prolapsus  Uteri. 

Dr.  Henry  C.  Coe  presented  this  specimen  from  a  patient,  aged 
forty,  with  a  history  of  complete  procidentia,  extending  over  two  or 
three  years.  She  was  exceedingly  stout,  so  that  even  under  anaes- 
thesia it  was  impossible  to  make  out  any  complications  except  a  few 
small  fibro-myomata  at  the  fundus.  The  procidentia  was  quite  marked 
and  there  was  also  considerable  hypertrophy  of  the  cervix  and  ulcera- 
tion of  the  vagina. 

Since  the  uterus  was  so  large  that  plastic  operations  did  not 
offer  a  promise  of  positive  cure,  and  the  patient  shrank  from  abdomi- 
nal section,  Dr.  Coe  decided  to  perform  vaginal  extirpation,  resecting 
a  portion  of  the  vagina  and  fixing  the  stumps  of  the  broad  ligaments 
in  the  wound.  The  operation  was  complicated  by  double  ovarian 
cyst  with  intestinal  adhesions,  these  being  also  retroflexed  and  ad- 
herent. If  the  reporter  had  recognized  the  exact  condition  before 
operation,  he  would  of  course  have  insisted  upon  doing  cceliotomy 
and  ventro-fixation.  It  had  been  his  purpose  to  supplement  the 
hysterectomy  by  a  colpo-perineorrhaphy  but,  as  the  operation  had 
been  extended  to  nearly  an  hour,  it  did  not  seem  wise  to  prolong  the 
anaesthesia.  Moreover,  on  account  of  the  large  raw  surface  left  within 
the  pelvis  it  was  necessary  to  leave  in  a  gauze  drain,  and  it  was 
feared  that  the  subsequent  discharge  would  prevent  healing  of  the 
vaginal  wound. 

The  patient  had  an  afebrile  convalescence  and  the  wound  had 
healed  completely  at  the  end  of  ten  days.  The  result  was  fairly  satis- 
factory so  far  as  concerned  the  vaginal  prolapse,  though  a  subse- 
quent operation  in  the  perinaeum  might  be  required  to  make  it 
perfect. 

In  spite  of  the  statements  in  the  text-books  with  regard  to  the 
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cure  of  complete  procidentia  by  minor  operations,  the  fact  still  re- 
mained that  many  tailures  had  been  recorded  by  surgeons  who  kept 
their  patients  under  observation  for  several  months,  especially  stout 
wcrking-women.  The  reporter  had  had  this  experience  after  Le  Fort's 
operation,  shortening  of  the  round  ligaments  (combined  with  curettage, 
amputation  of  the  cervix  and  colpo-perineorrhaphy)  and  the  usual 
operations  on  the  vagina  and  pelvic  floor.  In  one  case,  in  which 
vaginal  extirpation  had  been  advised,  he  made  a  thorough  test  of 
plastic  surgery,  performing  curettage,  amputation  of  the  cervix,  double 
lateral  colporrhaphy,  anterior  colporrhaphy  and  colpo-perineor- 
rhaphy at  one  sitting.  The  result  was  apparently  perfect  when  the 
patient  left  the  hospital,  but  two  months  later  her  condition  was 
practically  the  same  as  before.  He  had  since  cured  her  by  ventro- 
fixation. Vaginal  hysterectomy  had  been  criticised  as  too  severe 
treatment  for  a  condition  that  did  not  impair  the  patient's  health  or 
threaten  her  life,  but  the  reporter  was  convinced  that  there  were  rare 
circumstances  under  which  it  was  clearly  the  only  means  of  effecting 
a  cure.  He  admitted  that  conservative  surgeons  would  rarely  decide 
to  perform  it  and  he  had  only  done  so  in  one  other  case,  in  which  the 
patient  earnestly  desired  it  since  she  had  undergone  six  plastic  opera- 
tions by  two  expert  gynaecologists  without  benefit. 

It  seemed  hardly  necessary  to  state  that  mere  removal  of  the  pro- 
lapsed uterus  did  not  cure  the  patient.  It  was  necessary  not  only  to 
remove  a  considerable  portion  of  the  vagina,  but  to  include  the 
stumps  of  the  broad  ligaments  in  the  wound  and,  when  practicable, 
to  perform  colpo-perineorrhaphy  at  the  same  or  at  a  subsequent 
sitting. 

Discussion. 

Dr.  Edebohls  said  that  the  experience  just  cited  by  Dr.  Coe,  of 
the  necessity  of  repeated  plastic  operations  in  various  combinations 
for  the  cure  of  complete  procidentia,  was  a  common  one.  All  of  us 
had  observed  cases  of  this  kind  in  which  after  such  operations  the 
procidentia  had  returned.  But  there  was  a  way  of  curing  these  cases 
by  operative  treatment,  and  that  was  by  adding  to  the  plastic  work 
done  from  below  a  ventral  fixation  performed  at  the  same  sitting.  A 
year  or  two  ago  he  had  reported  twelve  or  thirteen  cases  of  complete 
prolapse  operated  upon  in  this  way,  in  which  after  observation  for  a 
period  of  time  up  to  three  years  there  had  been  no  relapse.  There 
was  only  one  exception,  that  of  a  woman  who  became  pregnant 
almost  immediately  after  the  operation  for  prolapse.  A  second  op- 
eration, two  years  later,  had  given  a  permanent  cure. 
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Regarding  total  ablation  of  a  uterus  which  had  prolapsed,  he  was 
of  the  same  opinion  as  Dr.  Coe,  i.  e.,  that  such  a  procedure  was  only 
required  very  exceptionally.  His  own  rule  had  been  that  whenever 
a  uterus  could  be  reduced  approximately  to  a  normal  size  by  amputa- 
tion of  the  cervix,  he  would  do  the  necessary  plastic  operations  com- 
bined with  ventral  fixation  ;  but  whenever  the  uterus  was  so  large 
that  a  liberal  amputation  would  not  accomplish  this  end,  he  would  re- 
move the  uterus  in  toto  through  the  vagina.  Even  after  removing 
the  uterus  our  work  was  not  completed,  for  it  was  necessary  to  per- 
form plastic  operations  for  the  prolapse  of  the  vaginal  wall.  The 
stumps  of  the  broad  ligaments  were  not  in  themselves  sufficient  in 
total  prolapses  of  the  vagina  to  hold  up  the  parts.  He  had  done  bi- 
lateral colporrhaphy  and  perineorrhaphy  and  total  ablation  of  the 
uterus  per  vaginam  at  the  same  sitting,  and  in  all  the  result  had  been 
good.  Quite  lately  a  Western  physician  had  described  as  original 
with  himself  a  method  which  the  speaker  had  long  ago  practiced, 
viz.,  the  removal  of  the  uterus,  tubes  and  ovaries,  two  lateral  strips  of 
the  vagina  and  the  perinaeum,  all  in  one  piece.  He  then  closed  the 
peritoneal  wound,  sewed  up  the  wound  on  either  side  of  the  vagina 
and  finished  with  a  perineorrhaphy.  The  operation  appeared  at  first 
blush  to  be  complex,  yet  the  fact  that  one  started  with  a  preconceived 
notion  of  just  how  much  was  to  be  allowed  to  remain  simplified  it.  If 
the  resultant  vagina  was  to  be  one  inch  in  diameter,  for  instance,  the 
denudation  would  embrace  all  but  a  portion  of  the  anterior  vaginal  wall, 
one  inch  and  a  half  wide,  and  another  portion  one  inch  and  a  half  wide 
on  the  posterior  wall ;  then  after  having  completely  closed  the  denuded 
surfaces  there  would  be  left  a  vagina  three  inches  in  circumference 
or  about  one  inch  in  diameter.  A  further  resource,  and  an  exceed- 
ingly valuable  one,  was  the  recently  announced  Freund  operation, 
which  was  however  only  applicable  to  those  women  who  had  no  fur- 
ther use  for  the  vagina.  In  just  these  old  women  it  was  often  unwise 
to  resort  to  lengthy  and  complicated  plastic  operations.  The  Freund 
operation  was  practically  equivalent  to  inserting  a  permanent  pessary. 
Such  patients  could  be  operated  upon  and  be  allowed  to  return  to  their 
homes  almost  immediately.  This  ingenious  operation  seemed  to  him 
one  of  the  greatest  advances  made  in  gynaecology  within  recent  years. 

Dr.  G.  W.  Jarman  said  that  all  would  agree  with  the  remarks  of 
the  last  two  speakers  regarding  the  frequent  failures  observed  in  treat- 
ing complete  procidentia.  The  complete  removal  of  the  uterus  seemed 
to  him  too  radical.  He  had  seen  one  fatal  case  in  the  hands  of  a  very 
competent  surgeon  in  this  city.  About  three  months  ago  he  had  per- 
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formed  the  Freund  operation  without  ever  having  had  an  opportunity 
of  seeing  it  done.  This  patient  was  forty  years  of  age  and  was  very 
stout,  yet  the  result  had  been  perfect.  Menstruation  had  continued. 
He  was  positive  now  that  he  could  do  the  operation  even  without  an 
anaesthetic.  This  patient  when  seen  recently  said — "  I  feel  as  I  did 
when  sixteen  years  of  age." 

Dr.  E.  H.  Grandin  said  that  where  there  was  complete  prolapse 
of  the  uterus  he  did  not  think  it  was  due  to  lack  of  support  from  be- 
low but  to  lack  of  maintenance  from  above  and  that,  therefore,  any 
attempt  at  curing  such  a  condition  must  prove  ineffectual  unless,  to- 
gether with  the  plastic  work  done  in  the  vagina,  a  ventral  fixation 
was  also  performed — not  an  Alexander  operation.  At  least  this  was 
in  line  with  his  own  experience.  He  would  hesitate  a  great  deal  be- 
fore resorting  to  total  extirpation  of  the  uterus  for  the  cure  of  pro- 
lapsus uteri,  for  he  looked  upon  it  as  a  much  more  radical  operation 
than  an  aseptic  ventral  fixation.  By  additional  plastic  work  he  did 
not  mean  the  flap  splitting  "  operation,  which  gave  a  beautiful  ex- 
ternal appearance,  but  that  plastic  work  which  was  associated  with 
the  names  of  Drs.  Emmet  and  Hegar,  that  plastic  work  which  really 
built  up  the  tissues  firmly.  About  eighteen  months  ago  a  young  wom- 
an, twenty-four  years  of  age,  had  been  referred  to  him  with  complete 
procidentia,  so  complete  that  it  hung  between  the  thighs  and  pre- 
vented her  from  walking.  He  had  done  the  so-called  Hegar  opera- 
tion on  the  posterior  wall  of  this  patient,  forming  a  firm  wedge  and 
leaving  but  a  small  opening  in  the  vagina  ;  there  was  a  deep  stellate 
laceration  of  the  cervix  and  consequently,  previous  to  the  Hegar 
operation,  amputation  of  the  cervix  was  performed.  The  uterus  was 
ventro-fixated.  Through  some  fault  in  the  technique  or  in  the  nurs- 
ing, a  mural  abscess  developed  and  the  ventro- fixation  operation  was 
a  failure.  She  was  warned  not  to  become  pregnant  but  to  return  in  a 
few  months  for  further  treatment.  She  had  recently  returned  to  him 
four  months  pregnant,  with  the  uterus  again  between  the  thighs  and 
with  a  ventral  hernia.  After  careful  consideration  and  consultation, 
it  was  decided  that  it  would  be  best  to  empty  the  uterus  and  this  was 
done.  A  few  weeks  later,  ventral  fixation  was  performed  and  the  ad- 
herent hernia  operated  upon.  As  the  pelvic  floor  had  given  way, 
this  had  also  been  repaired.  It  was  now  three  months  since  these 
operations  and  the  uterus  was  still  in  position,  the  introitus  vagina;  was 
narrow  and,  so  far  as  he  could  see,  the  woman  was  in  perfect  condi- 
tion. This  case  shows  that,  notwithstanding  careful  plastic  work  on 
the  vagina,  the  ventral  fixation  having  failed  the  prolapse  had  returned. 
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Rather  than  resort  to  hysterectomy  in  an  uncomplicated  prolapse,  he 
would  do  a  Freund  operation  or  a  Le  Fort. 

Dr.  A.  H.  Buckmaster  asked  what  special  indication  there  was 
for  emptying  the  uterus. 

Dr.  Grandin  replied  that  the  uterus  was  four  months  gravid  and 
also  incarcerated  and  that,  when  it  was  replaced,  the  ventral  hernia 
immediately  grew  larger.  It  was  to  avoid  possible  strangulation  of 
the  ventral  hernia  that  the  conservative  course  of  emptying  the 
uterus  had  been  adopted.  As  the  woman  was  a  working  woman  and 
could  not  be  kept  quiet  nor  properly  treated,  it  seemed  that  her 
future  welfare  was  best  served  by  emptying  the  uterus.  In  this  posi- 
tion he  was  supported  by  her  family  physician,  a  general  practitioner 
of  large  experience.  The  speaker  said  he  would  bs  glad,  however,  to 
hear  the  opinions  of  the  members  of  the  Society  on  this  important 
point. 

Dr.  Buckmaster  said  that  it  seemed  to  him  that  the  removal  of 
the  uterus  would  have  been  much  preferable  to  the  operation  followed 
by  so  much  after-trouble  as  that  described  by  Dr.  Grandin.  After  all, 
he  thought  "the  shelf  operation  "  of  Dr.  Emmet  would  cure  all  these 
cases  absolutely. 

Dr.  J.  Riddle  Goffe  thought  it  had  come  to  be  an  accepted 
principle  in  gynsecology  for  some  time  past  that  the  uterus  was  not 
held  up  naturally  by  anything  beneath  it  and  that  all  plastic  work  on 
the  vagina  and  perinaeum  could  only  be  looked  upon  as  a  temporary 
measure.  Sooner  or  later  it  yielded  to  the  pressure  and  the  original 
condition  reproduced  itself.  Acting  on  this  principle  he  had  oper- 
ated on  a  patient  two  months  ago  for  complete  procidentia.  She 
had  passed  the  menopause.  Ventral  fixation  was  first  performed  by 
thoroughly  anteverting  the  uterus  and  stitching  it  to  the  abdominal 
walls  by  three  permanent,  buried  silver-wire  sutures.  These  sutures 
embraced  the  recti  fascia?  and  muscles,  the  first  one  picking  up  the 
uterus  at  the  fundus,  the  other  two  at  short  equal  distances  down  the 
posterior  wall.  A  "  puckering-string  suture  "  of  silver  wire  was  put 
in  the  anterior  wall  of  the  vagina  after  the  Stoltz  method  and  the 
perinasum  built  up.  This  was  two  months  ago.  The  patient  had 
been  seen  that  day  at  the  Dispensary  and  was  free  from  any  dis- 
tress and  in  excellent  condition.  This  was  the  second  case  in  which 
Le  had  used  the  buried  silver  suture  in  this  way.  The  other  was  a 
case  of  retroversion  which  had  been  previously  operated  upon  by  an 
Alexander  operation  and  the  round  ligaments  had  given  way.  The 
uterus  was  accordingly  stitched  to  the  abdominal  wall  with  buried 


52 


Transactions  of  Societies. 


silver-wire  sutures.  The  result  in  this  case  was  also  most  satis- 
factory. 

Dr.  J.  Duncan  Emmet  took  Dr.  Goffe  to  task  for  his  assumption 
that  the  method  he  advocated  was  the  universally  accepted  one.  He 
could  speak  for  himself  and,  he  thought,  for  many  others  also,  when 
he  said  he  believed  that  the  only  operation  for  procidentia  was  an 
operation  on  the  cervix  to  cause  involution  of  the  uterus,  an  op- 
eration on  the  anterior  wall  to  keep  the  proper  distance  between 
the  uterus  and  the  pubes  and  an  operation  on  the  posterior  wall  by 
which  the  uterus  was  kept  at  its  proper  level  and  the  pelvic  cir- 
culation restored  to  its  normal  condition  by  renewal  of  the  original 
tension  of  the  pelvic  fascia.  It  seemed  to  him  that  ventral  fixation, 
Alexander's  operation  and  all  operations,  by  which  the  uterus  was 
strung  up  from  above,  were  unsurgical.  Nature  held  the  uterus  in 
its  normal  plane  from  t/ie  side  by  means  of  the  broad  ligaments  and 
forcible  suspension  of  this  organ  from  above  secured  an  entirely  un- 
natural and  artificial  position.  The  uterus  was  a  movable  organ  ; 
hence  it  had  a  variable  position  or  level  in  the  pelvis. 

Dr.  Emmet  said  he  was  very  sorry  to  have  to  express  his  regret 
that  Dr.  Goffe  had  gotten  so  little  advantage  from  being  an  interne 
in  the  Woman's  Hospital.  He  had  always  taken  great  pains  to  dem- 
onstrate his  views  to  every  man  who  had  served  on  the  house-staff 
and  he  was  sorry  that  Dr.  Goffe  had  seen  only  temporary  results  in  his 
(Dr.  Emmet's)  practice  there,  when  it  would  not  be  a  difficult  mat- 
ter to  show  that  failures  were  the  exception.  He  was  not  a  man  to 
run  to  extremes  and  the  older  he  grew  the  more  ready  he  was  to 
learn  something  new.  He  would  not  hesitate  to  adopt  other  methods 
if  he  were  not  satisfied  that  the  views  he  held  were  based  on  correct 
principles.  There  were  two  great  principles  to  be  recognized,  in 
plastic  work  about  the  vagina,  which  must  be  understood  to  insure 
success.  There  was  no  operation  employed  on  the  anterior  wall  of 
the  vagina  and  in  front  of  the  cervix  ever  devised  by  man  which 
would  give  any  support  to  the  uterus.  Such  an  operation  should  only 
be  employed  for  the  purpose  of  carrying  the  neck  of  the  uterus  so 
far  back  toward  the  hollow  of  the  sacrum  that  the  radial  distance 
from  the  neck  of  the  uterus  to  the  neck  of  the  bladder  would  be  too 
great  to  allow  the  uterus  to  prolapse  and  pass  over  the  posterior  wall 
of  the  vagina.  When  such  an  operation  had  been  properly  performed, 
it  was  then  necessary  to  gain  the  needed  support  by  repairing  the 
floor  of  the  pelvis.  Just  as  soon  as  the  integrity  of  the  pelvic  floor 
has  been  regained  the  fascia  at  the  superior  strait  must  support  the 
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parts  just  exactly  as  the  elastic  in  one's  suspenders  keeps  up  the 
trowsers.  The  operation  of  fixing  the  uterus  to  the  abdominal  wall 
had  proved  in  his  experience  to  have  a  very  limited  field  of  use- 
fulness, if  the  object  was  to  cure  the  patient.  Properly  performed 
plastic  operations  on  the  vagina  had  given  him  the  only  satisfactory 
results.  From  his  standpoint,  the  man  who  felt  it  necessary  to  re- 
move the  uterus  for  procidentia  did  not  understand  either  the  princi- 
ples or  the  practice  of  plastic  surgery  in  the  vagina.  He  had  yet  to 
see  a  case  of  procidentia,  with  the  uterus  free  from  a  fibrous  growth, 
which  could  not  be  relieved  eventually  by  some  plastic  procedure. 
Certainly,  with  but  very  few  exceptions,  these  cases  of  procidentia 
originate  from  laceration  of  the  cervix,  and  his  practice  was  to  unite 
the  cervix  or,  in  older  patients,  to  excise  a  deep  piece  from  the  cer- 
vix or  amputate  before  attempting  any  plastic  work  on  the  vaginal 
walls.  All  his  life  he  had  made  it  a  rule  to  keep  the  run  of  his  cases 
for  a  long  time  after  operations  and  he  had  known  of  at  least  two 
cases  in  this  city  where  over  twenty  years  had  elapsed  after  operating 
with  no  relapse. 

Dr.  Malcolm  McLean  said  with  reference  to  Dr.  Grandin's  case 
that  he  thought  it  would  be  found  that  the  gravid  uterus  would  take 
the  anterior  position  in  these  cases  of  hernia  and  would  occlude  the 
hernial  opening;  at  least  this  had  been  his  experience  in  one  case 
which  he  had  already  reported. 

Dr.  Grandin  said  that  in  his  case  it  would  have  been  utterly  im- 
possible, for  the  reason  that  the  intestine  and  omentum  were  adherent 
to  the  hernial  opening,  as  found  at  operation. 

Modified  Cleveland  Ligature-carrier  and  Pressure   Forceps   and  a 
Needle-holder  with  his  New  Lock. 

Dr.  Augustin  H.  Goelet  presented  a  ligature-carrier  for  ab- 
dominal tumors,  possessing  some  features  which  he  thought  recom- 
mended it.  In  using  the  ligature-carrier  of  Dr.  Cleveland  he  found 
that  the  ligature  would  slip  from  its  grasp,  necessitating  repeated  in- 
sertion. It  was  in  order  to  overcome  this  that  he  was  induced  to 
improve  upon  it.  The  instrument  which  he  showed  had  a  distinct 
shoulder  on  each  blade  which  made  slipping  of  the  ligature  impossible. 
Instead  of  the  scissors  handle  he  had  used  straight  handles  which 
might  be  grasped  as  a  needle-holder  or  as  the  ordinary  needle  ligature- 
carrier.  This  he  believed  made  the  use  of  the  instrument  more  con- 
venient. 
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Artificial  Suprapubic  Vesical  Fistula,  to  precede  Closure  of  a  Vesico- 
vaginal Fistula  with  Loss  of  the  Base  of  the  Bladder,  the  Cervix, 
Cul-de-sac  of  the  Vagina  and  the  Urethra. 

Dr.  Emmet  wished  to  place  this  operation  on  record.  He  had 
supposed  until  recently  that  everything  in  relation  to  the  cure  of 
vesico-vaginal  fistula  had  been  completed,  that  nothing  could  be 
added  to  the  technique  and  that  a  certain  number  of  cases  were  in- 
curable. Where  everything  was  gone  under  the  pubis  but  the  perios- 
teum, a  urethra  had  to  be  made  on  the  principle  of  the  spout  of  a  tea- 
pot ;  it  must  go  up  so  far  in  front  that  it  will  not  overflow — in  other 
words,  enough  urine  must  accumulate  in  the  bladder  for  the  latter  to 
rise  in  the  pelvis  and  thus  draw  the  urethral  passage  tight  under  the 
pubis  in  order  to  gain  retention.  When  half  of  the  urethra  was  left 
up  under  the  pubis  some  nerve  filaments  remained  from  the  neigh- 
boring ganglia,  so  that  the  patient  was  able  to  know  when  the  bladder 
became  distended  ;  but  when  the  urethra  was  entirely  gone,  the  work 
of  a  year  or  two  in  making  a  new  urethra  would  often  be  thrown 
away  on  account  of  the  woman  being  unable  to  determine  when  the 
bladder  was  full ;  hence,  phosphatic  calculi  soon  formed  and  slough- 
ing followed.  Consequently  he  had  long  ago  abandoned  making  a 
urethra  for  such  cases  and  looked  upon  the  procedure  only  as  a  mere 
surgical  curiosity. 

In  the  case  under  consideration  some  physician  had  cut  away  the 
small  remaining  portion  of  the  neck  of  the  bladder,  while  the  neck  of 
the  uterus  had  sloughed  with  the  whole  base  of  the  bladder.  The  pa- 
tient was  a  young  woman  and  had  had  only  one  child.  It  had  occurred 
to  the  speaker  to  make  a  permanent  opening  above  the  pubes  and  to 
apply  tie  principle  which  he  had  been  the  first  to  introduce — that  of 
keeping  a  permanent  opening  in  the  vagina  for  the  cure  of  cystitis  by 
uniting  the  vaginal  and  bladder  surfaces.  The  same  principle  has 
been  applied  since  then  to  many  other  conditions.  He  made  in  this 
operation  an  elliptical  cut  in  such  a  position  that  when  he  reached  the 
recti  muscles  he  was  close  to  the  pubis.  His  index  finger  of  the  other 
hand  was  then  passed  into  the  bladder  and  its  wall  was  brought  up 
between  the  muscles,  into  which  a  tenaculum  was  passed  and  held, 
while  two  silver  ligatures  were  introduced — one  for  the  upper  fiap 
and  one  for  the  lower.  He  then  split  the  opening  sidewise  far  enough 
to  enable  him  to  get  his  finger  in.  The  top  of  the  ellipse  was  thus 
carried  into  the  bladder  and  united  with  a  silver-wire  suture  and,  on 
the  upper  side,  the  bladder  was  brought  out  to  the  skin.    A  perma- 
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nent  opening  was  thus  obtained  into  which  a  No.  12  block-tin  sound 
could  be  easily  introduced.  The  muscles  will  lie  in  contact  when  in 
the  upright  position,  so  that  it  is  expected  that  she  will  have  entire 
control.  When  on  her  knees  and  chest  she  will  be  able  to  empty  the 
bladder  perfectly.  These  bad  cases  formerly  could  not  be  cured  by 
closing  the  labia  because  there  was  always  some  residual  urine.  Now 
this  difficulty  will  be  obviated. 

Dr.  Simon  Marks  read  a  paper  entitled  "Contribution  to  the 
Study  of  Face  Presentations."    (See  page  25.) 

Discussion. 

Dr.  Grandin  said  that  although  he  had  had  a  considerable  ob- 
stetrical experience  he  had  never  seen  a  face  case.  With  regard  to 
the  author's  criticism  of  symphyseotomy  he  would  say  that  it  was  his 
impression  that  the  very  grave  prognosis  of  mento-posterior  face  cases 
could  be  materially  altered  by  symphyseotomy.  The  recent  opera- 
tions of  symphyseotomy  had  given  no  such  mortality  as  from  three  to 
five  per  cent.  Given  a  symphyseotomy  in  a  woman  not  so  exhausted 
as  to  be  likely  to  die  of  a  difficult  embryotomy — in  other  words,  given 
a  symphyseotomy  at  a  reasonably  early  stage — the  only  risk  was  sep- 
sis, and  the  patient  was  subjected  to  the  same  risk  in  an  embryotomy. 
He  believed  that  symphyseotomy  would  enable  those  in  hospital  prac- 
tice to  save  a  child  otherwise  doomed  and  yet  not  imperil  the  mother. 
He  agreed  with  the  reader  of  the  paper  that  the  time  had  not  yet 
come  when  symphyseotomy  could  be  done  in  private  practice  without 
the  patient's  consent  or  that  of  her  nearest  relatives.  He  did  not 
think  there  should  result  a  vesico-vaginal  fistula  provided  one  did 
not  use  the  Morisani  knife.  His  object  in  making  these  remarks  was 
to  plead  for  the  operation  in  hospital  practice,  in  order  that  we  could 
hope  that  the  obstetrician  of  the  future  would  not  be  called  upon  de- 
liberately to  elect  the  sacrifice  of  a  living  child  when  an  alternate 
operation  might  save  the  child  and  not  subject  the  mother  to  greater 
risk  than  would  an  embryotomy. 

Dr.  J.  Clifton  Edgar  said  he  had  formerly  dreaded  these  cases 
more  than  any  other  presentation,  yet  within  the  past  year  he  had 
come  to  look  upon  them  more  favorably.  At  first  his  treatment  had 
been,  if  the  face  were  not  engaged,  to  advise  podalic  version.  But  he 
had  found  as  a  result  of  greater  experience  that  the  conversion  of  a 
brow  or  a  face  into  a  vertex  was  not  so  difficult,  and  he  now  believed 
there  were  very  few  cases  in  which  this  conversion  could  not  be  ef- 
fected by  patient  manipulation  under  anaesthesia.    It  was  rare  that 
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one  saw  a  face  presentation  without  some  abnormity  in  the  pelvis 
or  in  the  child.  He  recalled  one  instance  in  which  there  was  a  dis- 
tinct Naegle  pelvis  with  a  flattening  of  the  pelvis  on  the  right  side. 

The  speaker  said  that  he  did  not  look  upon  the  mento-anterior 
position  as  giving  a  worse  prognosis  than  a  vertex  presentation,  if  the 
case  were  carefully  watched  and  the  forceps  were  promptly  used  im- 
mediately upon  the  development  of  signs  of  exhaustion  on  the  part 
of  mother  or  child. 

The  mento-posterior  position  was  certainly  one  of  the  tragedies  of 
obstetrical  practice.  If  the  hand  could  be  used  to  dislodge  the  chin, 
it  was  of  course  preferable  to  any  instrument.  After  the  chin  had 
been  once  started,  the  forceps  could  be  used  as  a  tractor  to  "  tease  " 
the  chin  around.  At  one  time  he  had  been  of  the  opinion  that  the 
use  of  the  forceps  as  a  rotator  was  criminal,  but  in  a  number  of  more 
recent  cases  he  had  seen  the  forceps  so  used  to  advantage  and  with- 
out causing  laceration  of  the  maternal  parts.  Of  course,  if  we  could 
get  along  without  this  so  much  the  better,  but  if  it  were  a  question 
between  the  use  of  the  forceps  and  craniotomy  it  was  certainly  pref- 
erable to  use  forceps.  The  forceps  are  only  used  to  start  the  chin 
for,  if  it  could  once  be  gotten  past  the  sacro-iliac  foramen,  then  they 
should  be  used  simply  as  a  tractor  and  would  ordinarily  cause  ante- 
rior rotation.  The  conversion  of  a  brow  or  face  at  the  pelvic  inlet 
into  a  vertex  by  the  hand  he  had  found  was  most  easily  performed 
by  pushing  the  face  up  and  with  the  other  hand  pushing  the  occi- 
put down  through  the  abdominal  wall.  If  the  head  were  engaged  he 
would  certainly  not  resort  to  forcible  manipulations  to  correct  the 
presentation. 

Dr.  Malcolm  McLean  said  that  his  experience,  which  had  been 
reasonably  extended  during  the  past  twenty  years,  had  brought  him 
in  contact  with  six  or  seven  face  presentations.  In  his  experience 
they  had  all  been  dangerous  and  troublesome  cases.  Only  one  of 
these  face  cases  had  behaved  as  nicely  as  had  the  occipital  position. 
He  understood  the  mechanism  of  labor  sufficiently  to  know  that  if  the 
chin  were  well  extended  and  brought  under  the  pubis  the  case  would 
be  greatly  simplified  ;  but  experience  had  shown  him  that  the  patients 
did  not  deliver  themselves  as  easily  as  in  the  ordinary  position.  In 
all  of  these  cases  there  was  dystocia,  and  hence  there  is  a  tendency 
for  the  obstetrician  to  interfere.  If  the  chin  could  be  brought  forward 
and  kept  forward  the  case  would  be  comparatively  safe,  but  he  had  never 
seen  the  chin  rotated  forward  easily.  He  had  seen  good  operators  fad 
in  like  attempts  and  cause  the  death  both  of  the  mother  and  child.  He 
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asked  if  it  were  not  the  experience  of  obstetric  consultants  that  when 
they  first  saw  such  cases  the  head  was  usually  jammed  down  in  the 
pelvis.  It  was  a  presentation  of  a  head  and  face  •  already  terribly 
distorted. 

Last  year  he  had  reported  a  case  which  seemed  to  throw  new 
light  on  the  management  of  face  presentations.  Theoretically  it  was 
difficult  to  understand  why  a  chin  or  face  presentation  could  not  be 
converted  into  an  occipital  position  within  the  pelvis.  The  occipito- 
mental diameter  was  five  inches  true,  and  the  oblique  diameter  of  the 
strait  was  five  inches.  Long  ago  Dr.  Hodge  had  stated  that  he  knew 
no  reason  why  this  operation  should  not  be  done,  and  he  thought  that 
it  ought  to  be  possible  to  get  the  fillet  over  the  head  of  the  child  with 
which  to  draw  down  the  occiput.  In  the  case  which  the  speaker  had 
reported  the  patient  was  a  primipara,  and  the  pelvis  and  the  child  were 
of  normal  size — the  child  weighing  eight  pounds.  Two  physicians 
had  previously  carefully  attempted  delivery  by  forceps  but  had  de- 
sisted. He  had  always  found  that  there  was  a  space  by  the  side  of 
the  child's  head  corresponding  to  the  opposite  oblique  diameter,  owing 
to  the  biparietal  diameter  of  three  and  three  quarter  inches  being  op- 
posed to  an  oblique  pelvic  diameter  of  five  inches.  The  chin  was  just 
a  little  to  the  right  of  the  median  line  in  the  hollow  of  the  sacrum  and 
the  head  was  impacted  in  the  cavity  of  the  pelvis.  By  full  chloroform 
narcosis  he  could  insert  his  hand  between  the  anterior  right  plane  of 
the  pelvis  and  the  child's  head  and,  with  comparatively  little  diffi- 
culty, reach  the  occiput  with  the  three  fingers.  At  the  same  time  the 
thumb  was  brought  as  low  down  as  possible  into  the  soft  parts  of  the 
face  and  the  head  flexed  within  the  pelvis,  thus  converting  it  into  a  left 
occipitoanterior  position.  From  this  position  spontaneous  delivery 
occurred  within  a  few  moments.  This  case  carried  out  what  Dr. 
Hodge  had  suggested  many  years  ago. 

In  conclusion,  he  would  say  that  he  had  found  no  record  of  any 
other  exactly  similar  treatment  of  such  cases.  He  wished  to  empha- 
size this  matter,  because  in  the  case  just  described  embryotomy  had 
already  been  suggested. 
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TRANSACTIONS  OF  THE  CHICAGO  GYNECOLOGICAL 

SOCIETY. 

Meeting  of  January  19,  1894. 

Fernand  Henrotin,  M.  D.,  President,  in  the  Chair. 

Abstract  of  a  paper  entitled  : 

A  NEW  METHOD  OF  TREATMENT  OF  UTERINE  MY- 
OMA WITHOUT  REMOVAL  OF  THE  UTERUS,  BY 
LIGATION  OF  THE  OVARIAN  AND  UTERINE  AR- 
TERIES. 

By  F.  Byron  Robinson,  B.  S.,  M.  D., 

Professor  of  Gynaecology,  Post-Graduate  Medical  School;  Gynaecologist  to  the  Woman's 
Chicago  Charity,  and  the  Post-Graduate  Hospitals. 

In  November,  1892,  he  was  consulted  by  a  patient,  aged  forty- 
two,  on  account  of  excessive  haemorrhage  from  the  uterus  of  eighteen 
months'  standing.  During  the  last  six  months  she  had  lost  so  much 
blood  that  she  was  becoming  a  bed-ridden  invalid.  Examination 
revealed  a  myoma  of  the  uterus  the  size  of  a  child's  head. 

She  entered  the  Woman's  Hospital  and  an  abdominal  section  was 
made.  On  account  of  extensive  adhesions,  thick  abdominal  wall  and 
the  exhausted  condition  of  the  patient,  it  was  thought  unsafe  to  at- 
tempt to  remove  the  tumor.  The  ovarian  artery  therefore  was  ligated 
and  then  the  uterine  artery  as  far  down  as  it  was  thought  safe  with- 
out risk  of  producing  gangrene  of  the  uterus.  He  applied  two  liga- 
tures to  each  uterine  artery  for  about  two  thirds  of  the  distance  from 
the  tube  to  the  internal  os  but  did  not  remove  the  ovaries  and  tubes. 
The  patient  made  a  good  recovery ;  an  abdominal  fistula  remained 
for  several  weeks. 

Three  months  after  the  operation  the  uterus  was  about  two  thirds 
its  former  size,  and  three  months  later  it  was  one  half  its  original  size. 
For  the  past  six  months  the  atrophy  has  been  continuous.  She  has 
had  occasional  slight  haemorrhages  but  considers  herself  well. 

He  has  since  performed  this  operation  three  times  and  so  far  with 
good  results.  The  second  operation  was  performed  about  five  months 
ago,  and  the  patient  was  doing  well  when  last  seen,  several  months 
after  the  operation.  The  last  two  cases  were  too  recent  to  judge 
of  the  permanent  results. 
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He  considered  this  operation  useful  in  certain  cases  in  which  it  is 
desired  to  cause  atrophy  of  the  uterus  and  immediate  cessation  of 
menstruation.  In  such  cases  ligation  of  the  ovarian  arteries  and  of 
the  uterine  arteries  along  the  side  of  the  uterus,  together  with  re- 
moval of  the  Fallopian  tubes,  accomplishes  this  result  by  cutting  off 
the  chief  blood  supply  to  the  fundus  and  body  of  the  uterus.  By  this 
operation  the  shock  attendant  upon  hysterectomy,  which  is  so  often 
fatal  in  very  ansemic  patients,  will  be  avoided. 

The  author  pointed  out  the  great  judgment  required  in  the  cutting 
off  the  blood  supply  of  the  uterus,  not  to  go  beyond  the  limit  of  safety 
as  regards  gangrene.  The  minimum  amount  of  blood  supply  neces- 
sary for  the  life  of  the  uterus  can  not  be  stated,  but  he  had  demon- 
strated that  the  ovarian  artery  and  the  uterine  artery  for  two  thirds 
of  the  distance  from  the  tube  to  the  internal  os  could  be  safely  ligated. 

Dr.  Franklin  H.  Martin  had  shown,  in  his  operation  of  ligation  of 
the  uterine  arteries  through  the  vagina,  that  it  was  safe  to  ligate  both 
uterine  arteries  as  they  cross  the  ureters.  It  must,  however,  be  re- 
membered that  the  uterus  is  fed  by  perpendicular  branches  from  the 
utero-ovarian  arteries  and  hence  that  each  uterine  segment  is  sup- 
plied by  its  own  straight  artery.  He  considered  the  uterus  very  tol- 
erant to  variation,  or  even  to  sudden  cessation,  of  its  blood  supply. 

In  the  ligation  of  the  arteries  many  nerves,  including  the  auto- 
matic menstrual  ganglia,  are  necessarily  destroyed,  and  immediate 
cessation  of  menstruation  results.  This  artificial  menopause  lessens 
the  nourishment  of  the  uterus. 

His  operation  will  aid  in  : 

1.  Atrophy  of  uterine  myoma. 

2.  Cessation  of  menstruation. 

3.  Atrophy  of  the  uterus  and  checking  uterine  haemorrhage. 
Operations  heretofore  performed  to  induce  artificial  menopause 

have  often  failed,  or  the  desired  result  has  not  been  obtained  for 
months  or  even  years. 

Discussion. 

Dr.  Franklin  H.  Martin  :  On  November  15,  1892,  I  made  what 
I  considered  a  new  operation  for  bleeding  uterine  fibroids,  at  the 
Woman's  Hospital.  The  case  has  been  reported  and  very  thoroughly 
discussed.  It  was  very  generally  discussed  about  the  Woman's  Hos- 
pital. About  a  week  later  Dr.  Robinson  performed  his  operation  in 
a  case  in  which  he  says  it  was  impossible  to  remove  the  uterus.  My 
operation  differed  from  his,  in  that  I  succeeded  in  cutting  off  a  large 
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portion  of  the  blood  supply  without  opening  the  peritoneal  cavity — in 
other  words,  in  ligating  the  broad  ligament  from  below,  including  not 
only  the  blood  supply  but  also  the  nerve  supply  to  the  uterus.  In 
this  way  I  argued  that  I  succeeded  in  cutting  off  two  thirds  of  the 
blood  and  nerve  supply  to  the  uterus  without  doing  a  major  opera- 
tion. I  have  operated  by  this  method  now  eight  times,  and  my  cases 
have  all  done  remarkably  well  ;  the  results  have,  in  every  case  with- 
out exception,  been  better  than  have  been  the  results  from  removal  of 
the  uterine  appendages  in  like  conditions.  Some  of  the  operations 
were  very  severe;  in  the  majority  of  them  it  would  have  been  impos- 
sible to  remove  the  tumor  had  I  done  cceliotomy.  In  some  cases  the 
weakness  of  the  patient,  on  account  of  haemorrhage,  would  have  con- 
tra-indicated hysterectomy. 

The  good  points  in  Dr.  Robinson's  operation  have  been  pointed 
out.  There  are  reasons,  I  believe,  for  bad  results  from  the  operation. 
When  I  read  my  paper  in  December  a  year  ago,  one  of  those  who 
criticised  my  operation  was  Dr.  Robinson,  and  his  point  of  criticism 
was  that,  in  cutting  off  such  a  large  proportion  of  the  blood  supply  of 
the  uterus,  gangrene  of  the  uterus  was  likely  to  result,  and  that  this 
would  be  especially  true  in  desperate  cases,  in  which  I  had  suggested 
that  the  incision  might  go  high  enough — which  is  possible — to  reach 
the  ovarian  artery.  In  one  of  my  cases  I  could  easily  have  ligated 
from  the  vagina  not  only  the  uterine  but  also  the  ovarian  artery.  Now, 
Dr.  Robinson  does  exactly  what  he  criticised  me  for  doing — namely, 
taking  away  the  tubes  and  ovaries.  If  he  properly  removes  these 
he  should  include  the  ovarian  arteries.  If  this  be  done  it  seems  to 
me  that  he  will  make  just  the  mistake  he  warned  me  against ;  if  he 
goes  further  and  ligates  the  uterine  artery,  leaving,  as  it  will,  no  blood 
supply  to  the  uterus  except  the  small  amount  which  comes  through 
the  vaginal  and  the  deep  epigastric  artery,  there  might  be  possibility 
of  gangrene  of  the  uterus. 

If  it  is  necessary  to  do  an  abdominal  section,  and  if  it  is  possible  to 
go  as  low  down  on  the  sides  of  the  uterus  as  the  uterine  artery,  there 
is  no  reason  why  the  uterus  should  not  be  removed.  If  I  can  ligate 
the  uterine  artery  where  it  branches  up  the  sides  of  the  uterus,  I  can 
remove  the  uterus  with  very  little  more  danger  than  attends  Dr.  Rob- 
inson's operation.  In  other  words,  if  a  minor  operation  for  fibroid 
tumor  is  to  be  done,  I  believe  my  operation  is  the  one  to  do. 

Dr.  F.  Byron  Robinson,  in  closing  the  discussion,  said  :  In  re- 
gard to  Dr.  Jaggard's  anatomical  criticism,  I  would  say  that  I  have 
very  carefully  dissected  about  sixty  bodies  and  have  never  found  the 
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branch  from  the  deep  epigastric  artery  large  enough  to  give  the  uterus 
any  distinct  nourishment.  It  is  generally  the  size  of  a  pin.  I  think 
I  can  safely  assert  as  an  anatomical  fact  that,  if  the  ovarian  and  uter- 
ine arteries  are  ligated,  the  uterus  can  be  removed  without  fear  of 
haemorrhage.  In  regard  to  ganglia,  I  never  understood  that  Mr.  Tait 
claimed  their  discovery.  He  said  that  Dr.  Johnstone  pointed  out  to 
him  a  large  nerve  which  traversed  the  broad  ligament,  and  that  he 
always  attempted  to  ligate  this  nerve  in  removing  the  appendages, 
and  by  so  doing  menstruation  soon  ceased.  I  have  done  many  care- 
ful dissections  of  the  broad  ligament  both  in  infant  and  adult  female 
cadavers  and  have  not  been  able  to  find  the  large  nerve  spoken  of 
by  Mr.  Tait.  I  find  the  hypogastric  plexus  spread  out  in  the  broad 
ligament,  extending  up  the  sides  of  the  uterus  and  entering  its  sub- 
stance. The  periphery  of  the  hypogastric  plexus  spreads  out  like  a 
fan  in  the  broad  ligament.  If  one  will  take  an  infant  cadaver  and 
put  it  in  pure  alcohol  for  six  weeks,  the  uterine  nerves  can  be  clearly 
traced  from  the  abdominal  brain  to  their  termination  in  the  uterus 
and  tubes.  At  the  termination  of  the  hypogastric  and  ovarian  plex- 
uses, or  at  least  at  that  part  which  supplies  the  uterine  and  tubal 
walls,  are  located  small  ganglia  which  I  styled  several  years  ago  the 
"automatic  menstrual  ganglia."  These  rule  the  menstrual  rhythm, 
just  as  similar  visceral  ganglia  rule  the  rhythm  of  the  heart,  intestines, 
or  liver. 

This  operation  is  entirely  original  with  me  ;  I  never  saw  it  in  any 
book  and  never  heard  it  suggested. 

As  Dr.  Jaggard  says,  we  unfortunately  must  disagree  as  regards 
ovulation  and  menstruation.  I  have  watched  a  good  many  babies 
and  have  found  many  of  them  ovulating,  and  I  have  found  women 
at  seventy  years  of  age  ovulating  ;  therefore  ovulation  is  constant 
from  intra-uterine  life  until  the  ovary  is  worn  out  by  ovulation.  Men- 
struation, however,  is  a  totally  different  phenomenon  ;  it  begins  at  a 
distinct  period  and  ends  when  the  hypogastric  plexus  atrophies.  It 
is  a  periodic  process,  lasting  about  thirty  years,  while  ovulation  may 
last  sixty  or  seventy  years.  Calves  are  the  best  animals  in  which  to 
observe  ovulation  and  menstruation.  They  ovulate  distinctly  at  birth, 
before  birth  and  after  birth  ;  but  they  do  not  menstruate  until  they 
get  older.  When  the  tubes  and  a  considerable  portion  of  the  uterine 
artery  are  carefully  ligated,  I  think  the  menstruation  will  soon  stop, 
because  we  have  tied  off  the  main  branch  of  the  hypogastric  plexus 
which  nourishes  the  uterus. 

Dr.  Martin  mentioned  one  point  on  which  I  do  not  think  we  will 
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agree.  He  says  if  he  can  ligate  the  broad  ligaments  as  far  as  de- 
scribed in  the  operation,  he  will  take  the  uterus  out.  If  the  patient 
is  strong  it  is  possible  the  removal  of  the  uterus  is  better,  but  it  will 
be  a  greater  shock.  A  great  many  patients  with  fibroids  have  a  pyo- 
salpinx  ;  this  can  be  easily  removed  in  the  course  of  my  operation. 
Perfect  surgery  is  saving  the  patient  not  anatomical  dissection,  and  I 
want  to  save  as  many  patients  as  I  can.  This  operation  is  very  sim- 
ple and  is  original.  I  am  very  well  pleased  with  it.  Dr.  Martin's 
operation,  which  ligates  through  the  vagina,  is  a  simpler  operation 
and  I  would  rather  be  the  author  of  it  than  this,  because  I  think  it  is 
less  dangerous.  But  my  operation  supplements  his,  and  they  hap- 
pened to  have  been  originated  at  the  same  time. 

The  second  case  was  one  that  Strassmann  delivered  in  the  Poly- 
clinic of  Charite.  This  foetus  also  had  the  characteristic  deformities 
of  the  lower  extremities,  and  upon  post-mortem  examination  both 
kidneys  were  found  to  have  undergone  cystic  degeneration  and  com- 
plete destruction  of  their  pelves  had  occurred.  Very  little  amniotic 
fluid  was  present. 

Dr.  F.  Byron  Robinson  :  Dr.  Jaggard's  case  has  strengthened 
my  conviction  that  the  origin  of  the  liquor  amnii  is  in  the  kidneys. 
My  first  ideas  upon  the  origin  of  the  liquor  amnii  were  obtained  in 
1885  from  Dr.  Gusserow,  who  said  that  the  liquor  amnii  could  not 
originate  from  the  kidneys.  Winckel  stated  that  in  a  number  of  cases 
where  the  kidneys  were  so  large  that  the  child  could  not  be  delivered, 
there  was  a  sufficient  amount  of  the  liquor  amnii.  I  have  examined 
hundreds  of  pigs,  and  it  is  very  rare  to  find  one  without  the  amniotic 
bags  tense  and  full.  I  am  glad  Dr.  Jaggard  gave  his  conclusions.  It 
struck  me,  while  he  was  reading,  that  his  would  be  one  of  the  best 
recorded  cases  to  show  that  the  liquor  amnii  probably  comes  from 
the  kidney. 

Abstract  of  a  paper  entitled : 

THE  RELATIONS  BETWEEN  SALPINGITIS  AND  APPEN- 
DICITIS VERMIFORMIS,  AND  THEIR  IMPORTANCE 
TO  THE  GYNECOLOGIST. 

By  J.  T.  Binkley,  Jr.,  M.  D. 

Anatomically  the  appendix  does  not  differ  in  structure  from  the 
intestine;  its  walls  are  composed  of  four  coats,  mucous,  connective 
tissue,  muscular  and  serous.    Its  average  length  is  about  four  inches 
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and  a  half  and  its  size  about  that  of  a  No.  9  English  sound.  The 
lumen  is  very  small  and  the  caecal  orifice  partly  closed  by  a  valve. 
In  location  it  is  very  variable.  It  originates  from  the  posterior  and 
inner  side  of  the  caput  coli  and,  according  to  McBurney,  is  usually 
to  be  found  directly  under  the  middle  point  of  a  line  drawn  from  the 
umbilicus  to  the  anterior  superior  spine  of  the  ilium.  The  free  ex- 
tremity of  the  appendix  may  radiate  in  any  direction  from  this  axis 
around  the  head  of  the  colon.  In  two  hundred  cases  examined  by 
Ferguson  it  was  directed  inward  in  eighteen  cases,  downward  in  eleven 
cases  ;  it  was  in  relation  with  the  head  of  the  colon  posteriorly  in 
seventy-five  cases  and  was  so  placed  in  the  iliac  fossa  in  seventy-seven 
cases  that  a  perforation  would  take  place  into  the  retroperitoneal 
cellular  tissue.  The  few  cases  in  which  the  appendix  was  directed 
downward,  according  to  Ferguson's  statistics,  were  difficult  for  the 
writer  to  understand  because  he  had  seen  five  consecutive  cases  with 
the  appendix  pendent,  but  all  of  these  cases  were  females,  whose 
broad  pelves  invite  the  descent  of  the  appendix ;  and  it  might  be  that 
Ferguson's  observations  were  upon  men,  whose  vermiform  appendices 
do  not  so  often  descend  into  the  pelvis.  Dr.  Briggs,  of  the  New 
York  Post-Graduate  Medical  School,  had  stated  that  in  "three  fourths 
of  all  cases  the  appendix  is  directed  below."  Dr.  F.  Byron  Robinson 
had  found  the  appendix  over  the  brim  of  the  pelvis  in  twenty-five 
per  cent,  of  all  cases  which  he  had  examined. 

It  is  in  this  dependent  position,  when  inflamed,  that  the  appendix 
presents  the  most  interesting  features  to  the  gynaecologist.  Dr. 
Binkley  had  twice  found  it  attached  to  the  Fallopian  tube  but  appar- 
ently not  diseased.  He  once  saw  it  firmly  adherent  to  a  large  pus 
tube,  from  which  it  had  been  infected,  and  he  recently  assisted  Dr. 
Steele  in  removing  an  appendix  thus  located.  Dr.  Martin  found  the 
appendix  attached  to  and  penetrating  a  large  tubal  abscess,  which  it 
had  probably  caused. 

In  order  better  to  illustrate  the  points  which  he  desired  to  make, 
the  author  reported  the  following  cases  : 

"  Case  I. — Mrs.  W.,  a  widow,  called  at  my  office  in  October  last. 
She  presented  the  following  history  :  Aged  forty-three  years,  married 
seventeen  years.  Her  first  and  only  pregnancy,  sixteen  years  ago, 
resulted  in  a  miscarriage  in  a  few  weeks  after  conception.  From  this 
mishap  she  evidently  recovered.  Her  present  illness  dates  back  two 
years,  the  only  symptoms  being  occasional  pain  in  the  thigh  and  daily 
fever.  The  examination  was  negative.  The  patient  weighed  one 
hundred  and  eighty-six  pounds.    The  abdominal  wall  was  about  four 
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inches  thick  and  the  vulvar  cushion  two  or  more  inches  in  thickness. 
Bimanual  palpation  revealed  little  more  than  the  outline  of  the  uterus. 
By  means  of  the  sound  I  discovered  that  the  uterus  was  in  normal 
position.  Through  the  speculum  I  saw  no  pathological  conditions 
and  rectal  examination  was  negative  but  excluded  haemorrhoids. 

"  My  diagnosis  of  pyosalpinx  was  made  principally  from  the  re- 
flected pain  in  the  thigh  and  the  slight  elevation  of  temperature  in  the 
evening.  This  reflected  pain  clown  the  obturator,  or  anterior  crural 
nerve,  into  the  thigh,  and  the  local  pain  produced  by  moving  the  neck 
of  the  womb  laterally  while  the  patient  stands  erect,  have  proven  in  my 
few  cases  of  salpingitis  almost  pathognomonic  signs.  Upon  opening 
the  abdomen  the  uterus  was  found  high  up  and  the  tubes  reflected  to 
the  sides  of  the  pelvis,  then  downward  and  backward,  and  were  firmly 
adherent  in  the  pelvic  fossa.  To  the  right  tube  was  attached  what  I 
first  thought  to  be  a  knuckle  of  the  small  intestine  but  which  proved 
to  be  the  appendix.  I  caught  a  fold  of  its  mesentery  with  a  pair  of 
catch  forceps  and  then  separated  the  slight  adhesions  without  diffi- 
culty, with  the  intention  of  bringing  the  mesentery  and  the  appendix 
into  view ;  but  the  mass  slipped  from  the  forceps  and  disappeared. 
Owing  to  the  thickness  of  the  abdominal  wall,  and  other  complica- 
tions encountered,  I  did  not  again  secure  it.  The  adhesions  of  the 
tubes,  which  were  quite  firm  and  extensive,  were  separated,  after  a 
tedious  dissection  with  the  finger,  and  the  tubes  and  ovaries  were 
ligated  and  removed.  The  abdominal  cavity  was  thoroughly  flushed 
with  hot  sterilized  water  and  closed  without  drainage.  The  patient 
left  the  Chicago  Hospital  at  the  end  of  six  weeks  and  walked  two 
blocks  to  her  home. 

"Case  II. — Mrs.  J.  M.  P.,  aged  forty-three  years,  mother  of  three 
grown  children  ;  no  miscarriages;  no  history  of  pelvic  inflammation  ; 
menstrual  function  regular  and  normal.  The  only  symptoms  were  a 
recently  developed  pain  over  the  region  of  the  c<recum  and  a  reflected 
thigh  pain  of  longer  standing.  Examination  revealed  a  cystic  tumor  on 
the  right  side,  the  size  of  a  turkey  egg,  apparently  within  the  broad 
ligament.  I  advised  operation  and  sent  the  case  to  Dr.  Franklin  H. 
Martin  for  his  opinion.  Dr.  Martin  concurred  in  my  diagnosis  but 
added:  'The  tubes  are  also  infected,  in  my  opinion.'  Upon  open- 
ing the  abdomen,  in  the  presence  of  Drs.  Martin,  White  and  assist- 
ants, the  tubes  were  found  enormously  enlarged  ;  they  projected  from 
the  uterus  to  the  sides  of  the  pelvis  and  were  as  firmly  attached  as 
were  the  tubes  in  the  first  case.  A  cyst  from  the  right  ovary  had  ex- 
tended between  the  folds  of  the  broad  ligament,  and  the  tube  was  in 
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consequence  lifted  up  an  inch  or  more.  In  a  fold  or  crease  between 
the  ovary  and  tube  the  appendix  was  firmly  attached  for  about  an 
inch  and  a  half  of  its  lower  extremity.  The  removal  of  the  appendix 
seemed  advisable,  as  I  feared  that  haemorrhage  might  follow  the  break- 
ing up  of  adhesions.  This  was  easily  accomplished,  because  the 
head  of  the  colon  lay  well  down  over  the  brim  of  the  pelvis  and 
toward  the  median  line.  Both  tubes  were  diseased.  No  drainage 
was  required.  The  operation  was  done  two  weeks  ago,  and  the 
patient  is  now  doing  well.    (Specimens  exhibited.) 

"  Case  III. — The  third  case  demonstrating  this  most  important 
subject  recently  came  under  my  observation  in  Dr.  Martin's  service  at 
the  Chicago  Hospital.  Mrs.  E.,  aged  thirty-six  years,  married  four- 
teen years,  two  children  twelve  and  seven  years  of  age ;  one  miscar- 
riage four  years  ago,  at  ten  weeks'  gestation  ;  not  since  pregnant;  had 
typhoid  fever  and  pelvic  inflammation  two  years  ago.  Last  July  she 
had  another  attack  of  pelvic  inflammation,  followed  by  a  tumor  in  the 
right  iliac  region,  attended  with  pain  down  the  right  thigh  and  a  dis- 
charge of  pus  per  rectum.  Diagnosis :  Pyosalpinx  on  the  right  side 
complicated  by  appendicitis. 

"  Laparotomy  revealed  a  large,  encysted  tubal  abscess  adherent  to 
the  head  of  the  colon  and  to  the  omentum.  After  separating  these 
adhesions,  the  appendix  was  found  to  have  penetrated  into  the  center 
of  the  abscess  and  to  be  firmly  adherent  to  its  walls.  Upon  examina- 
tion of  the  mass  after  its  removal  the  appendix  was  found  to  be  per- 
forated at  its  distal  extremity,  thereby  making  a  direct  open  canal 
from  the  caput  coli  to  the  dilated  Fallopian  tube.  The  left  tube  was 
not  diseased.  The  perforated  extremity  of  the  appendix  had  become 
attached  to  the  Fallopian  tube  ;  its  infectious  microbes  had  caused 
ulceration  and  perforation  of  the  Fallopian  tube  and  planted  the  seed 
in  its  lumen  which  had  grown  and  multiplied  until  a  pint  of  pus  was 
the  result.  Whenever  distention  of  the  tube  occurred  its  contents 
were  expelled  through  the  appendix  into  the  bowel  and  passed  per 
rectum." 

The  above  reported  cases  clearly  demonstrated  several  important 
factors  which  specially  interest  the  gynaecologist.  Two  great  classes 
of  cases  were  here  represented  :  First,  those  in  which  the  appendix  was 
infected  either  directly  or  indirectly  by  the  tube  ;  and,  secondly,  those 
in  which  the  appendix  planted  the  infection  in  the  tube.  "  In  the  first 
class  we  have  the  enlarged  and  inflamed  tube  presenting  an  attractive 
surface  to  which  the  wandering  appendix  may  become  attached.  As 
the  result  of  this  attachment  there  may  occur  a  direct  infection  of  the 
5 


66 


Transactions  of  Societies. 


appendix  by  the  transmission  of  microbes  directly  through  the  walls 
of  the  tube  and  the  appendix,  according  to  the  theory  of  Dr.  F.  B. 
Robinson,  or  the  appendix  may  become  infected  indirectly  by  being 
bent  upon  itself  or  by  having  exudations  thrown  about  it,  causing 
constricting  bands.  These  bands  and  bends  produce  obstruction,  the 
obstruction  causes  foreign  particles  to  be  retained,  and  salpingitis 
naturally  results. 

"  Dr.  Martin's  case  is  a  beautiful  example  of  the  second  class  ;  it 
shows  the  manner  in  which  the  tube  may  become  infected  from  the 
appendix.  Of  course  it  is  not  impossible  in  this  case  for  the  infection 
to  have  come  about  as  in  the  other  two  cases  but  it  is  highly  improb- 
able. The  history  of  recurrent  pain  in  the  appendicular  region,  fol- 
lowed by  tubal  abscess  only  upon  the  right  side,  without  infection  of 
the  left  tube,  points  to  the  appendix  as  the  seat  of  infection." 

The  first  class  of  cases  he  considered  less  dangerous  to  handle 
than  the  second,  because  the  appendix  is  often  attached  only  by  its 
mesentery  or  by  its  external  surface,  without  perforation  or  other 
pathological  lesion,  and  it  may  be  left  after  separating  it  from  the 
tube.  He  would  not,  however,  advise  its  being  left,  unless  symptoms 
of  shock  should  make  it  necessary  to  quickly  conclude  the  operation. 
The  operation  might  be  unduly  prolonged  on  account  of  the  difficulty 
of  ligating  the  appendix  through  a  median  incision,  and  especially 
would  this  be  the  case  in  fleshy  persons  with  the  appendix  long  and 
a  high  caput  coli.  In  the  second  class  of  cases  where  the  tube  is  the 
primary  seat  of  infection,  it  is  usually  perforated  and  should  not  be 
left  in  the  abdominal  cavity  but  should  be  taken  out,  if  possible,  as 
soon  as  discovered. 

"  What,  then,  are  the  lessons  taught  by  these  cases?  First,  that 
greater  care  must  be  exercised  in  freeing  the  uterine  appendages  from 
adhesions  upon  the  right  side  than  upon  the  left  ;  second,  that  all 
detached  tissue  upon  the  right  side  should  be  carefully  examined  with 
the  expectation  of  finding  an  adherent  appendix,  which,  if  found, 
should  be  removed.  I  should  strongly  advise  its  removal  in  every 
instance  where  it  has  once  been  adherent,  because  of  its  tendency  to 
become  adherent  to  various  points  on  the  peritonaeum. 

"  After  carefully  considering  the  peculiar  tendency  of  the  appendix 
to  become  adherent  to  the  surrounding  viscera,  and  knowing  that 
pain  is  the  dominant  symptom  of  such  adhesion,  it  seems  probable 
that  this  body  may  be  responsible  for  a  large  percentage  of  the  colic 
and  reflected  pains  that  follow  laparotomies. 

"  Our  deductions  from  Dr.  Hektoen's  statistics  are  that  four  per 
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cent,  of  all  women  have  appendicitis.  A  large  percentage  of  the  pa- 
tients who  call  upon  the  gynaecologist  are  probably  of  this  class  and 
seek  advice,  not  because  of  appendicitis  but  because  of  reflected 
pains  which  they  refer  to  the  uterus.  Dr.  Robinson  states  that  he 
has  observed  in  the  examination  of  one  hundred  cases  that  the  left 
tube  has  the  larger  lumen  and  is  infected  nearly  twice  as  often  as  the 
right  tube.  No  doubt,  therefore,  the  smaller  lumen  and  orifice  in  the 
right  tube  tend  to  prevent  the  invasion  of  infection  from  the  uterus, 
and  the  appendix  is  responsible  for  the  infection  of  the  right  tube 
more  frequently  than  is  generally  supposed.  These  statements  of  Drs. 
Hektoen  and  Robinson  strengthen  the  claim  that  the  appendix  is  a 
body  of  great  importance  to  the  gynaecologist. 

"  In  the  three  cases  here  reported,  and  in  two  others,  making  five 
in  all  that  have  come  under  my  observation  recently,  I  have  found  the 
appendix  hanging  over  the  brim  of  the  pelvis.  I  regret  that  I  did 
not  observe  and  record  its  position  in  a  large  number  of  laparoto- 
mies at  which  I  have  assisted  during  the  past  few  years,  because  this 
report  would  then  be  of  more  value  from  a  statistical  standpoint. 

"  I  believe-that  the  chief  cause  of  the  downward  position  of  the  ap- 
pendix in  women  is  the  shape  of  the  pelvis,  which  is  broad  and  flaring 
and  does  not  have  the  forward  ridge  or  angle  of  the  pelvic  brim  un- 
der the  head  of  the  colon  which  is  found  in  men.  Two  other  factors 
occur  to  me  which  favor  this  position  of  the  appendix  :  First,  the  cor- 
set, which  tends  to  force  it  down  ;  and  secondly,  childbirth,  which 
relaxes  peritoneal  attachments." 

Discussion. 

Dr.  F.  Byron  Robinson  :  I  am  very  much  pleased  with  the 
paper.  The  best  of  diagnosticians  will  have  difficulty  in  making  a 
differential  diagnosis  between  appendicitis  and  salpingitis.  A  very 
able  diagnostician  recently  brought  me  a  patient  supposed  to  have 
had  repeated  attacks  of  appendicitis  for  six- years.  I  examined  the 
woman  very  carefully  and  decided  that  the  disease  was  probably 
tubal.  At  the  operation  the  appendix  was  perfectly  healthy  ;  it  was 
not  attached  but  lay  against  a  pyosalpinx.  I  have  examined  about 
one  hundred  cadavers  in  regard  to  the  appendix  and  think  that  in 
about  twenty-five  per  cent,  of  women  the  appendix  lies  in  the  pelvis 
or  just  over  its  brim.  Tait  states  that  a  great  deal  of  tubal  disease 
arises  from  infection  from  an  adherent  appendix. 

As  the  result  of  the  examination  of  about  a  thousand  ovaries  and 
tubes,  I  think  the  lumen  of  the  left  tube  is  larger  than  that  of  the 
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right  and  that  therefore  more  infection  will  occur  in  the  left  tube 
than  in.  the  right.  The  left  tube  is  affected  in  about  seventy  per 
cent,  of  tubal  disease.  I  believe  that  in  every  case  cf  pelvic  disease 
on  the  right  side  the  region  of  the  appendix  should  be  carefully 
examined. 

Dr.  Binkley  mentions  reflex  pain  in  the  thigh.  If  the  pain  is  reflex 
it  must  be  from  the  obturator  nerve,  upon  which  the  tube  may  press 
and  may  in  this  way  simulate  hip-joint  disease. 

Appendicitis  occurs  four  times  as  often  in  men  as  in  women.  The 
reason  for  this  difference  may  be  that  Gerlach's  valve  is  always  nar- 
rower in  men  than  in  women  and  that  the  appendix  in  women  can 
therefore  more  easily  expel  its  contents. 

I  am  glad  that  Dr.  Binkley  has  written  on  this  subject,  for  I  be- 
lieve that  the  gynsecologist  should  be  the  abdominal  surgeon  because 
he  is  the  one  who  investigates  all  the  time.  The  general  surgeon  will 
find  that  unless  he  studies  abdominal  surgery  carefully  and  constantly, 
as  a  specialist,  his  work  will  be  limited  in  this  department  of  surgery. 
Professor  Richardson's  opinion  of  appendicitis  as  quoted  is,  I  believe, 
incorrect.  Dr.  Fenger  is  a  very  good  statistician,  and  he  states  that 
only  five  per  cent,  of  all  cases  of  appendicitis  are  fatal.  I  think  that 
Dr.  Richardson  has  been  misled,  like  Dr.  Murphy  and  others.  These 
men  make  a  specialty  of  this  disease  and  see  the  most  severe  cases. 
The  general  practitioner  treats  all  varieties  of  the  disease,  and  many 
of  the  patients  get  better  without  operation.  In  a  large  experience 
of  seven  years  I  knew  of  only  one  patient,  a  boy,  who  died  of  appen- 
dicitis. Therefore  I  believe  that  the  surgeons  who  make  a  specialty 
of  this  disease  are  mistaken. 

Dr.  Henrotin  stated  that  I  said  that  I  had  observed  several  hun- 
dred cases  of  appendicitis  in  seven  years.  What  I  said  was  that  I 
had  had  hundreds  of  cases  in  general  practice  and  none  of  them  died 
of  appendicitis  but  one  boy. 

To  Dr.  Jaggard's  criticism  I  would  say  that  I  have  made  about 
seven  thousand  gynaecological  examinations — I  did  not  mean  that  I 
had  examined  seven  thousand  different  women — and  I  am  convinced 
that  it  is  a  clinical  fact  that  the  lumen  of  the  left  tube  is  larger  than 
that  of  the  right  and  that  the  left  tube  is  affected  twice  as  often  as 
the  right ;  and  for  these  reasons  :  the  sigmoid  flexure  lies  over  the 
ovarian  vein  and,  when  filled  with  faeces,  obstructs  the  vein  and 
dams  back  the  plexus  pampiniformis  ;  the  ovarian  vein  opens  into 
the  renal  vein  at  right  angles  in  nearly  all  cases,  and  the  contraction 
and  dilatation  of  the  rectum  keep  up  irritation  in  the  left  tube. 
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These  are  the  causes  which,  I  believe,  make  this  disease  occur  in  the 
ratio  seven  times  on  the  left  side  to  three  on  the  right.  The  size  of 
lumen  of  the  left  tube  is  a  very  important  factor. 

It  is  very  important  that  the  general  practitioner  should  be 
able  to  recognize  abdominal  disease.  I  have  advocated  for  years 
the  establishment  of  a  chair  of  visceral  anatomy  in  the  medical 
colleges. 

Dr.  Franklin  H.  Martin  :  I  am  interested  in  this  paper.  I 
wish  I  knew  more  about  bacteriology.  It  seems  to  me  that  while  our 
pathologists  in  the  operating  rooms  examine  gross  specimens  they 
should  also  make  bacteriological  studies.  We  should  follow  the  line 
of  work  begun  by  Roswell  Park — that  is,  to  have  a  pathologist  pres- 
ent at  every  laparotomy  with  a  number  of  prepared  culture  tubes, 
who  should  make  bacteriological  studies  in  every  case,  whether  in- 
fected or  not,  in  order  to  find  out  what  bacteria,  if  any,  are  present 
with  the  idea  of  getting  at  the  aetiology  of  these  troubles  in  a  strictly 
scientific  manner.  In  a  paper  published  last  month  by  Eugene 
Hodenpyl,  first  assistant  pathologist  of  Columbia  College,  he  re- 
ported that  in  twenty-four  cases  of  bacteriological  studies  of  appen- 
dicitis— all  he  could  find  in  all  literature — the  colon  bacillus  was 
found  in  pure  culture  in  every  instance.  Besides  these  he  has  gath- 
ered eleven  cases  of  his  own,  and  the  Bacillus  coli  communis  was  found 
exclusively  in  all  except  one,  and  in  this  case  he  found  in  addition 
the  Streptococcus  pyogenes.  This  makes  thirty-five  cases  in  all  in  which 
bacteriological  studies  of  this  condition  have  been  made.  He  exam- 
ined a  number  of  cases  of  peritonitis  in  which  appendicitis  did  not  seem 
to  be  the  cause  or  in  which  no  intestinal  lesions  existed,  and  in  none 
of  these  was  the  colon  bacillus  found.  He  also  quotes  Welsh  as  cor- 
roborating this  statement.  The  same  writer  found  the  Streptococcus 
pyogenes  in  four  cases  of  peritonitis  of  unknown  origin,  and  in  four 
cases  of  peritonitis  following  salpingitis  he  found  in  one  case  the 
Streptococcus  pyogenes  and  in  the  other  three  the  Staphylococcus  pyo- 
genes aureus  ;  while  in  three  cases  of  chronic  salpingitis  without  peri- 
tonitis no  bacteria  of  any  kind  developed  in  the  culture.  Therefore 
it  seems  to  me  that  we  ought  to  have  our  pathologists  in  the  operat- 
ing room  and  get  down  to  a  basis  of  scientific  work  in  these  cases. 
If  the  colon  bacillus  was  found  we  would  take  it  for  granted  that 
there  was  intestinal  infection  ;  or  if  a  mixed  infection  was  found  we 
could  draw  conclusions,  after  a  large  number  of  examinations,  which 
ought  to  be  of  great  value  in  determining  the  setiology. 

There  are  conditions  existing  in  women  to  cause  appendicitis 
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which  do  not  exist  in  men.  First,  direct  infection  of  the  appendix 
from  leaky  tubes.  Secondly,  the  results  of  adhesions  with  the  appen- 
dix, caused  by  peritonitis  from  infected  tubes  :  adhesions  of  the  ap- 
pendix produce  tension  and  pressure,  blood  stasis  results  and  finally 
migration  of  bacteria.  Thirdly,  pressure  of  tubal  abscess,  causing 
blood  stasis  and  bacteria  migration  ;  under  this  head  comes  pressure 
from  tumors  of  all  kinds,  which  leads  to  the  same  results.  Fourthly, 
constriction  of  long  appendices  between  tumors  of  the  pelvis,  some 
of  which  are  ten,  twelve  and  fifteen  centimetres  long. 

I  have  seen  four  cases  of  appendicitis  associated  with  other  pelvic 
troubles  in  the  female.  Case  I  had  a  large,  double  ovarian  cyst  in 
the  right  side.  Four  inches  from  the  head  of  the  colon  I  found  a 
structure,  which  was  pointed  out  to  me  by  Dr.  Byford,  who  was  pres- 
ent at  the  operation.  He  said  it  was  one  of  the  ureters  and,  as  he 
left  before  the  operation  was  completed,  he  thought  I  had  tied  off 
the  right  ureter.  It  was  found,  however,  to  be  an  enormously  elon- 
gated appendix.  It  was  traced  down  into  the  tumor,  and  around  its 
imprisoned  end  was  found  an  abscess."  Perforation  existed,  and  in 
the  midst  of  the  tumor  were  at  least  two  ounces  of  pus.  It  would 
have  been  interesting  to  have  made  a  bacteriological  study  of  this 
case,  with  the  idea  of  discovering  the  origin  of  the  abscess.  Jf  it 
contained  the  colon  bacillus  alone  it  would  have  demonstrated  that 
its  origin  was  the  appendix.  If  other  bacteria  were  found  in  conjunc- 
tion with  Bacillus  coli  communis  there  would  have  been  a  question 
which  only  the  examination  of  a  large  number  of  cases  could  deter- 
mine. 

Another  case  was  a  large  abscess  on  the  right  side,  in  a  girl  eight- 
een years  of  age.  It  was  enucleated  with  a  great  deal  of  difficulty 
and  the  last  point  of  attachment  found  was  the  appendix,  which  had 
become  surrounded  by  this  tumor.  The  appendix  was  removed  ; 
there  was  no  infection  of  the  opposite  side.  This  seemed  to  me  to 
prove  that  in  this  case  appendicitis  had  infected  the  tube,  because  if 
there  had  been  infection  from  the  uterus  the  left  tube  would  have 
been  more  liable  to  infection  than  the  right.  This  case  was  examined 
by  Dr.  Robinson,  microscopically  but  not  bacteriologically,  and  his 
report  was  the  same  old  story  of  specific  infection  ;  but  the  subse- 
quent history  of  the  case  has  demonstrated  to  me  almost  conclusively 
that  there  could  not  have  been  specific  infection,  because  the  woman 
has  married  since  and  borne  a  child.  If  there  had  been  specific  in- 
fection there  would  have  been  progressive  infection  of  the  other  tube, 
and  it  is  not  likely  she  could  have  borne  a  child. 
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The  third  was  the  case  just  reported  by  Dr.  Binkley.  In  this  case 
I  should  like  to  have  seen  a  bacteriological  report. 

The  fourth  case  was  one  very  similar  to  the  second  case  reported 
— a  large  pyosalpinx  in  which  was  incorporated  the  appendix.  It  was 
removed  and  the  disease  limited  to  the  right  side.  In  all  probability 
in  this  case  the  infection  was  primarily  from  the  appendix.  It  is  a 
simple  matter  to  make  these  bacteriological  studies,  and  I  should  like 
to  see  it  carried  out  systematically  in  all  cases. 

Presentation  of  Specimen  of  a  Pregnant  Fibroid -Uterus. 

Dr.  Henry  Banga  :  This  is  a  fibromatous  uterus  containing  a 
foetus  about  four  months  and  a  half  old,  which  I  removed  November 
17,  1893,  by  a  supravaginal  amputation.  The  patient  gave  the  follow- 
ing history  : 

Miss  L.,  thirty-six  years  old,  single,  began  menstruating  at  four- 
teen, was  always  regular  and  flowed  for  two  or  three  days.  The  last 
menstruation  was  in  the  first  week  of  July,  some  "  show  "  during  the 
first  week  in  August. 

The  patient  was  a  slender,  well-nourished  blonde  and  wanted 
to  know  why  she  was  growing  so  large.  She  suspected  pregnancy. 
Upon  examination  the  introitus  showed  the  cyanotic  appearance,  the 
vagina  and  cervix  gave  the  doughy  touch  characteristic  of  pregnancy. 
Several  small  fibromata  were  felt  in  the  lower  portion  of  the  uterus, 
behind  the  symphysis,  and  in  the  cul-de-sac  of  Douglas.  The  ab- 
domen was  enlarged  by  a  tumor  reaching  nearly  to  the  ribs,  especially 
on  the  left  side.  My  first  impression  was  that  a  full-grown  child  was 
lying  transversely  in  the  uterus,  but  upon  more  careful  examination  I 
satisfied  myself  that  I  had  to  deal  with  a  large,  nodular,  fibromatous 
uterus.  There  was  no  colostrum  in  the  breasts,  and  no  foetal  heart- 
sounds  could  be  heard  upon  repeated  examinations  by  different  per- 
sons. Yesterday  for  the  first  and  only  time  I  could  notice  slight 
foetal  motion,  but  the  vaginal  palpation  was  so  characteristic  of  preg- 
nancy, and  the  statement  of  the  patient  as  to  the  cessation  of  men- 
struation seemed  so  truthful,  that  I  told  her  she  was  pregnant  and 
that  she  had  a  tumor  which  if  left  to  full  term  might  put  her  life  in 
great  danger.  I  advised  operation  for  the  removal  of  the  tumor,  if 
possible  with  preservation  of  the  uterus ;  if  that  was  not  possible,  re- 
moval of  the  uterus.  She  consented  to  the  operation,  which  I  did  this 
morning.  I  made  an  abdominal  section.  The  incision  extended  two 
inches  above  the  umbilicus.  I  rolled  the  uterus  out,  clamped  off  the 
broad  ligaments  on  either  side  and  then  separated  the  bladder  and  the 
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rectum  from  the  uterus.  Then  I  transfixed  the  uterus  in  the  region 
of  the  internal  os  by  a  needle,  passed  an  elastic  ligature  around  it 
and  cut  it  off  above  the  transfixation  needle.  I  then  sewed  the  pedicle 
to  the  lower  angle  of  the  abdominal  wound,  which  I  closed  with  silk- 
worm gut.  I  preferred  the  extraperitoneal  treatment  of  the  stump  to 
total  extirpation,  because  the  patient  had  a  very  narrow,  almost  vir- 
ginal, vagina  which  it  seemed  impossible  thoroughly  to  disinfect. 

You  see  here  two  large  fibromata,  of  the  size  of  two  fists,  imbedded 
in  the  fundus,  and  about  ten  smaller  ones,  ranging  between  the  size 
of  a  hazelnut  and  a  small  apple,  scattered  all  over  the  uterus.  I  think 
that  the  examination  of  the  uterus  shows  that  its  removal  was  indi- 
cated. Of  course  the  tumors  situated  in  the  fundus  might  not  have 
disturbed  gestation  or  caused  any  trouble  during  parturition ;  but  I 
think  these  fibroids  near  the  lower  segment  of  the  uterus,  behind 
the  symphysis,  might  have  interfered  during  parturition  with  the 
progress  of  the  child  through  the  pelvis  or  have  favored  rupture  of 
the  uterus.  But  there  is  another  point  which  I  did  not  mention  but 
which  really  prompted  me  to  resort  to  the  radical  procedure  of  hys- 
terectomy. I  did  not  know  how  long  these  fibroids  had  existed.  The 
patient  seemed  entirely  unaware  that  anything  was  wrong  with  her. 
She  had  never  suffered  any  irregularity  in  her  menstruation  nor  had 
she  noticed  an  enlargement  of  the  abdomen,  so  I  was  inclined  to 
think  the  tumors  were  "alive,"  having  a  tendency  to  grow.  This  be- 
ing taken  for  granted,  their  early  removal  became  imperative.  An- 
other reason  why  I  secured  the  stump  externally  was  that  the  patient 
had  tachycardia — that  is,  she  had  a  very  rapid  pulse  each  time  I  saw 
her — above  120  ;  there  was  nothing  to  be  found  to  explain  it.  I  there- 
fore considered  the  external  treatment  of  the  stump  preferable,  as  be- 
ing the  quicker  and  safer  method.* 

Abstract  of  a  paper  entitled : 

NOTE  ON  OLIGOHYDRAMNIOS 
By  W.  W.  Jaggard,  M.  D., 

Professor  of  Obstetrics,  Northwestern  University  Medical  School  (Chicago  Medical  Col- 
lege) ;  Obstetrician  to  Mercy,  Wesley,  and  Provident  Hospitals. 

The  author  defined  oligohydramnion  as  a  deficiency  of  the  liquor 
amnii  ;  the  term  covers  all  variations  in  quantity  of  liquor  amnii  from 


*  The  patient  died  on  the  fifth  day  of  sepsis. 
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one  thousand  grammes  (about  one  quart)  downward  to  a  few  grammes 
of  thick,  gelatinous  fluid. 

It  is,  as  compared  with  hydramnion,  a  rare  anomaly  ;  at  least  the 
number  of  recorded  cases  is  limited.  The  author  believes,  however, 
that  oligohydramnion  often  escapes  observation  and  still  oftener 
exact  description. 

Dr.  Jaggard  was  indebted  to  Dr.  A.  E.  Froom,  of  this  city,  for  the 
specimen  and  the  clinical  history  of  the  case.  It  was  to  be  regretted 
that  the  placenta,  membranes,  and  cord  were  not  critically  examined. 

"  i.  Observation.  History. — Multipara  ;  thirty-two  years  old  ; 
born  in  New  England  of  American  parents  ;  married ;  five  feet  eight 
inches  in  height,  one  hundred  and  forty  pounds  in  weight.  The  pa- 
tient was  a  capable,  intelligent  woman.  She  had  three  living  children, 
aged  respectively  thirteen,  ten  and  five  years  ;  no  miscarriages. 

"  During  the  first  half  of  this  her  fourth  pregnancy,  the  woman  was 
obliged  to  work  hard  in  attendance  upon  her  husband,  who  was  sick 
with  typhoid  fever.  During  this  period  the  cellar  of  her  house  was 
filled  with  water.  Dr.  Froom  first  saw  the  patient  at  seven  o'clock  in 
the  evening  of  February  15,  1893.  He  saw  the  woman  within  thirty 
minutes  after  pains  began  and  found  her  in  labor,  as  she  alleged,  at 
term.  The  uterine  tumor,  however,  was  notably  small.  The  cervix 
was  effaced  and  the  os  externum  dilated  to  the  size  of  a  dollar.  The 
child  presented  by  the  complete  breech  in  the  first  position  (S.  L.  A.). 
The  bag  of  waters  was  intact,  and  there  was  no  soiling  of  the  sheets 
or  of  the  woman's  nightgown  either  by  blood  or  any  other  fluid. 

"  Labor  progressed  normally  and  at  half-past  eight  o'clock  the  same 
evening  the  woman  gave  spontaneous  birth  to  the  subject  of  this  note. 
No  liquor  amnii  whatever  escaped  during  or  after  the  labor.  Dr. 
Froom  speaks  positively  on  this  point  and  he  was  in  a  position  to 
observe,  as  he  was  present  with  the  woman  very  soon  after  the  be- 
ginning of  labor  up  to  its  termination.  The  scanty  and  tough  amni- 
on was  folded  closely  around  the  body  and  required  incision  in  order 
to  permit  the  escape  of  the  foetus.  The  child  lived  one  hour  after 
birth.  It  was  covered  thickly  with  vernix  caseosa  and  a  thick,  viscid, 
gelatinous  substance.  The  placenta  separated  quickly  and  was  easily 
expelled  by  gentle  friction  of  the  fundus  uteri.  The  loss  of  blood 
during  the  labor  did  not  exceed  two  fluidounces.  The  placenta  and 
chorion,  on  examination,  showed  no  anomaly.  The  amnion,  sepa- 
rated from  the  chorion,  was  uncommonly  scanty  and  tough.  It  was 
intact,  except  for  the  cut  made  by  Dr.  Froom  to  release  the  child.  It 
contained  one  fluidounce  of  thick,  viscid,  gelatinous  substance,  like 
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that  which  covered  the  child's  body,  but  absolutely  not  a  drop  of 
liquor  amnii.    The  puerperium  was  normal. 

"  The  woman,  accustomed  to  observe  details,  alleged  that  no  un- 
usual discharge  from  the  vagina  occurred  at  any  time  during  her 
pregnancy  nor  during  the  brief  half -hour  that  elapsed  between  the 
beginning  of  her  labor  and  Dr.  Froom's  arrival. 

"  The  woman's  testimony  and  Dr.  Froom's  observation  constitute 
competent  evidence,  adequate  to  prove  that  no  liquor  amnii  escaped 
neither  during  pregnancy  nor  labor. 

The  following  report  by  Dr.  Hektoen  who  dissected  the  foetus 
was  then  read. 

u  Examination  of  Newborn  Male  Child,  February  18,  1893,  at  Request 

of  Dr.  Jaggard. 

"  External  Examination. — Weight  3,100  grammes,  length  fifty  centi- 
metres. Umbilicus  three  centimetres  below  center  of  body.  General 
external  signs  of  full  development  at  term,  except  there  is  no  anal  ori- 
fice whatsoever,  and  in  the  perineum  there  are  no  indications  point- 
ing to  an  anus  ;  the  scrotal  pouch  is  quite  large  but  does  not  con- 
tain any  testicles ;  the  penis  measures  seven  centimetres  from  triangu- 
lar ligament  to  end  of  foreskin,  which  is  three  centimetres  long  with- 
out being  put  on  stretch;  there  is  a  minute  orifice  at  end  of  foreskin, 
into  which  a  small  probe  can  be  inserted  and  passed  for  some  distance 
without  entering  the  urethra  proper;  the  glans  penis  can  not  be  made 
to  protrude  through  contracted  foreskin. 

"  The  lower  extremities  are  everted ;  motion  at  knee  is  proper,  but 
extremities  remain  completely  everted  on  account  of  some  change  in 
hip  joints,  which  can  be  made  out  definitely  externally,  although  the 
femoral  caputa  roll  around  freely  over  dorsal  surfaces  of  ilium.  The 
body  is  quite  well  nourished  and  well  preserved.  The  umbilical  cord 
is  ligated  six  centimetres  from  navel,  cut  squarely  across,  and  it  does 
not  show  any  signs  of  separation. 

"  Internal  Examination. — Incision  made  from  chin  to  pubes.  Ab- 
domen empty  as  to  fluid  ;  peritonaeum  smooth  and  shining  ;  pelvis 
occupied  by  white,  tumorlike  growth,  to  which  reference  will  be 
made  more  fully  later  on.  Diaphragm  reaches  the  third  left  and 
fourth  right  rib. 

"  Pleural  cavities  empty.  Lungs  collapsed,  lying  in  posterior  part 
of  cavities,  dark  red  externally.  Thymus  large,  divided  into  two  equal 
lateral  halves  which  are  united  above.  Underneath  the  skin,  above 
upper  end  of  the  sternum,  quite  a  clot  is  found  extending  in  the  me- 
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dian  line  upwards  of  three  centimetres  ;  there  are  also  extravasations 
along  the  course  of  the  large  vessels  in  the  left  side  of  the  neck.  The 
left  sterno-cleido-mastoid  muscle  is  completely  absent,  ivliilc  that  on  the 
right  side  is  well  developed. 

''The  pericardium  contains  eight  cubic  centimetres  of  clear  fluid  ; 
the  vessels  over  the  anterior  surface  of  the  heart  are  distended  with 
blood,  and  this  is  also  the  case  with  those  over  the  commencement  of 
the  aorta.  Along  the  distended  vessels  are  ecchymoses  in  consider- 
able number  ;  the  largest,  three  millimetres  in  diameter.  There  are 
ecchymoses  over  the  posterior  surface  of  the  pericardium  as  well. 

"  The  heart  weighs  eighteen  grammes.  The  wall  of  the  right  ven- 
tricle is  three  millimetres  in  thickness,  and  the  cavity  is  three  centi- 
metres in  depth  ;  the  left  ventricle  is  three  millimetres  in  thickness, 
and  the  cavity  is  3.5  centimetres  in  depth.  The  endocardium  is  nor- 
mal ;  myocardium  is  normal  ;  foramen  ovale  shows  oval  opening  one 
centimetre  in  longest  diameter. 

"Lungs  weigh  :  the  right  ten,  the  left  nine  grammes  ;  solid  ;  red  ; 
contain  no  air  ;  sink  in  water  ;  division  into  customary  lobes  only  in- 
complete. Thymus  weighs  seventeen  grammes.  Thyroid  weighs  four 
grammes. 

" 'Abdomen. — The  urinary  bladder  is  replaced  by  a  large  tumor  reach- 
ing to  the  umbilicus,  the  peritonaeum  being  continuous  over  it  on  all 
sides  ;  the  mass  is  irregularly  oval,  with  rounded  nodules  here  and 
there  ;  the  dimensions  are  10x5x5  centimetres  in  the  various  direc- 
tions ;  palpation  gives  impression  of  hollow  mass  with  thick,  unyield- 
ing walls,  and  incision  gives  vent  to  twenty-three  cubic  centimetres  of 
limpid,  colorless  fluid.  The  relations  of  this  mass  to  the  surrounding 
structures  are  the  following  : 

"  The  hypogastrics  run  as  follows  :  The  right  passes  in  front  of 
mass  to  its  usual  connection  with  internal  iliac  ;  it  is  large  and  shows 
no  changes  ;  the  left  is  much  shorter  and  much  smaller.  The  large  in- 
testine appears  to  terminate  at  the  upper  left-hand  corner.  The  right 
testicle,  lying  free  behind  the  peritonaeum,  is  connected  with  the  mass 
by  means  of  a  slender,  cordlike  structure  at  about  the  same  point ;  the 
left  testicle  is  connected  by  means  of  a  similar  cord  at  middle  of  left 
aspect,  it  lying  in  the  inguinal  canal.  The  right  kidney,  found  lying 
against  lumbar  part  of  spinal  column,  is  connected  with  the  mass  by 
a  fibrous  structure,  three  centimetres  long  and  about  two  millimetres 
in  diameter  at  its  thickest  point,  nearest  mass,  which  it  joins  between 
the  intestine  and  left  spermatic  cord  ;  the  left  kidney  can  not  be  found 
nor  can  the  left  ureter  be  discovered.    There  is  no  rectum.  Probe 
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passed  through  urethra  is  arrested  permanently  at  triangular  ligament. 
The  mass  on  removal  is  found  to  be  connected  with  the  urethra,  and 
on  incision  along  superior  margin  is  disclosed  a  large  cavity  lined  with 
membrane,  much  like  the  interior  of  a  hypertrophied  bladder,  with 
interlacing  trabeculae  and  small  sacculations,  corresponding  to  exter- 
nal noduies,  the  wall  over  which  is  quite  thin.  In  the  thickest  parts 
the  wall  is  four  or  five  millimetres  thick,  very  firm  and  quite  dense. 
In  the  region  of  the  insertion  of  the  ureter  and  cords,  as  well  as  the 
large  intestine,  are  three  openings,  one,  evidently  corresponding  to 
the  urethra,  leading  into  canal  along  which  probe  passes  to  same  ob- 
struction that  it  encounters  when  passed  from  the  free  end  of  the 
urethra  ;  a  second  opening  corresponds  to  the  ureter,  into  which  probe 
passes  readily  until  it  meets  with  obstruction  two  centimetres  from 
bladder  ;  third  opening  leads  into  a  blind  canal  about  two  centimetres 
long,  running  downward  in  wall  of  bladder  ;  arrangement  of  openings 
to  each  other  suggests  a  normal  trigone,  etc. ;  there  is  nothing  out  of 
the  way  about  orifices  except  the  one  leading  into  blind  canal,  which 
is  surmounted  by  little  fleshy  nodules.  There  is  no  opening  into  in- 
testine from  bladder. 

"  The  only  kidney  is  a  flattened,  triangular-shaped  bit  of  tissue, 
composed  of  thin-walled  cystic  spaces,  each  as  large  as  a  small  pea;  it 
weighs  2.5  grammes  ;  its  diameter  at  the  greatest  point  is  three  centi- 
metres. Ureter  departs  from  the  center  of  anterior  surface.  Two 
vessels  leave  it — one  passes  to  aorta,  one  to  vena  cava. 

"  Suprarenal  capsules  occupy  their  usual  places,  are  large  and 
massive,  weigh  each  5.5  grammes  and  have  a  circular,  flattened 
shape. 

"The  liver:  13  (left  6  +  right  7)  x  8  x  2.  Negative.  Gall  blad- 
der and  ducts  negative  also.  Spleen  5  x  2%  x  1  ;  weighs  7%;  is 
negative  on  cut  surface. 

"  Stomach  is  filled  with  glairy,  whitish,  viscid  mucus  ;  dense.  Small 
intestine  normal.  Caecum  lies  just  below  pyloric  end  of  stomach — 
i.  e.,  just  to  right  of  median  line — higher  up  than  usual ;  immediately 
below  it  intestine  becomes  dilated  and  filled  with  black,  semi-solid 
meconium  (if  intestine  is  cut  across,  meconium  remains  in  intestine ; 
does  not  run  out)  ;  distention  continuous  down  to  junction  of  intes- 
tine with  bladder  at  the  point  described  ;  probe  passed  in  can  dis- 
cover no  orifice  from  intestine  to  bladder.  Dilatation  of  intestine 
varies  much  from  place  to  place  ;  sometimes  large,  pendulous,  dis- 
tended loops  are  formed.  Aorta,  vena  cava  and  umbilical  vein  nega- 
tive.   Brain  and  spinal  cord  negative. 
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"  Center  of  ossification  in  lower  femoral  epiphyses  three  millimetres 
in  diameter. 

"  Both  hip  joints  show  the  following  :  Acetabular  cavities  too  small 
to  contain  the  heads  of  femurs  ;  ligamentum  tere  of  left  is  1.5  centi- 
metre long  and  is  ribbonlike/  three  millimetres  wide  and  very  thin." 

Dr.  Jaggard  then  emphasized  the  following  items  in  Dr.  Hektoen's 
report  : 

"  1.  An  enormously  hypertrophied  urinary  bladder,  containing 
twenty-three  centimetres  of  a  limpid,  colorless  fluid  ;  a  cystic  right 
kidney  ;  and  a  urethra  absolutely  obstructed  at  the  triangular  liga- 
ment. The  left  kidney  and  ureter  are  absent.  The  fluid  in  the  urin- 
ary bladder  unfortunately  was  not  examined  chemically. 

"  2.  Absence  of  the  rectum  and  imperforate  anus.  Rudolf  Frank's  * 
hypotheses  on  the  atresia  of  the  rectum  were  then  referred  to. 

"3.  Congenital  luxation  of  the  heads  of  both  femurs.  Typical 
talipes  vaftis  of  both  feet ;  that  is,  both  feet  are  extended  with  inver- 
sion and  rotation  of  the  anterior  parts. 

"  4.  Complete  absence  of  the  left  sterno-cleido-mastoid  muscle, 
while  the  right  is  well  developed." 

The  author  then  referred  to  and  quoted  at  length  a  number  of 
cases  reported  by  Lazarewitsch  (Lehrbuch  dcr  Geburtshiilfe,  1879,  Bd. 
ii,  p.  426,  Russian)  ;  Lomer  (Centralbl.  fiir  Gyn.,  1887,  No.  34)  ;  Claude 
(Oesicrreich.  med.  fahrb.,  Bd.  xx,  and  Schmidt's  Jahrb.,  Bd.  xxviii,  p. 
189)  ;  Lente  (Schmidt's  Jahrb.,  No.  171,  p.  47,  and  Anier.  Jour.  Med. 
Sciences,  cxli,  p.  125)  ;  Mekerttschiantz  (Ceniralbl.  fiir  Gyn.,  No.  51, 
1887)  ;  Linck  (Archiv  der  Gyn.,  Bd.  xxx,  Hft.  2)  ;  Peters  (Nederl. 
Tijdschr.  v.  Geneeskundc,  1890,  Deel  i,  No.  16,  and  Centralbl.  fiir  Gyn., 
No.  2,  p.  56,  1891)  ;  Reichel  {Centralbl.  fiir  Gyn.,  No.  7,  1887) ;  Giles, 
(Trans.  London  Obstet.  Soc,  vol.  xxxiv,  p.  129,  1892);  Strassmann 
(Zeitschrift  fiir  Geb.  u.  Gyn.,  Bd.  xxviii,  Hft.  1,  p.  181,  1894). 

"Scientific  and  Clinical  Import. —  1.  Oligohydramnion  in 
the  earliest  period  of  embryonal  development  implies  a  contracted 
amnion.  When  the  amnion  is  contracted  it  presses  the  surface  of  the 
foetus  and  profoundly  affects  its  development.  When  the  tail  cap  of 
the  amnion  is  contracted,  phocomelius,  symmelius,  and  sirenomelius 
are  produced  ;  cyclopus,  cyclocephalus,  trigonocephalus,  when  the 
head  cap  is  involved. 


*  Ueber die  angeboiene  Verschliessuug  des  Mastdarmes  und die  begleitenden  inneren 
ttnd  dusseren  angebornen  Fistelbildungen.    Wien,  Josef  Safar,  1892. 
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"  2.  At  a  later  time,  but  still  within  the  first  embryonal  months, 
oligohydramnion  is  the  chief  factor  in  the  determination  of  the  fceto- 
amniotic  bands  described  by  Simonart  and  others.  Gustav  Braun 
was  the  first  observer  to  refer  these  bands  to  anomalies  of  growth  and 
not  to  inflammation.  Braun  clearly  recognized  two  factors:  (i)  a 
relatively  rapid  growth  of  the  amnion,  leading  to  foldings  into  the 
cavity  of  the  ovum  and  (2)  a  deficiency  of  liquor  amnii,  permissive  of 
the  foldings  and  allowing  contact  and  union  with  the  surface  of  the 
foetus.  In  general,  two  groups  of  developmental  anomalies  are  caused 
by  fceto-amniotic  bands  and  adhesions:  (1)  fissure  formations  and 
(2)  strangulations.  Harelip,  cleft  palate,  hernia  of  the  umbilical 
cord,  cranioschisis,  rhachisschisis,  are  examples  of  fissure  formations. 
Spontaneous  amputation  of  one  or  all  of  the  upper  or  lower  extremi- 
ties is  an  example  of  the  highest  degree  of  strangulations. 

"  3.  When  the  liquor  amnii  is  deficient  at  a  still  later  period,  after 
relative  development  of  the  fcetal  body,  anomalies  from  pressure  of 
the  uterine  walls  occur.  Under  normal  conditions  the  foefus  is  cov- 
ered by  a  protective  layer  of  liquor  amnii  and  its  surface  is  every- 
where under  the  same  pressure — "general  intra-uterine  pressure." 
According  to  Schatz  this  pressure  is  very  low  in  the  pregnant  uterus. 
The  average  tension  is  only  five  millimetres  of  mercury.  If  this  pro- 
tective envelope  of  liquor  amnii  is  deficient  or  absent,  the  surface  of 
the  fcetal  body  comes  into  direct  contact  with  the  walls  of  the  uterus 
and  the  pressure  becomes  unequal.  At  the  same  time  portions  or  all 
of  the  fcetal  body  are  fixed  in  one  and  the  same  attitude  for  a  longer 
or  shorter  time.  This' fixation  affects  the  direction  and  degree  of 
growth  of  the  portions  immobilized.  In  this  way,  as  pointed  out  by 
Otto  Ktistner,  *  the  pressure  by  the  uterus  directly  deforms  the  foetus. 
The  feet  and  ankle  joints  offer  a  slight  resistance  to  this  deforming 
pressure,  as  compared  with  other  portions  of  the  fcetal  body,  and 
clubfoot  results.  Kiistner  has  shown  that  the  effect  of  oligohydram- 
nion in  the  determination  of  clubfoot  is  greater  than  is  generally 
believed  by  surgeons.  Out  of  150  cases  of  minimum  liquor  amnii,  he 
has  collected  13  (8.6  per  cent.)  infants,  otherwise  well  formed,  whose 
feet  showed  this  effect  of  uterine  pressure.  Deformities  of  the  hands 
from  pressure  occur,  but  they  are  less  common  than  clubfoot. 

"  4.  If  the  entire  body  is  compressed  the  force  is  transmitted  to  the 
spinal  column.  The  spinal  column,  however,  is  well  protected  by  its 
firm  structure  and  by  the  fact  that  an  increase  in  its  kyphotic  curva- 


*  Muller's  Handbuch  der  Geburtshiilfe,  Bd.  ii,  Heft  2,  1889. 
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ture  permits  the  force  to  be  dissipated.  If  the  pressure  be  applied 
laterally,  no  adequate  resistance  is  offered  and  the  foetus  remains 
fixed  in  a  lateral  flexion,  as  in  the  case  described  by  Fritsch. 

"  Other  regions  and  joints  may  be  affected.  The  fixed  attitude  of 
the  pelvic  extremity  in  my  case  indicates  that  the  foetus  was  immo- 
bilized in  this  posture  for  some  period  of  time.  The  same  pressure 
also  explains  the  luxation  of  the  femoral  heads  and,  without  violence 
to  the  theory,  I  am  of  the  opinion  that  it  can  be  invoked  to  explain, 
in  part  at  least,  both  the  atresia  ani  and  the  urethral  obstruction. 

"  5.  Strassmann's  two  cases,  already  quoted,  and  the  example  de- 
scribed in  this  note,  indicate  that  absence  or  destruction  of  the  foetal 
kidneys  and  oligohydramnion  are  not  accidental  coincidences.  I 
have  been  unable  to  find  reliable  accounts  in  other  recorded  cases 
either  of  the  state  of  the  kidneys  in  oligohydramnion  or  of  the  quan- 
tity of  liquor  amnii  in  cases  of  absent  or  defective  kidneys.  These 
three  cases,  however,  in  the  absence  of  evidence  to  the  contrary,  suf- 
fice to  establish  the  presumption  that  oligohydramnion,  later  in  preg- 
nancy when  the  foetal  body  is  relatively  well  developed,  is  caused  by 
absent  or  defective  foetal  kidneys  or  by  obstruction  to  the  flow  of 
urine  through  the  excretory  ducts.  The  hypertrophied  kidneys  in 
the  hydramnion  of  uni-ovular  twins,  the  highest  degree  of  excess  of 
liquor  amnii,  lends  probability  to  this  view. 

"  The  behavior  of  the  kidneys,  both  in  deficiency  and  in  excess 
of  liquor  amnii,  strongly  corroborates  Gusserow's  theory  that  nor- 
mally the  liquor  amnii  is  derived  in  a  large  degree  from  the  foetal 
kidneys." 

Discussion. 

Dr.  L.  E.  Frankenthal  (present  by  invitation) :  I  wish  to  thank 
Dr.  Jaggard  for  his  very  interesting  paper.  All  I  can  possibly  add  to 
what  he  has  said  is  to  cite  two  cases  which  I  have  noticed  in  recent 
literature.  They  may  aid  not  only  in  the  aetiology  of  oligohydram- 
nion but  also  in  establishing  the  source  of  the  amniotic  fluid.  One 
case  was  observed  in  the  clinic  of  Professor  Gusserow  and  the  other 
in  the  polyclinic  of  the  Royal  Charite  in  Berlin.  The  patient  sent 
to  Gusserow  was  a  primipara,  twenty  years  old,  who  gave  birth  to  an 
eight-months'  foetus.  The  midwife  stated  that  there  was  absolutely 
no  amniotic  fluid.  The  child  presented  the  typical  malformations 
described  by  Dr.  Jaggard — namely,  clubfoot  on  both  sides  ;  large  toe 
on  the  right  foot  was  abducted  at  right  angles  to  the  second  toe  ;  the 
penis  of  the  child  lay  in  this  angle  ;  the  left  foot  compressed  the  penis, 
which  was  bluish  black  in  color  and  cedematous.    I  would  like  espe- 
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cially  to  refer  to  the  post-mortem  examination,  which  showed  absence 
of  both  kidneys,  the  left  suprarenal  capsule  and  both  ureters.  Slight 
elevation  on  the  inner  surface  of  the  bladder  indicated  normal  loca- 
tion of  one  of  the  ureters.  In  place  of  the  other  ureter  was  simply  a 
canal.  The  placenta  was  not  sent  by  the  midwife  but  she  described 
it  as  consisting  of  small,  white,  glistening  elevations.  I  should  judge 
they  were  the  normal  cotyledons,  covered  by  the  gelatinous  mass  de- 
scribed by  Dr.  Jaggard  in  his  paper. 
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Abstract  of  a  paper  entitled 

CERTAIN  ERRONEOUS  PRINCIPLES  AND  METHODS 
IN  GYNECOLOGY. 

By  G.  Betton  Massey,  M.  D. 

Probably  the  most  fundamental  error  of  the  day  in  this  matter  is 
the  tacit  assumption  of  many  that  gynaecology  is  synonymous  with 
gynaecological  surgery.  I  have  possibly  dwelt  upon  this  before,  but 
it  is  none  the  less  true,  and  I  am  impelled  to  repeat  it,  and  drive  it 
home  into  our  inner  consciousness  by  reason  of  that  scientific  quality 
of  mind  as  well  as  of  matter,  inertia,  which  permits  us  to  change  habits 
of  thought  but  slowly  when  a  certain  impetus  has  been  gained  in  the 
wrong  direction.  This  assumption  that  the  diseases  of  women  are  the 
exclusive  domain  of  the  surgeon  had  its  bad  results  at  its  inception, 
but  was  at  that  time  by  no  means  so  freighted  with  dangerous  possi- 
bilities as  at  the  present,  when,  under  the  stimulus  of  a  reduced  mor- 
tality, due  to  the  slowly-perceived  duties  of  surgical  cleanliness,  the 
most  heroic  operations  are  daily  practiced  by  these  alleged  masters  of 
the  whole  art  of  curing  womanly  ills.  Gynaecology  should  be  under- 
stood as  embracing  the  whole  field  of  the  affections  commonly  found 
in  women,  particularly  those  likely  to  be  confounded  with  purely  local 
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faults,  such  as  disorders  of  the  nervous,  digestive,  and  eliminative 
systems. 

If  the  only  proper  course  to  pursue  in  pelvic  diseases  is  to  remove 
diseased  organs,  how  happens  it  that  this  principle  has  not  been  ap- 
plied to  other  portions  of  the  body?  Typhoid  fever,  dyspepsia,  and 
the  whole  list  of  organic  inflammations  are  clearly  due  to  local  dis- 
eased organs,  yet  we  do  not  hear  of  the  removal  of  these  structures 
being  either  proposed  or  practiced.  It  may  be  said,  of  course,  that 
the  preservation  of  life  would  be  impossible  should  the  organs  be 
removed  in  these  cases,  but  such  questions  of  expediency  do  not  have 
place  when  the  parts  affected  are  not  more  essential  to  life  than  the 
pelvic  organs,  yet  we  still  fail  to  hear  of  any  penis  being  removed  for 
gleet  or  stricture,  testis  for  mere  orchitis,  limbs  for  an  arthritis,  or  eyes 
for  a  keratitis.  It  is  even  considered  justifiable  to  remove  the  ovaries 
for  an  ecchymotic  extravasation  of  blood  into  the  broad  ligament  or 
surrounding  cavities  or  tissues,  when  it  is  well  known  that  a  much 
larger  hematoma  of  the  orbit,  a  black  eye,  will  get  well  in  a  few 
days. 

Even  if  it  were  the  practice  to  remove  organs  not  hopelessly  dis- 
eased in  other  departments  of  surgery,  it  would  still  be  proper  to  pro- 
test against  such  a  low  estimate  of  medical  responsibilities. 

A  great  majority  of  these  hasty  and  useless  amputations  of  pelvic 
organs  that  are  still  amenable  to  cure,  as  well  as  many  ultra-mechani- 
cal methods  in  minor  gynaecology,  arise  in  a  misconception  of  the 
nature  and  course  of  certain  affections  essentially  catarrhal  in  char- 
acter. The  advent  of  exact  knowledge  of  the  microbic  nature  of  these 
affections  proving  them  to  be  primarily  traceable  to  diseased  mucous 
membrane,  has  laid  to  rest  many  theories  of  pelvic  disease,  notably 
those  relating  to  displacements  and  obstruction,  yet,  sad  to  say,  these 
same  affections  are  still  treated  in  accordance  with  the  dead  theories. 

Intrenched  behind  an  old  belief  that  the  uterine  congestion  and 
engorgement  that  accompanies  displacements  of  the  uterus  were  sec- 
ondary to  the  displacement,  the  method  of  treatment  is  the  correction 
of  the  displacements  first  by  mechanical  means,  in  the  hope  that  a 
proper  position  and  easier  circulation  will  cure  the  case.  That  relief 
will  at  times  follow  this  procedure  is  unquestioned,  but  the  far  greater 
number  in  which  it  fails  to  either  reduce  the  hyperplasia  or  the  sub- 
jective symptoms  proves  that  the  reasoning  is  at  fault.  Modern  pa- 
thology points  clearly  to  microbic  agencies  as  the  initial  cause  of  the 
more  common  alterations  in  the  health  of  the  endometrium  and  con- 
secutive changes  within  the  parenchyma,  even  if  a  trauma,  such  as  a 
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laceration,  be  the  means  of  admitting  the  germs  to  a  foothold  within 
the  tissues.  Flexions  are  doubtless  due  to  local,  one-sided  atrophies 
of  the  uterine  muscular  tissue,  while  downward  and  backward  dis- 
placements are  the  conjoint  effect  of  hyperplasia,  tight  lacing,  and 
relaxation  or  injuries  to  the  pelvic  floor. 

The  most  important  conditions  present,  therefore,  are  histological 
alterations  within  the  tissues  of  the  uterus.  Great  relaxation  of  liga- 
ments, and  even  considerable  impairment  of  the  pelvic  floor,  may  exist 
without  material  alteration  of  the  situation  of  the  uterus,  and  without 
subjective  symptoms  of  any  kind. 

The  same  objections  lie  against  the  idea  that  a  healed  tear  of  the 
cervix  has  any  true  pathological  importance,  unless  the  laceration,  by 
virtue  of  its  extent,  interferes  with  pregnancy.  The  symptoms  attrib- 
uted to  the  tear  are  due  to  the  consequences  of  microbic  invasion  of 
the  uterus,  and  though  the  rest  and  hygienic  accompaniments  of  the 
operation  for  repair  at  times  favorably  affect  the  patient  for  a  while, 
there  is  rarely  any  improvement  noted  in  cases  suffering  from  symp- 
toms traceable  to  the  uterus.  The  cause  of  the  suffering  is  not  the 
hiatus  in  the  lips  of  the  uterus,  nor  the  much-maligned  scar-tissue  at 
the  apex,  but  lies  in  the  chronically-inflamed  uterus.  To  cure  the 
patient  we  must  cure  the  endometritis,  metritis,  or  hyperplasia,  as  well 
as  any  enfeeblement  of  the  nervous  system  consequent  upon  them. 
After  that  is  done  it  is  time  to  consider  the  wisdom  of  repairing  the 
tear,  if  it  is  a  bad  one.  If  hot  water,  glycerin  tampons,  and  iodine  to 
the  vault  have  failed,  the  patient  should  be  placed  on  mixed  galvanic 
and  faradic  treatment,  applied  within  the  cavity  of  the  uterus  by 
means  of  a  pliant  electrode  covered  with  moist  absorbent  cotton.  It 
is  extremely  rare  that  improvement  does  not  show  itself  immediately, 
as  the  contractile  effects  of  the  two  currents  are  efficiently  assisted  by 
the  microbicidal  and  decongestive  action  of  the  positive  pole  of  the 
galvanic  current. 

As  to  the  buckets  filled  with  ovaries  and  tubes  that  are  nightly 
paraded  in  our  societies,  words  fail  me.  The  disease  for  which  these 
organs  are  removed  exists  in  the  minds  of  the  operators  rather  than 
in  the  bodies  of  the  patients,  and  has  stained  the  last  quarter  of  the 
nineteenth  century  with  an  indelible  blot  on  the  fame  of  medical  prac- 
tice. I  leave  the  discussion  of  this  woeful  epidemic  to  posterity,  and 
will  merely  remark  that  the  catarrhal  and  inflammatory  affections  of 
the  tubes  and  ovaries  for  which  these  organs  are  thus  amputated  are 
generally  amenable  to  curative  influences  patiently  prosecuted,  chief 
of  which  is  the  direct  application  of  the  galvanic  current  to  the  uterus, 
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or  the  indirect  application  of  the  same,  and  the  faradic  current  to  the 
ovary  itself. 

But  a  more  easily  applied  remedy  lies  in  the  prevention  of  tubal 
and  ovarian  disease  by  a  recognition  that  they  are  simply  extensions 
upward  of  microbic  infections  of  the  uterus.  In  the  early  cure  of  vir- 
ginal endometritis,  subinvolution,  and  gonorrhoeal  invasions  by  intra- 
uterine galvanic  applications,  associated  with  proper  hygienic  meas- 
ures, we  may  stamp  out  the  disease  as  a  conspicuous  factor  in  modern 
life,  even  though  hampered  as  we  are  with  the  catarrh-breeding  en- 
vironment of  American  climate  and  habits. 

Closely  allied  to  this  question  is  that  of  painful  menstruation,  for 
which  I  have  suggested  the  term  menorrhalgia  as  preferable  to  dys- 
menorrhcea.  To  the  minds  of  careful  investigators  the  old  theory 
that  this  symptom  was  due  to  a  mimic  labor  with  an  obstructed  outlet 
has  been  completely  disproved.  Spasmodic  contractions  of  the  cir- 
cular muscular  fibers  of  the  internal  os  may  be  produced  by  the  irri- 
tation of  a  sound,  but  it  is  by  no  means  proved  that  these  fibers  are 
contracted  at  the  time  of  flow  ;  a  case  of  my  own,  in  which  I  inserted 
the  sound  during  an  attack  of  pain,  tends  to  prove  the  contrary,  for 
an  internal  os  that  admitted  the  sound  with  difficulty  at  other  times 
was  quite  patulous  during  the  pain.  A  rational  review  of  this  ques- 
tion is  convincing  that  menstrual  pain  is  either  due  to  ovarian  or 
nervous  erethism,  the  actual  attack  being  a  neuromuscular  storm  in 
a  series  of  organs  imperfectly  prepared  to  functionate,  the  exciting 
cause  being  often  a  catarrhal  endometritis,  though  by  no  means 
always.  For  a  disease  of  such  varied  relationships  and  bearings  it  is 
manifestly  improper  to  practice  the  routine  method  of  dilatation, 
which  is  irrational,  rarely  of  permanent  benefit,  harsh,  and  often  pro- 
ductive of  dangerous  results.  The  causation  and  pathology  teach  the 
need  of  therapeutic  measures  to  improve  the  general  health  and  nerve 
tone,  and  to  combat  the  local  congestions  and  catarrhs,  if  such  exist. 

A  different  reason  applies  to  any  opposition  I  may  express  to 
operations  for  the  removal  of  fibroid  tumors  of  the  uterus.  These 
growths  are  distinct  deformities  of  the  uterus,  and,  when  large,  are 
deformities  of  the  person.  Surgical  operations  for  their  removal  are 
therefore  proper  enough,  and  the  question  becomes  one  of  expediency 
only. 

It  has  been  amply  demonstrated  that  all  small  fibroids,  and  solid 
and  interstitial  varieties  of  large  ones,  are  amenable  to  arrest  and  ret- 
rogression by  the  use  of  the  Apostoli  method  of  electrical  treatment. 
The  claims  of  this  method  in  preference  to  the  knife  are  of  very  great 
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importance,  particularly  when  the  large  mortality  of  the  operation  is 
contrasted  with  the  slight  mortality  of  the  tumors  left  to  themselves, 
and  when  it  is  remembered  that  a  successful  hysterectomy  renders  the 
patient  sexless,  and  leads  so  often  to  a  troublesome  hernia. 

The  highest  aim  of  the  gynaecologist  should  be  the  restoration  of 
function,  yet  how  seldom  do  we  hear  of  this,  in  its  broadest  sense, 
being  an  ever-present  consideration  with  the  operator  in  gynaecology 
as  it  is  practiced.  The  cure  of  sterility,  it  is  true,  is  frequently  aimed 
at,  but  a  reader  of  our  most  recent  works  on  the  diseases  of  women 
will  make  wondrous  excursions  into  the  realms  of  antiseptic  surgery 
and  abdominal  section,  will  read  of  gross  diseases  and  endless  ampu- 
tations as  remedies,  but  will  probably  see  no  mention  whatever  of  the 
analogous  conditions  and  weaknesses  peculiar  to  their  sex,  which 
surely  women  suffer  from  as  well  as  men.  The  gynaecologist  knows 
much  of  intestinal  anastomosis  and  cholecystectomy,  but  nothing  of 
matronal  impotences.  It  is  like  the  play  of  Hamlet  without  Hamlet. 
In  these  neglected  fields  lie  some  of  the  remote  causes  of  pelvic  dis- 
ease, and  many  of  the  more  trifling  complaints  which  mar  the  conjugal 
and  social  life  of  women. 

Discussion. 

Dr.  Joseph  Price  :  This  paper  should  not  go  without  a  word  of 
comment  from  the  society.  In  alluding  to  the  history  of  gynaecology 
it  would  be  well  to  remember  a  few  of  the  facts  :  for  instance,  the 
labors  of  McDowell,  William  Baynham,  the  Atlees,  Clay,  Baker,  Brown, 
and  other  pioneers — their  labors  and  heroism  in  making  possible  our 
wonderful  work.  Again,  we  should  remember  Sims  and  his  wonderful 
work,  the  character  of  the  patients,  and  the  troubles  incident  to  par- 
turition which  he  labored  to  cure.  It  was  at  the  thirtieth  operation 
without  anaesthesia  that  he  cured  his  first  patient,  notwithstanding  his 
colleagues  all  deserted  him.  It  is  interesting  to  reflect  on  the  courage 
of  just  such  men,  and  it  is  fortunate  for  suffering  women  that  many 
such  men  still  live.  At  present  it  is  difficult  to  understand  how  an 
intelligent  practitioner  in  the  midst  cf  an  educational  center  like  Phil- 
adelphia, with  the  opportunity  to  see  the  work  of  his  colleagues  in 
Philadelphia,  could  offer  such  criticisms,  or  to  live  so  far  from  Egypt 
and  the  Pyramids  and  continue  to  plow  his  ground  with  crooked 
sticks.  Criticism  and  comment  of  this  character  are  harmful,  and  I 
speak  of  this  point  because  such  so-called  conservative  papers  increase 
the  mortality  of  every  operator,  and  favor  delays  and  procrastination 
that  would  not  be  practiced  but  for  such  articles.    It  is,  perhaps,  the 
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very  last  three  sections  that  I  have  done  that  make  me  speak  in  this 
way.  To-morrow  I  have  an  operation  to  do  on  a  woman  whom  I  can 
hold  on  my  extended  hand.  Her  pulse  is  scarcely  perceptible.  She 
has  suffered  for  six  years,  and  at  the  eleventh  hour  she  asks  for  relief. 
This  is  all  due  to  so-called  conservative  utterances  and  papers.  When 
I  discuss  such  papers  it  is  simply  to  lower  my  own  morality,  and  to 
save  the  mortality  of  others  and  the  lives  of  patients.  I  see  large 
numbers  of  patients,  feeble,  ill,  and  dying,  too  far  gone  for  surgery. 
We  had  a  few  weeks  ago  a  conservative  paper  which  will  cost  five  hun- 
dred women  in  America  their  lives  during  the  coming  year. 

As  bearing  on  the  character  of  troubles  cured  by  palliative  meas- 
ures, I  shall  simply  show  a  pair  of  pus  tubes  twelve  inches  long  and 
an  inch  in  diameter.  We  are  asked  to  consider  the  propriety  of  the 
removal  of  such  venomous  pus  conduits  killing  hundreds  of  our 
women.  I  scarcely  think  that  there  is  an  operator  present  who,  if 
asked  to  give  up  either  hysterectomy  for  fibroids  or  the  removal  of 
pus  tubes,  would  not  give  up  hysterectomy.  With  a  fibroid  the  patient 
can  linger  along,  living  in  misery,  but  with  pus  tubes  there  is  only  one 
termination.  They  about  all  die  from  secondary  infection  of  other 
organs  with  numerous  sinuses.  They  rarely  get  well  by  resolution  or 
absorption.  If  Dr.  Massey  refers  to  operations  for  backache,  globus 
hystericus,  clavus,  etc.,  we  are  not  talking  about  that  class  of  cases, 
nor  do  we  think  about  them.  All  these  operations  are  now  done  for 
actual  and  demonstrable  disease. 

With  regard  to  laceration  of  the  cervix.  Emmett  has  called  a  halt 
in  this  operation  himself.  He  states  clearly  that  it  was  overdone  ; 
but  the  operation  has  a  place,  and  it  is  still  practiced  by  gynaecologists, 
and  with  benefit.  Many  cases  are  recorded  in  which  the  nervous 
phenomena  have  been  clearly  traceable  to  the  laceration  and  scar- 
tissue.  Sutton  records  a  case  of  epilepsy  due  to  the  presence  of  scar- 
tissue,  and  after  excluding  everything  else  he  removed  the  scar-tissue, 
and  cured  the  patient.  A  number  of  these  cases  have  been  reported 
by  reliable  operators.  I  cite  these  cases  to  demonstrate  that  these 
men  are  really  clinicians— they  guess  at  nothing.  Take  the  case  of 
Dr.  Neill,  at  Tacony,  who  told  me  that  in  his  case  he  could  put  his 
finger  on  a  certain  point  of  the  lacerated  cervix  and  cause  a  fit.  I 
demonstrated  this  at  my  own  examination.  Even  under  profound 
anaesthesia  when  I  planted  the  tenaculum  in  this  piece  of  scar-tissue 
she  had  a  convulsion.  All  the  scar-tissue  was  removed,  and  the 
woman  has  not  had  a  fit  since.  Every  woman  with  a  little  notch  in 
the  cervix  does  not  need  an  operation.    I  might  refer  to  the  work  of 
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men  in  other  departments,  as,  for  instance,  the  rhinologist.  He  finds 
a  little  diseased  point  in  the  nose  and  removes  it,  with  the  cure  of  the 
patient.  This  is  so  in  the  practice  of  all  specialties — diseased  organs 
are  removed — gynaecology  is  not  an  exception  ;  nor  are  needless  mu- 
tilation practiced  by  diagnosticians  or  good  clinicians.  The  general 
or  country  practitioner  reasons  by  exclusion,  and  about  always  makes 
a  diagnosis. 

Dr.  G.  Betton  Massey  :  In  my  remarks,  I  was  not  alluding  to 
globus  hystericus  and  clavus,  but  to  distinct  local  disease  in  the  pelvis. 
I  was  alluding  to  such  diseased  conditions  as  were  present  in  a  young 
lady  who  was  in  my  office  a  few  days  ago.  Five  years  ago  she  had 
been  advised  to  have  her  ovaries  out.  Nothing  was  done,  and  she 
got  well  in  the  course  of  a  month  or  so.  That  case  is  enough  in  it- 
self, particularly  in  view  of  the  fact  that  no  treatment  was  given.  As 
to  six  inches  of  pus-secreting  surface  in  the  pelvis,  I  admit  that  that 
is  a  bad  thing,  and  it  is  more  than  probable  that  removal  is  the  best 
thing  for  such  tubes.  I  submit  that  a  better  treatment,  if  possible, 
would  be  to  cure  the  affection  without  removal.  We  have  a  great 
deal  more  than  six  inches  of  suppurating  surface  in  typhoid  fever. 
We  probably  have  six  feet,  but  we  do  not  cure  that  by  removal.  I  do 
not  say  that  this  is  possible,  but  it  is  a  thing  to  aim  at. 

Abstract  of  a  paper  entitled 
CONSERVATIVE    SURGERY    ON   THE   UTERINE  AP- 
PENDAGES. 

By  J.  M.  Baldy,  M.  D. 

The  whole  subject  may  be  considered  from  two  standpoints — the 
Fallopian  tubes  and  the  ovaries. 

The  Tubes. — The  broad  proposition  may,  I  think,  safely  be  laid 
down  that  a  Fallopian  tube  whose  fimbriated  end  has  been  destroyed, 
and  whose  canal  has  been  consequently  sealed  up,  is  useless  for  fur- 
ther good  to  that  woman,  with  but  rare  exceptions.  These  exceptions 
will  exist  in  cases  of  hydrosalpinx,  and  an  effort  to  render  such  tubes 
patulous  will  only  be  justifiable  in  those  rare  cases  in  which  both 
tubes  are  diseased,  in  which  the  tubal  distention  is  not  great  and  in 
which  there  are  special  reasons  why  the  patient  should  desire  future 
impregnation.  It  will  be  readily  seen  that  as  regards  the  tubes  only 
the  question  of  future  pregnancy  need  be  considered,  future  ovulation 
and  menstruation  do  not  enter  into  the  consideration,  as  from  this 
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standpoint  the  ovaries  alone  are  concerned.  These  statements  are 
based  on  the  belief  that  the  attempt  to  secure  a  patulous  canal  in  an 
occluded  tube  is  dangerous  to  the  patient's  future  health  as  well  as  to 
her  life,  and  that  the  chances  of  the  effort  proving  a  failure  are  far 
greater  than  those  of  success. 

The  attempt  should  be  made  in  cases  of  hydrosalpinx  alone  for 
the  reason  that  the  normal  caliber  of  the  Fallopian  tube  is  only  suffi- 
ciently large  to  allow  of  the  passage  of  a  bristle.  To  give  a  fair 
chance  for  the  canal  to  remain  patulous  after  a  part  of  the  tube  has 
been  resected  or  an  opening  has  been  made  into  its  canal  through  the 
tubal  wall  at  any  point,  the  mucous  membrane  lining  the  tube  and 
the  serous  membrane  covering  it  must  be  joined  together  by  sutures 
over  the  cut  edges,  otherwise  the  opening  is  almost  sure  to  become 
closed  in  a  few  hours  by  the  lymph  thrown  out  from  the  cut  surfaces, 
to  say  nothing  of  that  from  the  peritonaeum  itself.  How  impossible  of 
accomplishment  the  joining  of  these  two  membranes  would  be  in  the 
case  of  a  tube  without  a  distended  canal,  especially  in  the  presence  of 
thickened  inflammatory  walls,  is  at  once  apparent  to  any  one  with 
practical  experience  in  handling  these  parts  ;  how  difficult  even  in  the 
presence  of  a  dilated  canal,  can  be  readily  appreciated.  Should  the 
canal  be  distended  with  pus  or  blood  (haematosalpinx),  who  would 
care  to  break  down  the  barriers  Nature  in  her  wisdom  had  imposed, 
in  the  shape  of  adhesions,  and  allow  of  free  access  to  the  peritoneal 
cavity  of  the  sepsis  which  was  originally  the  cause  of  all  the  trouble  ? 
How  many  cases  so  treated,  think  you,  would  not  progress  to  a  worse 
condition,  or  even  to  death  ?  Such  statements  are  not  mere  supposi- 
tion, but  are  accomplished  facts  in  the  hands  of  such  a  careful  ob- 
server and  experimenter  as  Polk. 

In  his  table  of  fifty  cases,  reported  May  6,  1891,  to  the  American 
Medical  Association,  in  Class  A  are  to  be  found  two  deaths  following 
an  effort  on  his  part  to  keep  the  tube  patulous  after  either  resecting 
it  or  splitting  up  its  canal.  Ten  patients,  then  operated  upon  by 
Polk,  yield  two  deaths,  or  a  mortality  of  twenty  per  cent.  It  must  be 
borne  in  mind  that  these  operations  are  done  in  a  class  of  patients  in 
whom  an  almost  nil  mortality  would  be  obtained  had  the  appendages 
been  completely  removed,  they  being  the  simplest  of  the  class  due  to 
pelvic  inflammation.  Does  this  not  amply  justify  the  statement  that 
the  effort  to  render  a  closed  tube  patulous  is  dangerous  to  the  life  of 
the  patient  ? 

Case  I. — Class  F,  of  this  same  table,  records  a  patient  from  whose 
ovary  he  enucleated  a  small  ovarian  cyst,  closing  the  edges  of  the 
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wound  with  silk  sutures,  the  result  of  the  irritation  being  such  exten- 
sive disease  of  the  Fallopian  tubes  as  to  subsequently  require  com- 
plete removal. 

In  Case  I,  Class  A,  the  ends  of  the  tubes  were  soon  covered  with 
granulation-tissue,  and,  in  consequence,  speedily  closed,  producing 
hematosalpinx,  and,  finally,  necessitating  the  removal  of  the  append- 
ages. In  this  table  of  ten  cases  there  is  no  proof  offered  that  even  a 
single  tube  remained  patulous.  As  a  matter  of  fact,  in  all  the  cases 
in  which  there  was  a  subsequent  opportunity  to  examine  the  seat  of 
the  operation,  the  tubes  were  closed  and  greater  disease  existed  than 
primarily.  It  is  only  fair  to  state  that,  in  a  later  report  of  twenty- 
eight  other  patients  operated  upon  on  these  same  principles,  there 
occurs  one  in  whom  subsequent  pregnancy  developed  after  the  re- 
moval of  one  tube  and  the  resection  of  the  second.  In  view  of  the 
chances  and  the  facts  as  found  in  actual  experience,  this  case  must  be 
looked  upon  as  unique  if  not  accidental. 

The  Ovaries. — No  matter  what  may  be  the  fate  of  the  tubes,  not 
only  should  all  sound  ovaries  be  left,  but  every  effort  should  be  made 
to  preserve  to  the  woman  as  much  sound  ovarian  tissue  as  possible. 
Ovarian  cysts,  if  of  such  size  and  condition  as  to  leave  the  possibility 
of  saving  a  part  of  the  ovary,  should  be  resected,  but  when  operators 
speak  of  small  cysts  scattered  over  the  surface  of  the  ovary,  and  ad- 
vise resection  and  puncture,  I  am  forced  to  dissent.  Such  ovaries 
are,  in  fact,  perfectly  normal,  and  are  not  amenable  to  surgical  treat- 
ment of  any  kind.  The  condition  is  merely  a  distention  of  some  cf 
the  Graafian  follicles,  which  exist  almost,  if  not  universally,  and  which 
give  rise  to  no  symptom  whatever.  So  again  with  hsematomata  of  the 
ovaries.  I  am  extremely  skeptical  as  to  the  amount  of  suffering  such 
a  condition  usually  produces,  when  small  and  uncomplicated.  With 
the  abdomen  open  I  would  finish  the  operation,  either  by  removal  of 
the  offending  ovary  or  ovaries,  or  by  a  resection  of  the  cyst  as  the 
opportunity  offered  ;  but  did  I  know  the  true  condition  prior  to  oper- 
ation, I  should  hesitate  long  before  acting  surgically  in  those  of  small 
or  moderate  size.  That  many  of  these  blood  cysts  are  simple  haemor- 
rhages into  Graafian  follicles  is  plainly  evident,  and  many,  if  not  most 
of  them,  would  be  duly  taken  care  of  by  Nature,  especially  when 
small,  I  am  convinced.  At  any  rate,  because  a  woman  has  a  back- 
ache, and  pain  in  the  ovarian  region,  and  a  tender  pelvis  on  manual 
examination,  it  is  not  conclusive  evidence  that  the  ovaries  are  the 
cause  of  the  trouble,  because  they  contain  hydrops  folliculi,  or  small 
hsematomata.    It  must  be  borne  in  mind  that  we  are  considering  a 
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class  of  cases  in  which  it  is  extremely  dubious  whether  or  not  disease 
actually  exists,  and  there  is  more  room  for  conservatism  in  the  direc- 
tion of  no  surgery  than  in  a  modified  surgery.  And  is  it  not  a  fact 
that  the  vast  majority  of  these  patients  who  have  been  experimented 
upon  in  this  line  of  surgery  are  drawn  from  that  class  of  women  who 
are  harassed  and  dragged  down  by  their  methods  of  life  and  troubles  ? 
and  think  you  that  they  would  not  most,  if  not  all,  of  them  be  relieved 
and  cured  to  just  the  same  extent  as  they  are  by  this  so-called  con- 
servative surgery,  if  they  had  the  same  rest,  care,  food,  freedom  from 
anxiety,  home-worries,  etc.,  minus  the  surgery  ?  This  proposition  is 
fully  substantiated  by  the  statement  of  Polk  that  forty-eight  of  his 
patients,  out  of  a  total  of  fifty,  were  patients  in  Bellevue  Hospital, 
one  in  St.  Luke's  Hospital,  and  one  in  her  own  home. 

In  cases  of  prolapsed  and  tender  ovaries  an  effort  can  always  be 
made  to  cure  the  case,  and  very  frequently  with  success,  by  stitching 
the  ovarian  ligaments  to  the  upper  surface  of  the  broad  ligament  be- 
tween the  Fallopian  tube  and  pelvic  wall.  It  may  be  advisable  to 
remove  an  ovary,  but  for  simple  prolapse  both  ovaries  should  never 
be  removed. 

Adhesions  in  themselves  are  never  an  indication  for  removal  of 
either  the  Fallopian  tube  or  the  ovary.  In  some  instances,  after  the 
parts  are  dissected  loose  and  examined,  the  tube  is  found  healthy  and 
patulous,  and  the  ovary  in  good  condition.  With  hysterorrhaphy  (in 
the  case  of  a  retro-displacement)  and  other  methods  at  our  disposal, 
the  sacrifice  of  such  parts  without  an  effort  to  save  them  is  scarcely 
justifiable. 

Except  in  the  case  of  sound  ovarian  tissue  left  for  the  sake  of 
maintaining  ovulation  and  menstruation,  and  the  female  character- 
istics which  accompany  the  performance  of  these  functions,  less  preg- 
nancy, the  field  for  genuine  conservatism  in  these  directions  is  not 
nearly  as  extensive  as  some  would  have  us  believe.  On  the  other 
hand,  the  field  for  less  surgery  in  the  imaginary  cases  is  exceedingly 
large. 

My  own  experience  in  so-called  conservatism  has  been  unfortu- 
nate as  compared  with  what  is  reported  by  others.  In  picking  my 
cases  for  the  experiments  care  has  been  observed  to  choose  only  such 
as  had  actual  disease.  Under  these  circumstances  it  can  not  be  won- 
dered at  that  I  am  not  an  enthusiast  in  this  matter.  A  careful  perusal 
of  the  cases  will  give  a  practical  illustration  of  many  of  the  points 
raised  throughout  this  paper. 

The  patients  in  all  number  twelve.    Three  of  them  are  known  to 
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have  been  forced  to  have  subsequent  operations,  and  the  other  nine 
have  remained  unrelieved,  six  of  the  nine  coming  under  observation 
from  time  to  time,  suffering  continually,  treated  continually,  and  all  of 
them  needing,  and  will  eventually  have,  a  second  operation.  Two  of 
the  six  have  passed  into  the  hands  of  other  physicians  in  neighboring 
cities. 

Case  I. — A.  A.  Double  ovarian  hsematomala  the  size  of  a  small 
English  walnut.    Blood-clots  removed  from  both  ovaries.    No  relief. 

Case  II. — A.  L.  H.  Double  adherent  salpingitis.  Adhesions 
freed.  Ovaries  enlarged,  but  not  otherwise  abnormal  macroscopic- 
ally.  Fallopian  tubes  contained  no  fluid,  but  had  thickened,  inflam- 
matory walls.  Canal  patulous.  Adhesions  freed.  Appendages, 
which  were  prolapsed,  brought  into  normal  position  ;  free  irrigation. 
No  relief.    Patient  anxious  for  second  operation. 

Case  III. — M.  M.  Double  adherent  salpingitis  and  cystic  ovaries. 
Appendages  freed,  tubes  thickened,  but  patulous.  Cysts  in  ovaries 
emptied.    Irrigation.    No  relief. 

Case  IV. — M.  D.  Double  chronic  salpingitis  and  ovaritis.  Both 
husband  and  wife  insisted,  prior  to  operation,  that  unless  pus  was 
found  nothing  was  to  be  removed.  Adhesions  freed,  prolapsed  ap- 
pendages brought  into  proper  position.  Cysts  in  ovaries  emptied. 
No  relief.  Six  months  or  more  later  laparotomy.  Appendages  free 
and  in  good  position.  Complete  removal  of  appendages  and  uterus. 
Cure  complete. 

Case  V. — L.  H.  V.  Hydrops  folliculi  in  one  ovary  emptied. 
Small  cyst  size  of  English  walnut  resected  from  second  ovary.  No 
relief. 

Case  VI. — M.  A.  Double  adherent  salpingitis  and  ovaritis.  Ad- 
hesions freed.  Fimbriated  end  of  tubes  partly  patulous,  and  walls 
soft,  but  greatly  congested.  Ovaries  macroscopically  healthy.  Irri- 
gation. No  relief.  Subsequent  laparotomy  disclosed  adhesions  worse 
than  ever  ;  both  tubes  closed  with  hard  wabs,  thickened  with  inflam- 
matory exudates.    Both  appendages  removed.  Cured. 

Case  VII. — C.  T.  Omentum  adherent  to  abdominal  wall.  Ova- 
ries and  tubes  adherent.  Adhesions  released.  Cysts  in  ovaries  rup- 
tured.   Irrigation  ;  drainage.    No  relief. 

Case  VIII. — L.  R.  Chronic  adherent  salpingitis  ;  small  cysts 
scattered  over  one  ovary.  Adhesions  released.  One  tube  and  ovary 
removed.  Tube  on  side  of  cystic  ovary  patulous.  Cyst  in  ovary 
emptied.    Irrigation.    No  relief. 

Case  IX. — R.  G.    Right  tube  and  ovary  deeply  congested  and  en- 
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larged.  Left  tube  contained  hematoma.  Blood  cyst  resected.  Irri- 
gation ;  drainage.    No  relief. 

Case  X. — Prolapsed  adherent  ovaries  and  tubes  freed.  Tubes 
patulous,  but  diseased.  Appendages  placed  in  normal  position.  Irri- 
gation ;  drainage.  No  relief.  Subsequent  laparotomy,  months  later, 
disclosed  both  tubal  openings  closed,  both  tubes  enlarged,  hard,  and 
infiltrated  with  inflammatory  products.  Both  appendages  adherent 
at  a  higher  level  than  formerly.    Both  removed.  Cured. 

Case  XI. — H.  H.  Prolapsed  enlarged  adherent  ovaries  and 
tubes.  Ovaries  contained  hcematomata.  Blood-cysts  emptied  ;  ad- 
hesions freed.    Irrigation  ;  drainage.    No  relief. 

Case  XII. — Small  hagmatoma  of  one  ovary,  small  cyst  of  the  other. 
Tubes  healthy.  No  adhesions.  Both  cysts  emptied.  No  relief. 
Examination  months  later  disclosed  adherent  tender  masses  on  both 
sides  of  uterus.    Diagnosis  :  Double  pelvic  inflammatory  disease. 

From  a  careful  study  extending  over  some  years,  certain  general 
propositions  may  not  be  out  of  place. 

(1)  The  vast  majority  of  Fallopian  tubes,  whose  canals  have  been 
closed  by  pelvic  inflammations,  are  useless  for  all  time. 

(2)  There  is  no  way  in  which  we  can  with  certainty  distinguish 
cases  in  which  the  tube  might  again  be  rendered  patulous,  while  in- 
finite harm  may  be  done  by  experimenting. 

(3)  It  is  always  well  to  save  healthy  ovarian  tissue  for  the  sake  of 
the  continuance  of  menstruation  and  ovulation  where  this  can  safely 
be  accomplished. 

(4)  Uncomplicated  small  haematomata  and  hydrops  folliculi  do 
not,  as  a  rule,  give  rise  to  distressing  symptoms. 

(5)  It  is  extremely  probable  that  in  the  vast  majority  of  uncom- 
plicated ovarian  diseases  upon  which  so-called  conservative  surgery 
has  been  used,  the  relief  of  symptoms  has  arisen  not  from  the  surgery, 
but  from  the  enforced  rest  in  bed,  proper  feeding,  nursing,  and  re- 
moval from  care  and  worry ;  the  disease  being  general  and  not 
local. 

(6)  Adhesions  or  prolapse  do  not  necessarily  necessitate  removal 
of  the  uterine  appendages. 

PRESENTATION  OF  SPECIMENS. 

By  Dr.  Joseph  Price. 

Mrs.  W.,  aged  thirty-one.  Married.  No  children.  Never  preg- 
nant.   No  history  of  uterine  or  ovarian  disease  ;  living  the  life  of  an 
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active  housekeeper.  No  soreness  or  pain  upon  locomotion  or  pres- 
sure up  to  a  period  of  ten  days  antedating  the  operation. 

She  experienced  some  discomfort,  and  consulted  her  physician  in 
regard  to  slight  pelvic  discomfort  and  failing  general  health. 

Section  February  26,  1894.  Omentum  adherent  to  uterus  and 
suppurating  tubes.  Small  bowel  adherent  to  pus  accumulations. 
Omental  and  small-bowel  adhesions  freed.  Huge  pus  tubes  enu- 
cleated. 

Ovaries  also  firmly  adherent.  Sigmoid  firmly  fixed  to  uterus  and 
right  pus  tube. 

A  sloughing,  disorganized  point,  about  the  size  of  a  silver  quarter, 
strongly  adherent  to  a  perforated  point  of  tube.  The  sloughing,  per- 
forated bowel  was  carefully  scraped  with  a  knife,  ragged  margins 
trimmed  with  scissors  and  sutured. 

Irrigation  and  glass  drain.  The  absolute  freedom  from  pain  and 
recurring  attacks  of  pelvic  peritonitis  are  interesting  in  the  history 
of  this  case.  They  are  commonly  so  prominent  in  the  natural  history 
of  such  cases  that  we  are  surprised  at  so  much  virulent  trouble  with- 
out symptoms. 

The  extent  of  suppuration  in  this  particular  case  is  not  uncom- 
mon. We  have  fully  twelve  inches  of  pus  accumulation.  At  points 
the  tubes  were  at  least  one  inch  in  diameter. 

Operators  contending  with  large  numbers  of  pus  cases  are  con- 
stantly reminded  of  the  importance  of  thorough  and  complete  removal 
of  all  forms  of  puriform  pelvic  disease. 

In  just  such  cases  the  removal  of  the  uterus  has  been  recom- 
mended. I  have  given  this  subject  almost  daily  reflection  at  the 
operating  table,  and  failed  to  see  the  wisdom  of  such  surgery  ;  the 
uterus  has  long  since  ceased  to  have  anything-  to  do  with  the  tubal 
and  ovarian  suppuration.  As  a  rule,  it  is  the  healthiest  organ  re- 
maining after  the  operation. 

The  removal  of  suppurating  tubes  and  ovaries,  freeing  of  all  ad- 
hesions, and  repairing  of  all  lesions  of  small  and  large  bowel  give  per- 
fect results  in  timely  operations.  Flushing  with  a  funnel-irrigator  is 
of  great  value,  and  nothing  cleanses  so  thoroughly  and  quickly. 
Drainage  in  angry  pus  cases  is  of  paramount  importance.  To  demon- 
strate the  value  of  irrigation  and  drainage,  I  desire  to  allude  to  some 
work  done  since  July,  1893.  A  series  of  sections,  mixed  in  nature, 
about  all  complicated,  but  few  simple,  covering  about  every  known 
tumor  and  variety  of  pelvic  disease,  a  consecutive  series  of  in  cases, 
with  two  deaths.    I  lost  Miss  V.,  October  26,  1893.,  a  malignant  and 
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hopeless  case.  I  could  have  refused  operation.  The  other  case  I 
lost  was  that  of  Mrs.  S.,  aged  thirty-four,  an  invalid  for  ten  years, 
dying  of  suppurating  tubes  and  ovaries;  three  huge  pus  accumula- 
tions. An  ovarian  abscess  of  the  left  side  opening  into  the  bowel, 
scant  secretion  of  urine  before  operation. 

This  series  of  sections  beautifully  demonstrates  what  can  be  done 
by  painstaking  surgery,  good  nursing,  clean  environs,  absence  of 
plumbing,  etc. 

Mrs.  G.,  aged  thirty-six.  Two  children  ;  twins.  Complicated 
labor.  Lacerated  perinaeum  to  sphincter,  followed  by  complete  pro- 
cidentia. 

Uterus  large,  cedematous  myoma  of  fundus,  cervix  lacerated,  and 
tumor  about  the  size  of  an  infant's  head  above  filling  pelvis. 

The  vaginal  method  of  removal  was  preferable,  and  easy  for  the 
removal  of  the  uterus,  and  also  the  cyst.  The  prolapsus  was  simply 
that  of  the  cervix  and  anterior  and  posterior  vaginal  wall,  the  myo- 
matous fundus  was  inside,  and  required  some  traction  and  dissection 
for  its  delivery.  The  right  ovary  contained  a  small  cyst  about  the 
size  of  an  egg,  the  left  was  multicystic,  two  small  sacs  containing  clear 
fluid,  the  third  a  pure  dermoid.  Contents  hair,  sebaceous  matter.  Some 
friable  adhesions  about  the  dermoid. 

Hospital  Statistics  (  White). 


Hysterectomies   18 

Tubal  pregnancy  r   2 

Pyosalpinx   28 

Mixed  conditions   21 

Dermoids   r 

Cystoma  ,   1 1 

Hydrosalpinx   14 

Removal  of  appendages  for  fibroid   8 

Twisted  pedicle   3 

Visceral  adhesions   4 

Appendicitis   1 


Total   in 


She  is  now  in  her  fourth  day,  without  a  hitch  in  her  convalescence 
to  this  point. 

One  hundred  and  eleven  operations  with  two  deaths,  from  June 
13>  I&93>  t0  February  15,  1894. 
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In  a  series  of  fifty-two  sections  done  upon  colored  women  I  lost 
two. 

Hospital  Stat ;stics  {Colored). 


Sarcoma  of  uterus   i 

Pyosalpinx   19 

Hydrosalpinx   6 

Mixed  conditions   9 

Hysterectomies   11 

Removal  of  appendages  for  fibroid   4 

Cystoma   1 

Ventral  hernia   1 

Total   52 


Discussion. 

Dr.  Charles  P.  Noble  :  I  have  listened  with  a  great  deal  of  in- 
terest to  the  papers,  for  these  are  questions  that  are  now  agitating  all 
operators.  The  question  of  conservative  surgery  in  its  proper  sense 
is  one  of  the  most  important  questions  which  at  present  engages  our 
attention.  So  far  as  the  present  wave  of  the  advocacy  of  so-called 
conservative  surgery  is  concerned,  I  find  myself  occupying  very  much 
the  same  position  taken  by  Dr.  Price  and  Dr.  Baldy — namely,  that 
we  now  have  a  wave  of  hysterics  on  the  subject.  Of  course,  all  these 
questions  will  be  settled  on  their  merits.  They  will  not  be  settled  in 
weeks  or  months.  Gynsecology  deals  with  facts,  and  whatever  the 
facts  are  will  be  the  solution  of  the  question.  All  we  want  are  the 
facts.  I  think  that  from  that  standpoint  the  present  studies  will  be 
of  value,  for  whether  they  demonstrate  that  the  position  which  we 
take  is  right  or  wrong,  it  will,  by  demonstrating  the  truth  of  the  mat- 
ter, put  gynaecologists  in  general  on  the  right  track,  and  that,  after 
all,  is  what  is  to  be  desired,  not  that  we  are  wrong  or  right,  but  that 
the  right  is  demonstrated.  I  was  glad  that  Dr.  Baldy  called  attention 
to  the  results  of  Dr.  Polk,  for  he  is  the  one  who  is  doing  the  most  in 
this  direction.  The  fact  that  he  can  say  so  little  is  a  strong  argument 
against  taking  up  this  line  of  work  to  any  extent.  I  think  that  we 
have  all  done  a  certain  amount  of  conservative  work.  I  am  now  en- 
gaged in  tabulating  a  list  of  operations  in  which  I  have  left  somewhat- 
diseased  ovaries,  or  somewhat-diseased  tubes,  but  I  can  not  state  at 
present  the  number  of  cases,  but,  in  general  terms,  I  may  say  that 
my  experience  has  been  an  unhappy  one.  I  am  now  tormented  by 
the  visits  of  a  number  of  patients  in  whom  I  was  prevailed  to  leave 
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the  ovaries,  in  the  hope  that  they  might  become  pregnant.  In  two 
cases  were  left  a  diseased  ovary  ;  the  patients  now  have  ovaries  as 
large  as  a  fist,  instead  of  a  baby,  and  a  second  operation  will  be  re- 
quired. 

With  reference  to  whether  or  not  we  shall  make  a  closed  tube 
patulous,  personally  I  do  not  propose  to  do  this  unless  the  gentlemen 
who  are  following  this  line  of  work  can  demonstrate  in  a  large  series 
of  cases  that  they  get  good  results  ;  that  pregnancy  results,  and  that 
the  patients  are  cured.  To  my  mind  it  is  contrary  to  what  our  knowl- 
edge of  the  subject  would  lead  us  to  expect,  and  so  far  as  the  results 
reported  are  concerned,  I  am  not  tempted  to  try  this  operation. 

With  reference  to  leaving  a  sound  ovary  or  sound  ovaries,  where 
the  tubes  are  removed,  I  have  done  this  in  a  few  cases,  and  I  have 
had  no  reason  to  regret  it.  I  think  that  this  is  especially  desirable  in 
young  women,  or  women  who  have  not  borne  children.  The  cessa- 
tion of  the  menses  in  young  women,  or  those  who  have  not  borne  chil- 
dren, is  certainly  more  of  a  change  than  if  it  takes  place  at  the  age  of 
thirty-five  years  or  forty  years,  in  women  who  have  borne  children. 
As  a  practical  matter  it  is  important  among  married  women  who  have 
not  borne  children.  If  both  ovaries  are  removed,  post-climacteric 
atrophy  takes  place,  and  may  be  the  cause  of  painful  marital  relations 
from  atrophy  of  the  vagina.  Several  times  in  my  earlier  cases  I  left 
pieces  of  the  ovaries  that  could  have  been  removed,  but  as  it  was  early 
in  my  work  I  did  not  know  how  to  get  them  out.  In  these  cases  no 
harm  resulted.  I  have  quite  a  number  of  cases  including  both  of 
these  classes. 

I  do  not  agree  that  all  ovaries  containing  small  cysts  are  normal. 
If  pathologists  and  histologists  say  that  they  are  normal,  I  would  say 
that  they  can  not  tell  a  normal  ovary.  I  am  convinced  that  a  certain 
number  of  these  ovaries  are  diseased,  and  the  source  of  a  good  deal 
of  suffering.  We  all  know  that  there  are  normal  ovaries  studded  with 
these  follicles,  and,  unquestionably,  it  is  a  difficult  matter  to  tell  the 
difference  between  those  that  are  normal  and  those  that  are  diseased. 
I  do  not  subscribe  to  the  view  that  all  moderately-enlarged  ovaries, 
studded  with  follicles,  are  normal  ovaries.  There  has  been  a  peri- 
oophoritis, and  the  reason  that  the  cysts  are  present  is  because  they 
can  not  break  through  the  external  covering.  The  tension  be- 
comes so  great  that  the  suffering  is  extreme.  I  have  operated  on  a 
certain  number  of  these  cases,  perhaps  half  a  dozen,  and  the  relief 
from  the  removal  of  these  ovaries  was  complete. 

Dr.  M.  Price  :  This  conservative  idea,  I  think,  should  be  directed 
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more  toward  diagnosis.  The  case  referred  to  by  Dr.  Massey,  where 
a  young  woman  was  told  that  her  ovaries  should  be  removed,  is  cer- 
tainly not  an  isolated  case.  Scarcely  a  week  passes  without  a  woman 
coming  to  me  and  stating  that  she  has  been  told  that  the  ovaries  must 
be  removed,  and  where  such  operation  is  unnecessary.  If  our  teach- 
ing and  writing  were  directed  especially  to  diagnosis,  as  to  what  can 
be  found  and  what  should  be  found  before  operation  is  thought  of, 
these  cases  would  be  placed  in  their  proper  position,  and  the  chance 
of  some  ignorant  operator  removing  healthy  ovaries  would  be  less  fre- 
quent. We  should  be  exceedingly  careful  how  we  recommend  certain 
things  in  our  discussions  here  and  in  our  papers.  In  one  of  our  soci- 
eties recently  reference  was  made  to  removal  of  the  testicle  for  the 
relief  of  enlarged  prostate.  Within  a  short  time  two  such  operations 
were  reported  by  a  single  man.  While  I  agree  that  a  man  has  as  good 
a  right  to  be  castrated  as  a  woman,  we  should  have  some  facts  to  show 
the  good  that  is  to  come  of  such  an  operation  before  we  accept  it. 
What  connection  there  can  be  between  the  testicle  and  fibroid  enlarge- 
ment of  the  prostate,  I  can  not  understand. 

If  we  propose  to  carry  our  treatment  of  disease  into  the  same  field 
of  preventive  medicine  as  is  recommended  in  tuberculosis,  we  can,  with 
the  same  honesty  of  purpose  and  the  same  honesty  of  opinion,  hold 
that  every  man  who  has  had  gonorrhoea  should  be  castrated  to  save 
the  coming  women  from  disease  and  devastation  of  their  sexual  organs, 
for  this  would  probably  prevent  fifty  to  seventy-five  per  cent,  of  the 
deaths  from  pelvic  disease. 

We  should  be  careful  how  we  blame  certain  conditions  on  certain 
things.  We  constantly  find  men  saying,  without  proper  study  of  the 
case,  that  the  ovaries  and  tubes  should  be  removed.  The  woman  con- 
sents and  the  thing  is  done.  We  see  the  same  thing  in  appendicitis. 
In  every  case  that  should  be  operated  on  there  is  a  condition  on  which 
the  hand  can  be  put,  and  unless  that  can  be  done,  operation  should 
not  be  performed.  I  have  been  called  to  operate  on  many  cases  of 
appendicitis,  where  operation  was  not  required.  When  the  necessity 
for  operation  exists  any  fool  can  know  it  ;  but  when  it  does  not  exist, 
the  wisest  may  make  a  mistake,  unless  he  acts  on  the  principle  not  to 
operate  unless  he  can  put  his  hand  on  something  to  remove. 

Dr.  Joseph  Hoffmann  :  Both  Dr.  Baldy  and  Dr.  Price  have 
struck  the  keynote  of  operation.  I  am  much  in  doubt  whether  any 
man  who  has  never  done  abdominal  surgery  is  capable  of  saying 
when  it  should  be  done  or  not  done,  just  as  one  who  has  never  done 
any  surgery  would  hesitate  to  tell  any  one  else  whether  he  should  or 
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should  not  do  an  operation.  The  difference  between  general  and 
abdominal  surgery  is  that  in  general  surgery  the  diagnosis  is  usually 
clear,  while  in  abdominal  work  the  diagnosis  is  often  difficult.  These 
gentlemen  who  rush  into  conservative  surgery  forget  many  things 
about  the  physiology  and  pathology  of  the  organs  with  which  they 
are  to  deal.  Experiments  in  conservative  surgery  begin  in  doubt  as 
to  diagnosis,  and  end  in  a  doubtful  operation.  Those  who  dilate 
tubes,  resect  them  or  attach  them  to  the  ovary,  forget  that  often  the 
simplest  manipulation  causes  the  most  serious  disease.  In  experi- 
ments made  thirty  or  forty  years  ago,  it  was  shown  that  the  simplest 
examination  of  healthy  tubes  and  ovaries  might  cause  disease.  The 
simple  introduction  of  an  instrument  may  cause  disease.  We  are  also 
told  that  simple  change  of  temperature  may  cause  serious  disease. 
Bearing  these  facts  in  mind,  we  should  not  be  surprised  at  the  results 
which  have  been  reported. 

With  regard  to  simple  adhesions.  We  do  not  often  find  simple 
adhesions.  We  do  not  find  the  tube  or  ovary  adherent  without  find- 
ing the  fimbriated  extremity  adherent.  This  causes  occlusion,  and 
leads  to  deposit.  We  often  in  trying  to  save  the  organs  of  women, 
many  of  us,  have  saved  an  ovary  or  tube  that  was  apparently  healthy. 
I  have  in  mind  a  woman  on  whom  I  operated  for  appendicitis.  There 
was  a  great  deposit  of  pus.  There  was  also  a  haematoma.  One  ovary 
was  left  apparently  healthy.  There  was  a  rupture  on  which  I  operated 
three  years  later,  and  at  that  time  found  the  second  ovary  as  large  as 
my  fist.  When  one  ovary  is  diseased  it  is  the  rarest  thing  for  the 
second  ovary  not  to  take  it  up.  That  is  especially  true  in  fibroid  dis- 
ease, and  it  is  one  thing  that  makes  vaginal  hysterectomy  for  fibroid 
tumors  unsatisfactory,  for  in  fibroid  disease  the  ovaries  are  almost 
always  diseased. 

With  regard  to  the  contents  of  haematoma.  I  have  in  mind  a  case 
of  simple  haematoma,  where  within  twenty-four  hours  there  developed 
a  most  virulent  peritonitis.  The  haematoma  burst  during  the  opera- 
tion, but  under  the  supposition  that  the  fluid  was  bland  it  was  not 
washed  out.  There  is  this  much  about  the  matter  that  there  is 
enough  doubt  as  to  the  contents  of  a  haematoma  to  make  it  a  sensible 
thing  to  always  remove  it,  and  to  operate  when  we  know  that  it  is 
there. 

Dr.  George  E.  Shoemaker  :  These  papers  should  not  be  dis- 
cussed together.    Dr.  Massey's  paper  was  against  surgery  of  all 
kinds ;  Dr.  Baldy's  was  a  discussion  of  methods,  after  operation  had 
been  determined  upon,  with  the  idea  of  saving  parts  of  diseased 
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organs.  As  far  as  my  personal  experience  and  observation  goes,  the 
hope  of  success  from  these  partial  methods  is  not  very  great.  If 
there  is  not  sufficient  disease  to  warrant  total  removal  of  a  tube  or  an 
ovary  in  general,  no  operation  is  indicated. 

The  question  as  to  the  removal  of  small  ovaries  and  tubes  with  a 
moderate  amount  of  peritoneal  adhesions  is  always  a  difficult  one. 
The  presumption  is  against  removal  where  the  disease  is  not  decided, 
but  it  is  almost  impossible  sometimes  to  determine  in  a  given  case 
whether  or  not  surgery  is  going  to  do  any  good.  No  one  can  decide 
that  without  going  over  the  whole  body  and  bringing  to  his  aid  all  his 
knowledge  of  disease  in  general.  In  many  cases  of  difference  of 
opinion  the  personality  of  the  person  studying  the  case  has  to  be  con- 
sidered. The  man  who  has  a  private  hospital  where  he  devotes  him- 
self to  the  treatment  of  nervous  diseases  becomes  in  the  course  of 
years  involuntarily  rather  opposed  to  surgical  methods.  I  do  not 
mean  to  say  that  he  would  dishonestly  oppose  operation,  but  he  natu- 
rally sees  those  cases  where  he  obtains  success  without  such  measures. 
Few  cases  requiring  major  operations  go  to  him.  I  might  as  well 
oppose  those  surgeons  who  operate  for  strabismus,  arguing  that  since 
I  never  see  a  case  in  which  such  operation  is  needed  the  cases  do  not 
exist.  The  man  who  sees  no  cases  requiring  operation  should  not  sit 
in  condemnation  on  the  rest  of  the  profession  that  do  see  them.  The 
man  who  successfully  does  major  operative  work  finds  these  cases 
seeking  his  office,  and  he  can  not  devote  himself  to  the  minor  forms 
of  endometritis  and  various  little  things.  This  should  not  prejudice 
the  man  who  does  major  work  against  the  man  who  devotes  himself 
to  minor  ailments,  providing  both  work  conscientiously. 

With  regard  to  the  painful  ovaries  which  contain  small  cysts,  it 
seems  to  me  there  is  an  element  of  disease  present  in  a  certain  num- 
ber of  them  and  that  a  certain  number  present  no  disease,  and  we  can 
not  diagnose  between  the  two  before  operation,  and  often  not  after- 
ward. I  have  not  found  that  the  pathologist  can  always  tell  the  differ- 
ence. One  thing  is  certain,  neurotic  cases  without  demonstrable  pelvic 
disease  should  be  treated  by  non-operative  measures,  whether  there 
is  pelvic  pain  or  not. 

Dr.  W.  S.  Stewart  :  I  wish  to  indorse  what  Dr.  M.  Price  has 
said  and  also  to  deprecate  the  general  tendency  to  the  removal  of 
ovaries.  There  is  not  only  this  tendency,  but  the  desire  on  the  part 
of  patients  to  have  the  tubes  and  ovaries  removed  whether  they  are 
diseased  or  not.  I  recently  had  a  case  that  annoyed  me  very  much. 
I  insisted  that  there  was  nothing  that  I  could  do  even  if  I  attempted 
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to  remove  the  tubes  and  ovaries.  I  sent  her  to  a  prominent  gynae- 
cologist and  he  could  find  nothing  abnormal  to  remove.  A  young 
and  inexperienced  operator  would  be  tempted  to  gratify  the  desire  of 
a  patient  under  such  circumstances.  It  is  well  for  us  to  take  this 
matter  into  serious  consideration.  I  think  that  it  would  be  just  and 
fair,  in  the  present  condition  of  gynaecological  practice,  to  have  ex- 
perienced and  conscientious  gynaecologists  with  whom  the  young  op- 
erator should  have  the  privilege  of  consultation  before  performing 
such  grave  operations.  I  recall  one  instance  in  which  another  physi- 
cian and  myself  had  a  dispute  as  to  which  ovary  was  diseased.  At 
the  operation  it  happened  that  I  was  right.  That  man  would  not 
now  make  such  a  mistake.  At  present  almost  every  man  throughout 
the  world  who  knows  where  to  cut  for  an  ovary  will  perform  the  op- 
eration. This  is  becoming  a  serious  matter.  We  have  recently  had 
a  paper  written  by  a  doctor  whose  reputation  is  very  high,  and  who  is 
regarded  with  great  favor,  who  opposes  now  what  he  formerly  advo- 
cated. That  paper  has  and  may,  probably,  do  a  great  deal  of  harm, 
and  therefore  we  should  consider  the  points  that  Dr.  Price  has  made. 

Dr.  W.  Easterly  Ashton  :  There  are  two  points  that  I  should 
like  to  touch  upon  :  first,  my  position  in  conservative  gynaecology, 
and,  second,  the  question  of  diagnosis.  Personally  I  do  not  believe 
that  any  operation  should  be  done  in  the  pelvis  for  pure  conservatism 
except  it  be  to  retain  the  functions  of  the  female.  I  think  that  in 
certain  cases  we  may  consider  the  objections  to  the  removal  of  all 
ovarian  tissue.  There  have  been  a  number  of  cases  in  which  insanity 
has  undoubtedly  followed  as  the  result  of  complete  removal.  I  saw 
last  month  a  woman  who  had  been  operated  on  by  a  prominent  op- 
erator five  months  previously.  She  was  suffering  with  acute  mania. 
One  week  later  she  burned  herself  to  death  by  pouring  coal  oil  on  her 
clothing  and  setting  it  on  fire.  In  another  case,  I  lately  heard  of,  the 
same  condition  supervened.  This  seems  to  be  the  principal  ques- 
tion that  we  should  consider  in  conservative  work.  The  mere  ques- 
tion of  pregnancy  occurring  hardly  enters  into  serious  consideration. 
The  number  of  cases  in  which  pregnancy  occurs  is  too  small  to  weigh 
against  leaving  in  the  pelvis  anything  that  is  at  all  diseased. 

With  reference  to  diagnosis.  I  do  not  know  a  single  surgeon 
whose  diagnosis  I  would  accept  absolutely  in  many  abdominal  and 
pelvic  cases.  I  do  not  believe  that  there  is  a  man  in  the  room  who  can, 
prior  to  section,  say  in  all  cases  that  this  ovary  is  diseased  and  should 
come  out,  or  that  this  one  is  not  diseased  and  should  remain.  I  have 
seen  many  mistakes  in  this  matter  of  fine  diagnosis.    We  can  tell 
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what,  in  all  probability,  the  condition  is,  or  say,  whether  or  not  the 
case  should  be  operated  on.  But  to  go  into  fine  questions  of  diagno- 
sis and  say  absolutely  whether  or  not  the  case  is  one  of  pus,  ectopic 
gestation,  or  hydrosalpinx,  or  this,  that,  or  the  other,  I  do  not  believe 
that  there  is  a  man  in  the  room  who  can  do  it.  You  may  hit  it  a  cer- 
tain number  of  times,  but  it  is  not  a  positive  diagnosis.  There  are  no 
methods  by  which  we  can  make  a  positive  diagnosis  in  the  pelvis 
unless  the  case  is  very  clear. 

With  regard  to  appendicitis.  It  is  all  very  well  when  we  have  a 
clear-cut  case  to  say  that  appendicitis  is  present,  but  there  are  many 
cases  in  which  it  is  impossible  to  diagnose  the  disease.  Let  ine  give 
a  case  in  illustration.  Two  months  ago  1  saw  a  woman  who  had  been 
sick  two  weeks.  She  complained  of  pain  affecting  the  whole  abdo- 
men, and  nothing  wrong  was  found  in  the  pelvis.  There  was  slight 
pain  on  pressure,  but  there  was  no  localized  pain.  She  was  steadily 
getting  worse  and  insisted  upon  exploratory  operation.  I  found  every- 
thing absolutely  right  until  I  reached  the  right  flank.  I  found  the  tip 
of  the  appendix  adherent  to  the  brim  of  the  pelvis.  I  removed  the 
appendix  and  found  in  it  the  fin  of  a  fish.  This  was  a  case  where  I 
would  defy  any  one  to  make  a  diagnosis.  There  are  cases  which  have 
been  operated  on  for  appendicitis  where  a  distended  gall  bladder  has 
been  found.  Again  we  know  that  the  abdominal  organs  are  liable  to 
be  displaced,  and  we  also  know  that  disease  is  uncertain  in  its  symp- 
toms, and  I  therefore  criticise  the  statement  of  Dr.  Price  that  a  posi- 
tive diagnosis  can  be  made  in  all  cases.  The  most  that  we  can  do  in 
the  majority  of  instances  is  to  demonstrate  the  presence  of  a  gross 
lesion  and  say  that  operation  is  required.  I  know  of  a  case  where  a 
professor  of  gynaecology  operated  for  pus  tubes  and  nothing  but  adhe- 
sions were  found.  If  these  mistakes  can  be  made  by  men  high  in  the 
profession,  they  must  be  made  by  every  one. 

Dr.  G.  Betton  Massey  :  As  has  been  stated,  the  most  important 
question  is  one  of  pathology.  This  is  a  question  with  which  I  dealt 
in  my  paper,  a  question  with  which  I  think  the  society  does  not  deal 
as  fairly  as  Dr.  Joseph  Price  claims.  To  put  it  plainly,  we  have  a 
pathologist  here  and,  in  spite  of  the  many  bucketfuls  of  specimens 
presented,  we  hear  no  reports.  There  are  nothing  but  gross  reports — 
guesswork,  in  other  words.  I  do  not  know  the  reason  for  this,  but  it 
has  been  intimated  that  one  of  the  gentlemen  did  not  want  the  pa- 
thologist to  report  on  his  specimen.  I  think  that  the  society  is  not 
doing  its  duty  in  the  matter  of  pathology,  and  I  think  that  a  little  more 
work  and  less  talk  on  that  subject  would  be  of  much  service. 
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As  to  the  question  whether  or  not  a  diseased  tube  can  recover,  the 
average  speaker  of  to-night  has  claimed  that  proof  is  required  that  it 
could  recover.  You  might  as  well  require  proof  that  it  could  not 
recover.  Analogous  conditions  in  other  parts  of  the  body  are  con- 
tinually recovering  under  the  influence  of  time  and  the  natural  force 
of  the  body  tending  toward  restoration  of  function.  I  am  quite  sure 
that  I  have  seen  numerous  instances  where  diseased  tubes  have  recov- 
ered. It  is  true  that  diseased  tubes,  the  results  of  inoculation  with 
gonorrhoeal  infection,  are  the  most  hopeless,  but  these  certainly  do 
not  cover  the  whole  field.  There  are  many  diseased  tubes  in  virgins, 
and  many  of  these  get  well. 

These  partial  operations  to  which  reference  has  been  made  are 
another  illustration  of  the  surgical  tendencies  of  the  day.  They  know 
that  the  past  work  is  wrong  and  they  cut  out  a  portion  of  the  diseased 
organ,  but  they  do  not  tell  us  that  they  have  done  anything  else  to 
reduce  the  diseased  condition,  and  consequently  their  results  are  bad, 
and  necessarily  so.  If  they  were  to  cut  down  on  a  healthy  ovary  and 
remove  a  portion,  their  result  would  be  bad. 

I  think  that  Dr.  Shoemaker  misconceives  a  portion  of  my  remarks. 
I  do  not  condemn  all  major  surgery.  I  simply  condemn  the  invari- 
able resort  to  it.  I  also  condemn  the  feeling  that  waiting  until  the 
final  almost  invariable  result  occurs  and  then  performing  a  so-called 
major  operation  is  of  more  importance  to  the  human  race  than 
the  prevention  of  such  conditions  by  earlier  treatment.  Possibly 
the  best  outcome  of  such  discussions  as  these  would  be  the  volun- 
tary arrangement  for  consultations  before  the  deliberate  removal  of 
any  portion  of  the  human  body  is  practiced.  We  know  that  it  is  the 
practice  of  the  old  teachers  to  say  that  no  serious  operation  of  this 
kind  should  be  performed  without  consultation  of,  at  least,  three  per- 
sons. I  think  that  it  would  be  well  if  the  profession  appreciated  this 
point,  and  arranged  for  referee  consultations  before  operations  of  this 
sort,  where  operations  are  not  undertaken  for  the  immediate  purpose 
of  saving  life.  It  would  be  well  for  the  profession  to  adopt  this  meas- 
ure before  this  great  wave  of  operative  furore  strikes  some  other  por- 
tion of  the  community  with  disgust. 

Dr.  Joseph  Price  :  It  is  unfortunate  that  the  members  taking 
part  in  this  discussion  did  not  discuss  the  paper  presented  a  few 
weeks  ago  and  referred  to  by  some  of  the  speakers  this  evening. 
That  paper  is  of  great  value  to  the  author,  but  it  will  cost  prominent 
operators  many  lives.    It  will  increase  our  mortality. 

Dr.  Baldy's  paper  is  the  best  paper  that  I  have  known  him  to  read. 
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Dr.  Ashton,  in  his  remarks  on  diagnosis,  loses  sight  of  important 
facts  in  the  natural  history  of  pus.  Time  has  a  great  effect ;  after  the 
lapse  of  six  years  there  will  be  scarcely  the  semblance  of  pus.  Adhe- 
sions will  be  very  intense  and  extensive.  The  woman  will  be  emaciated 
and  pale,  passing  two  or  three  ounces  of  urine  a  day.  In  that  case  it 
will  be  an  operation  for  adhesions.  Now  or  early,  it  is  an  operation 
for  acute  pus  tubes.  Dr.  Ashton  is  in  error,  for  diagnoses  are  made 
by  specialists,  by  neurologists,  and  by  the  general  practitioner.  In  our 
diagnoses  we  can  always  bring  it  down  to  one  of  two  things,  and,  com- 
monly, we  can  say  precisely  what  it  is.  It  is  not  necessary  to  say  pre- 
cisely that  it  is  this  or  that.  It  does  not  make  much  difference  whether 
the  mass,  one  or  more,  is  a  pus  tube  or  a  suppurating  dermoid.  The 
general  practitioners  are  really  our  best  diagnosticians  and  clinicians. 
I  would  say  that  the  specialist  should  not  only  be  a  general  prac- 
titioner, but  he  should  have  first  been  a  country  practitioner  ;  second, 
a  city  practitioner ;  third,  a  specialist.  Specialists  should  grow,  not 
spring  up  like  mushrooms. 

With  regard  to  the  effect  of  operation  on  women.  I  insist  that  the 
women  of  Philadelphia,  who  have  had  good  surgery,  are  the  best 
looking  and  healthiest  looking  women  in  the  city.  They  are  also  ac- 
tive and  useful.  They  have  not  been  robbed  of  the  refined  womanly 
attributes  which  we  so  much  value.  Very  few  women  with  fibroid 
tumors  are  right  mentally.  Very  few  with  ectopic  pregnancies  are 
right  mentally.  Very  few  pregnant  women  are  right  mentally.  The 
normal  menopause  nervous  phenomena  are  sometimes  aiarming. 

Dr.  Baldy's  analysis  of  Polk's  work  is  an  excellent  one.  Dr.  Baldy 
demonstrates  completely  in  the  full  and  honest  analysis  of  his  own 
work  what  has  probably  taken  place  or  become  of  all  of  Dr.  Polk's 
cases.  Some  have  had  operations  in  adjoining  cities,  others  have 
gone  into  the  hands  of  his  friends,  in  two  the  operation  has  been  re- 
peated to  restore  them  to  health  or  correct  incomplete  primary  work. 
This  probably  demonstrates  the  outcome  of  Dr.  Polk's  cases.  Pre- 
cisely the  same  thing  will  have  to  be  done  in  all  of  his  cases. 

Blood-cysts,  sometimes  called  haematomata,  as  I  find  them,  are 
dangerous  and  virulent.  It  requires  the  most  careful  surgery,  irriga- 
tion, and  drainage  to  save  them,  if  they  are  ruptured  in  the  enuclea- 
tions. 

A  word  in  regard  to  infantile  uteri,  or  supra-involution,  or  a  pre- 
cipitated menopause.  In  the  infantile  uterus,  or  supra-involution, 
you  have  a  condition  of  affairs  simulating  precipitated  menopause 
following  these  operations  when  complete  and  thorough.    You  also 
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have  premature  menopause,  post-puerperal,  or  following  prolonged 
lactation.  In  such  cases,  coming  on  at  the  age  of  twenty-nine  or 
thirty  years,  we  have  the  peculiar  nervous  phenomena  that  are  so 
much  complained  of.  Johnson,  Clark,  Jones,  and  others  have  studied 
the  pathology  of  the  ovaries  faithfully,  but  I  feel  that  more  are  work- 
ing pathology  from  this  society  than  from  their  illustrated  papers. 

With  regard  to  insanity,  exceptionally  few  women  have  been 
lodged  in  the  numerous  asylums  after  operations  of  this  character. 
Only  three  have  been  admitted  to  the  Norristown  asylum  out  of  some 
nine  hundred  received  in  the  past  seven  or  eight  years.  Seven  or 
eight  have  been  taken  out  of  the  asylum  cured  by  operation.  Five 
per  cent,  of  the  insane  should  be  taken  out.  That  is  so  all  the  coun- 
try over.  I  might  refer  to  a  case  where  a  refined  and  intelligent  lady, 
the  wife  of  a  professor,  who,  after  counsel,  was  lodged  in  an  asylum. 
Her  husband  consulted  Dr.  Agnew,  and  stated  that  she  passed  blood 
and  slime  by  the  bowel  and  had  considerable  pain  in  defecation.  Dr. 
Agnew  incised  a  fissure  of  the  bowel,  and  in  one  week  she  returned 
home  strictly  healthy,  mentally,  and  remained  there.  Probably  in  one 
per  cent,  of  the  women  h«mor.rhoids  or  fissures  are  at  the  bottom  of 
the  insanity.  I  have  taken  women  out  of  three  asylums  and  never 
made  but  one  mistake. 

Dr.  J.  M.  Baldy  :  I  have  placed  myself  so  fully  on  record  in  my 
paper  that  I  have  little  to  add.  With  regard  to  haematoma,  it  is  a 
question  where  to  draw  the  line.  I  believe  that  in  the  majority  of  in- 
stances they  are  simply  Graafian  follicles  filled  with  blood.  True 
hematoma  is  a  rare  disease.  Because  one  or  two  cases  have  died 
after  operation  signifies  nothing,  because  we  have  cases  die  after  re- 
moval of  healthy  ovaries.  Sepsis  from  the  nurse  or  physician  can  not 
readily  be  excluded  as  the  course  in  these  few  cases. 

Dr.  Massey  says  that  the  single  case  which  he  reports  is  amply 
sufficient  to  convince  him.  A  man  who  is  so  convinced  of  a  general 
principle  by  one  case  is  not  capable  of  forming  an  opinion  on  any 
subject  worth  considering. 

With  regard  to  cystic  ovaries,  it  conies  to  the  question  as  to  what 
are  cystic  ovaries.  In  the  vast  majority  of  cases  they  are  small  cysts 
or  hydrops  folliculi.  If  you  find  two  or  three,  the  chances  are  that 
they  are  hydrops  folliculi  and  not  ovarian  cysts.  If  you  have  scle- 
rotic disease  complicating  the  case,  that  is  another  thing.  I  did  not 
discuss  that.  Sclerosis  of  the  ovary  is  as  much  a  disease  as  the  same 
condition  in  the  kidney  or  liver.  If  you  have  small  cysts,  you  do  not, 
as  a  matter  of  fact,  have  cirrhotic  disease,  but  an  entirely  different 
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condition.  Those  who  wish  to  operate  on  these  small  ovaries  can  do 
so,  but  I  prefer  to  let  them  alone.  I  do  not  think  that  the  operation 
can  be  condemned  too  severely.  It  is  this  class  of  operations  which 
is  being  done  all  over  the  country  which  has  brought  discredit  on  the 
operation.  It  is  true  that  in  the  vast  majority  of  cases  you  can  put 
the  finger  on  the  disease,  but  in  these  cases  you  can  not  put  the  finger 
on  the  disease,  and  you  operate  for  symptoms.  It  may  be  right  to 
operate  for  symptoms,  and  again  it  may  be  wrong.  It  depends  on 
the  case.  You  will  go  astray  many  more  times  than  you  will  find 
disease. 

I  think  that  Dr.  Price  and  Dr.  Ashton  practically  agree  as  to  diag- 
nosis. Dr.  Ashton  took  the  ground  that  you  could  say  it  was  one  of 
two  or  three  things,  but  that  you  could  not  say  precisely  which  one  of 
these  it  was.  You  can  say  that  it  is  pelvic  inflammatory  disease,  but 
that  is  not  making  an  absolutely  accurate  diagnosis. 
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THE  FEMALE  EXTERNAL  GENITAL  ORGANS;  A  CRITI- 
CISM ON  CURRENT  ANATOMICAL  DESCRIPTION.* 

By  D.  S.  Lamb,  M.  D.,  Army  Medical  Museum,  Washington,  D.  C. 

Cullingworth,  in  the  Journal  of  Anatomy  and  Physiology,  London, 
April  19,  1893,  p.  343  et  sea.,  in  an  article  intended  to  correct  some 
erroneous  statements  in  regard  to  the  anatomy  of  the  hymen  and  pos- 
terior commissure  of  the  vulva,  states  that  for  many  years  it  had  been 
his  custom  to  make  vaginal  examinations  with  the  patient  in  the  dor- 
sal position,  knees  flexed  and  widely  separated  and  before  a  good 
light.  In  this  position  a  full  view  of  the  vulva  is  obtained  and  he  had 
thus  been  enabled  to  observe  and  demonstrate  to  his  class  the  natural 
position  and  relations  of  the  external  genital  organs  as  they  are  seen 
in  the  living  subject  and  before  the  parts  were  in  any  way  disturbed. 
The  position  and  relations  of  the  structures  so  displayed  varied,  of 
course,  according  as  the  subject  was  or  was  not  a  virgin  or  had  or  had 
not  borne  children.  Other  teachers  beside  Cullingworth  have  pursued 
a  course  more  or  less  similar.  He  showed  that  there  is  much  igno- 
rance in  regard  to  the  true  anatomy  of  the  pudenda,  especially  of  the 
hymen  and  the  posterior  commissure;  an  ignorance  not  limited  to 
students  but  extending  even  to  professional  obstetricians  and  gynae- 
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cologists.  For  this  ignorance  the  text-books  on  anatomy,  obstetrics 
and  gynaecology  are  partly  responsible. 

Anatomical  descriptions,  especially  if  to  be  used  for  clinical  pur- 
poses, should  be  made  preferably  from  the  living  subject  because  the 
size,  color,  elasticity,  temperature  of  course  and  relations  of  parts  are, 
to  some  extent,  altered  by  death.  Frozen  sections  are  subject  to  the 
same  criticism.  Unfortunately,  an  incorrect  description  once  made 
is  perpetuated  with  the  same  certainty  as  a  correct  one,  because  au- 
thors of  treatises  on  anatomy  copy  largely  from  predecessors  without 
having  or  taking  the  opportunity  to  verify  statements.  The  plan 
adopted  in  a  late  publication,  Morris"  A?iatomy,  of  assigning  the  sub- 
divisions of  a  subject  to  writers  who  have  given  special  attention 
thereto  is  better  than  for  any  one  man  to  write  a  treatise  on  the  whole 
subject  of  anatomy. 

The  first  criticism  I  would  make  on  the  current  anatomical  de- 
scriptions of  the  external  female  genital  organs  is  that  some  writers 
describe  the  relative  position  as  if  the  body  were  recumbent,  others  as 
if  it  were  upright.  It  serves  to  confuse  the  student  when  one  writer 
says  that  the  mons  veneris  is  at  the  upper  part  of  the  vulva  and  an- 
other that  it  is  at  the  anterior  part.  Uniformity  in  this  matter  is  very 
necessary.  By  far  the  most  usual  manner  of  describing  the  human 
body  and  its  parts  is  as  if  viewing  it  in  the  vertical  position  and  it 
would  be  well,  therefore,  if  all  writers  would  so  describe  it. 

The  labia  niajora  correspond  morphologically  to  the  scrotum — 
remaining  persistently  cleft  along  the  raphe  instead  of  uniting,  as  in 
the  male.  The  external  surface  is  uniformly  described  by  writers  as 
integumentary.  The  internal  surface  is  described  by  many  as  a  mu- 
cous membrane.  Gray  so  describes  it.  McClellan  says  the  internal 
surface  resembles  mucous  membrane.  Lusk  {Midwifery)  says  that 
the  internal  surface  is,  in  all  respects,  like  a  mucous  membrane,  except 
chat  it  possesses  sebaceous  glands  in  place  of  mucous  follicles.  On 
this  Coe  remarks  (Anatomy  of  Female  Pelvic  Organs  in  Matin's  Amer- 
ican System  of  Gynacology)  that  it  is  difficult  to  conceive  how  any 
writer  can  make  such  a  statement.  It  is  true  that  there  are  no  mucous 
glands  and,  to  my  mind,  a  mucous  membrane  without  mucous  glands 
is  very  like  the  play  of  Hamlet  with  the  part  of  Hamlet  omitted. 

The  facts  are  as  follows  :  This  inner  surface  is  smooth  and  moist, 
and  this  condition  is  probably  responsible  for  its  description  as  a 
mucous  membrane. 

1.  There  are  sebaceous  glands  as  in  the  skin  ;  large  and  numerous. 

2.  Most  writers  who  mention  the  subject  at  all  state  that  there  is 
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no  hair  on  this  surface.  Anderson  in  Morris'  Anatomy  says,  however, 
there  are  rudimentary  hairs.  Hart  and  Barbour  state  that  there  is 
hair  on  this  surface.  Henle  says  that  this  surface  is  covered  with  fine 
short  hairs.  Coe  says  that  scattered  hairs  of  a  fine  downy  character 
are  apparent  on  close  inspection.  I  have  examined  into  this  matter 
with  some  care,  and  my  own  observation,  corroborated  by  that  of 
other  physicians  whose  attention  I  have  called  to  the  matter  is,  that 
from  one  to  two  thirds  of  the  inner  surface  of  the  labia  majora  in 
adult  women  show  hairs  like  those  on  the  external  surface. 

3.  In  brunettes  and  women  of  the  dark  races,  I  find  the  greater 
part  of  the  surface  pigmented,  the  prevailing  color  in  the  dark  races' 
being  slate  gray. 

4.  Some  histologists,  among  whom  is  Piersol,  state  that  there  are 
sweat  glands,  though  not  so  numerous  as  on  the  external  surface. 

The  presence  of  sebaceous  and  sweat  glands,  of  hair  and  pigment, 
and  of  laminated  scalelike  partly  non-nucleated  epithelium,  and  the 
absence  of  mucous  glands,  would  seem  to  establish  the  cutaneous 
character  of  this  surface  beyond  dispute  ;  the  smooth  and  moist  char- 
acter of  the  surface  being  due  to  the  fact  that  the  inner  surfaces  of  the 
two  labia  majora  are  in  contact  and  protected  from  the  air  ;  for  it  is 
well  known  that  when  these  surfaces  are  exposed  continuously  to  the 
air  they  become  dry  and  dark  in  color. 

Nevertheless  many  of  those  writers,  who  of  all  writers  should  be 
exact,  namely  the  histologists,  perpetuate  the  error.  Satterthwaite,  in 
his  Manual  of  Histology  says,  this  surface  is  a  mucous  membrane. 
Schenk  in  his  Grundriss  der  normalen  Histologic  makes  the  same  state- 
ment. Piersol  says  that  the  inner  surface  has  partly  the  character  of 
the  adjacent  mucous  membrane.  Strieker,  on  the  contrary,  states 
that  the  surface  is  an  epidermis  somewhat  more  transparent  than  else- 
where. 

Morphologically  the  labia  minora  or  nymphae  correspond  to  the 
integument  and  prepuce  of  the  male  penis.  They  are  usually  con- 
cealed by  the  majora.  From  one  observation  which  I  made,  I  am  in- 
clined to  think  with  Luschka  and  Charles  Bell  that  one  of  the  uses  of 
the  labia  minora  is  to  direct  the  stream  of  urine.  With  Luschka, 
Lusk,  Coe,  Cullingworth,  and  some  others  I  am  disposed  to  regard 
the  fourchette  as  the  posterior  commissure  of  the  labia  minora. 

Gray  and  most  other  writers,  speak  of  the  labia  minora  as  folds  of 
mucous  membrane.  Satterthwaite  so  describes  them,  and  Strieker 
and  Schenk.  Heitzmann  says  that  the  covering  epithelium  approaches 
the  nature  of  the  epidermis  since  the  innermost  scales  are  destitute  of 
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nuclei.  Piersol  says  of  the  external  surface  that  it  resembles  some- 
what in  appearance  the  adjoining  integument  of  the  external  labia. 
Macalister  calls  the  outer  surface  modified  skin  ;  Allen  uses  the  term 
"  Muco-dermic."  Gray  says,  in  the  loose  manner  that  he  so  often  falls 
into,  that  there  are  large  mucous  crypts  which  secrete  abundance  of 
sebaceous  matter.  Coe,  as  a  compromise,  suggests  "  muco-cutaneous." 
The  facts  are  these  : 

1.  There  is  laminated  pavement  epithelium,  many  of  the  cells  of 
which  are  non-nucleated. 

2.  The  deep  layer  of  epithelium  contains  pigment  granules.  What 
I  have  said  about  the  dark  color  of  the  larger  lips  in  brunettes  and 
women  of  the  dark  races,  applies  to  the  lesser  lips,  especially  the  in- 
ferior portions  of  both  surfaces  ;  not  so  much  to  the  inner  as  the  outer 
surface. 

3.  There  are  vascular  papilla;. 

4.  Sebaceous  glands.    There  are  no  mucous  glands. 

These  positive  and  negative  characters,  as  in  the  case  of  the  labia 
majora,  seem  to  establish  the  fact  that  the  outer  surface  of  the  labia 
minora  is  integumentary. 

The  ' inner  surface  of  the  labia  minora,  Gray  says,  is  a  mucous 
membrane.  Macalister,  that  it  is  nearly  assimilated  to  mucous  mem- 
brane. Allen  states  that  there  are  abundant  papillae  and  numerous 
racemose  glands.  Hyrtl  says  it  is  mucous  membrane  with  mucous  fol- 
licles. Piersol  that  there  are  vascular  papilla;  and  sebaceous  follicles. 
I  have  already  mentioned  the  pigmentation.  Ranney  states  that  scat- 
tered hairs  are  found  upon  the  surface  of  the  labia  minora  of  the  adult. 

McClellan  says  that  the  labia  minora  are  a  modified  skin.  Hart 
and  Barbour,  however,  use  the  following  language  :  "  The  labia  mi- 
nora are  skin,  thin  and  fine,  and  not  mucous  membrane,  as  often 
alleged.  The  sharp  line  between  skin  and  mucous  membrane  can  be 
distinctly  seen  in  the  living  woman.  A  line  running  as  follows  sepa- 
rates the  mucous  membrane  from  the  skin  ;  starting  from  the  base  of 
the  inner  aspect  of  the  right  labium  minus,  it  passes  down  beside  the 
base  of  the  outer  aspect  of  the  hymen,  up  along  the  base  of  the  left 
labium  minus,  in  beneath  the  prepuce  of  the  clitoris  and  down  to 
where  it  first  started  from."  Ranney  {Topographical  Relations  of  Fe- 
male Pelvic  Organs)  mentions  this  line  and  says  it  is  quite  sharply 
defined.  Coe  states  that  he  has  frequently  identified  the  line  de- 
scribed. I  can  also  give  similar  testimony.  Coe  goes  on  to  say  that, 
in  his  opinion,  the  labia  minora  consist  essentially  of  delicate  skin, 
which,  on  their  inner  surfaces,  pass  over  insensibly  into  a  sort  of 
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transitional  tissue,  the  character  of  which  differs  in  different  subjects. 
He  believes  that  in  time  Hart  and  Barbour  will  be  shown  to  be  cor- 
rect, though  he  thinks  at  present  the  evidence  is  not  wholly  conclu- 
sive. But,  he  adds  :  "  We  are  at  least  justified  in  affirming  that  the 
nymphse  are  not  folds  of  mucous  membrane." 

What  has  been  said  of  the  labia  minora  includes  the  preputial  as 
well  as  the  posterior  portion. 

I  have  one  other  criticism  to  make  :  that  in  the  illustrations  of 
the  elongated  nymphse  of  the  Hottentot  and  Bush  women  they  are 
sometimes  represented  as  of  a  pink  color,  whereas  the  universal  testi- 
mony is  that  in  cases  of  such  projection  of  the  labia  minora  they  be- 
come dry  and  darkly  pigmented  from  loss  of  the  protection  of  the 
labia  majora. 

Satterthwaite  says  of  the  clitoris  that  it  is  covered  by  a  mucous 
membrane  similar  in  epithelium,  papillae  and  mucous  tissue  to  the 
labia  minora.  Strieker  gives  almost  exactly  the  same  description. 
There  is  no  mention  of  mucous  glands.  There  are,  however,  seba- 
ceous follicles,  though  few  in  number.  The  color  is  usually  pale 
pink,  but  I  have  several  times  seen  dark  pigmentation.  I  have  not 
seen  adhesions  but  as  my  observations  have  been  limited  to  adults 
this  limitation  may  explain  my  failure.  I  fail  to  see  in  this  descrip- 
tion of  the  covering  of  the  glans  any  suggestion  of  a  mucous  mem- 
brane and  the  epithelia,  papillae,  sebaceous  glands  and  occasional 
pigmentation  would  seem  to  establish  the  integumentary  character  of 
the  covering.  I  would  add  that,  in  a  few  cases,  I  have  seen  minute 
papillary  elevations  upon  the  surface  of  the  glans  and  I  would  also 
state  that,  in  my  observation,  the  glans  has  always  been  concealed  by 
the  prepuce. 

There  seems  to  be  a  good  deal  of  difference  of  statement  in  re- 
gard to  the  posterior  boundary  of  the  vestibule.  Allen  says  it  is 
bounded  posteriorly  by  the  hymen  and  its  remains,  but  he  also  says 
that  the  posterior  boundary  is  the  fourchette.  Anderson  says  that 
the  posterior  boundary  is  the  entrance  of  the  vagina  but  he  also 
states  that  the  posterior  boundaries  are  ill  defined.  The  most  usual 
statement  is  that  the  posterior  boundary  is  the  opening  of  the  vagina. 
I  think  that  the  more  exact  statement  would  be  as  Allen  says  "  the 
posterior  boundary  is  the  hymen  or  its  remains."  The  vestibule 
seems  to  be  a  mucous  membrane  ;  there  are  many  racemose  glands, 
collected  especially  into  groups  around  the  orifices  of  the  urethra 
and  vagina.  There  is  a  laminated  pavement  epithelium  or,  as 
Piersol  calls  it,  stratified  squamous  epithelium  which,  I  think,  is  the 
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more  correct  expression.  I  agree  with  Anderson  in  his  statement 
that  the  posterior  margin  of  the  meatus  usually  presents  a  tubercular 
prominence  although,  as  Gray  says,  the  orifice  is  sometimes  sur- 
rounded by  a  prominent  elevation  of  mucous  membrane. 

The  hymen  is  described  by  some,  as  Heitzmann  and  Satter- 
thwaite,  as  a  duplication  of  the  mucous  membrane  of  the  vagina. 
I  do  not  think  it  should  be  described  as  a  part  of  the  vagina.  I  be- 
lieve that  we  must  consider  it  as  external  to  and  below  the  vagina. 
According  to  Satterthwaite  it  has  laminated  epithelium  and  numerous 
papillae  ;  according  to  Schenk,  laminated  flat  epithelium.  Strieker 
says  the  epithelium  is  laminated  and  tessellated,  of  nearly  the  same 
thickness  as  that  of  the  vestibule  ;  he  adds  that  the  mucous  mem- 
brane has  close-set,  conical,  divided  and  redivided  papillae  projecting 
into  the  epithelium.  I  find  no  mention  of  mucous  glands.  The  de- 
scriptions therefore  are  rather  those  indicating  an  integumentary 
character. 

I  would  say  in  reference  to  the  vagina,  which  is  not  usually  re- 
garded as  one  of  the  external  organs,  that  almost  all  writers  make 
the  statement  that  there  are  no  mucous  glands  in  the  vagina. 
Strieker  says  so  ;  Piersol  states  that  true  glands  are  not  found  in  the 
vaginal  mucous  membrane,  that  the  watery  acid  secretion  bathing  its 
surface  seems  to  be  the  product  of  the  general  mucosa.  There  is  a 
thick  stratified  squamous  epithelium  resting  on  a  tunica  propria  rich 
in  elastic  fibers  and  beset  with  numerous  papillae.  I  would  ask  the 
question  if  this  description  is  that  of  a  mucous  membrane.  It  is 
worth  noticing  that  Coe  regards  the  vagina  as  belonging  to  the  exter- 
nal genitals. 

I  want  to  make  a  remark  upon  a  statement  of  Coe's,  that  in  the 
female  it  is  rare  to  find  a  line  of  hair  following  the  course  of  the 
linea  alba  as  high  as  the  umbilicus,  although  such  a  distribution  is 
commonly  observed  in  men.  He  goes  on  to  say  that  among  five  or 
six  hundred  women  in  hospital,  whose  abdomens  he  inspected  with 
the  view  of  collecting  data  bearing  on  this  point,  not  over  a  half 
dozen  presented  the  hirsute  development  described  and  these  were 
subjects  of  a  decidedly  masculine  type.  This  observation  may  have 
but  little  value  yet  it  is  well  to  know  what  are  the  facts.  I  find  that 
I  have  noted,  in  nineteen  cases,  two,  a  blonde  and  a  dark  mulatto 
woman,  in  whom  the  hair  extended  up  in  the  middle  line  as  far  as 
the  umbilicus  ;  neither  subject  showed  any  masculinity. 

There  are  several  other  matters  which  I  will  briefly  notice.  In 
1877,  in  the  American  Journal  of  Obstetrics,  appeared  an  article  by 
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Dr.  Turnipseed,  stating  that  the  hymen  in  the  negro  and  mulatto  was 
not  found  at  the  outlet  of  the  vagina  but  some  distance,  an  inch  or 
more,  above  the  outlet.  He  ad- 
duced a  number  of  cases.  Dr.  Fort, 
in  the  same  volume,  corroborated 
Dr.  Turnipseed's  statement,  while 
Dr.  Smythe,  also  in  the  same  vol- 
ume, denied  the  statement  and  re- 
cited cases.  I  must  say  that  in 
my  observation  the  hymen  in  the 
negro  race  is  at  the  outlet  of  the 
vagina  as  in  the  white. 

A  word  about  the  line  of  pig- 
mentation from  the  umbilicus  to  the 
pubis.  As  far  as  I  know,  no  special 
importance  is  attached  to  it  as  re- 
lated to  pregnancy.  There  seems 
to  be  no  doubt  that  it  appears  very 
frequently  if  not  commonly  in  preg- 
nancy. But  that  it  is  frequently 
found  also  when  there  has  been  no 
pregnancy  can  not  be  questioned. 
The  same  remark  might  be  made 
in  regard  to  the  so-called  cicatrices 
of  pregnancy.  Cases  come  under 
observation  of  women  who  have 
never  been  pregnant  and  also  of  men,  in  whom  these  cicatrices  are 
found,  especially  on  the  outer  side  of  the  thigh  in  and  below  the 
great  trochanter  region. 

I  have  said  nothing  about  the  anterior  and  posterior  commissures  of 
the  labia  majora  because  I  think  it  is  quite  open  to  question  whether 
any  such  structures  exist ;  whether  they  are  not  created  by  the  act  of 
separating  the  labia. 

Note. — Since  reading  this  paper  and  while  looking  over  some  specimens  in  the 
Army  Medical  Museum,  with  Dr.  Robert  Dickinson,  of  Brooklyn,  N.  Y.,  our  atten- 
tion was  attracted  to  a  specimen  of  the  external  genitals  of  a  light  mulatto  girl  aged 
fifteen.  There  was  a  brown  pigmentation  of  the  labia  majora  and  minora,  except 
the  upper  (cephalic)  portion  of  the  inner  surface  of  the  minora,  which  was  covered 
with  rudimentary  hairs.  The  fourchette  was  unmistakably  the  posterior  commissure 
of  the  minora.  The  anterior  portion  of  the  hymen  was  thrown  into  folds.  The 
rudimentary  hairs  mentioned  were  floated  into  view  by  the  alcohol,  and  became 
invisible  when  the  specimen  was  removed  from  the  jar. 


Vulva  of  mulatto  girl  of  fifteen,  show- 
ing the  dividing  line  between  skin 
and  mucous  membrane,  which  is 
just  within  the  ink  line,  and  also 
the  f  jurchette  formed  by  the  labia 
minora.  (Army  Medical  Museum.) 
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A  SERIES  OF  INTERESTING  CASES  IN  THE  SERVICE 
OF  DR.  HORACE  TRACY  HANKS  AT  THE  WOMAN'S 
HOSPITAL. 

By  John  H.  Rishmiller,  M.  D., 

House  Surgeon  to  the  Woman's  Hospital  in  the  State  of  New  York. 

The  following  unusually  interesting  cases  have  come  under  my 
immediate  observation  while  connected  with  the  Woman's  Hospital 
and  I  trust  that  they  may  be  of  some  value  as  a  contribution  to  the 
literature  of  surgical  gynecology.  Only  a  few  typical  cases  in  plastic 
work  have  been  inserted.  These  will  give,  however,  a  lucid  idea  of 
the  characteristic  preparation,  modus  opera?idi  and  the  method  of  the 
subsequent  treatment  in  this  very  important  department  of  work 
which  the  Woman's  Hospital  has  always  taken  a  just  pride  in  pro- 
mulgating. All  patients  on  entering  the  hospital  are  subjected  to 
daily  systematic  treatment  by  the  house  surgeon  unless  contra-indi- 
cated. 

Preparation  for  Celiotomy. — For  preparation  for  abdominal  surgery 
besides  general  building  up  of  the  system — tonics  and  stimulants  if 
needed — the  patient,  thirty-six  hours  before  the  time  appointed  for 
the  operation,  is  given  a  hot  bath  with  plenty  of  soap  and  again  the 
same  twelve  hours  prior  to  the  operation.  After  the  second  bath  the 
external  genitals  are  carefully  shaved  and  a  compress  saturated  with 
soapsuds  is  applied  over  the  whole  abdominal  wall  and  the  mons 
veneris.  This  is  changed  to  a  bichloride  (1-2,000)  compress  five 
hours  before  the  operation.  The  bowels,  from  admission,  are  regu- 
lated with  cholagogue  and  saline  purgatives,  in  order  to  move  them 
about  twice  daily.  If  the  patient  is  to  be  prepared  for  the  removal 
of  a  large  neoplasm,  a  high  enema  of  soapsuds  is  also  ordered  daily  in 
the  majority  of  cases  as  the  pressure  of  the  tumor  prevents  free  def- 
ecation. Twelve  hours  prior  to  the  operation  the  patient  receives  by 
mouth  an  ounce  of  saturated  solution  of  magnesium  sulphate.  This 
is  aided  by  two  high  rectal  soapsuds  enemata  four  and  two  hours  re- 
spectively before  the  operation,  using  one  quart  for  each  enema. 
The  patient  is  given  no  solid  food  for  twelve  hours  previous  to  the  op- 
eration but,  half  an  hour  before  starting  the  anaesthetic,  an  ounce 
of  brandy  is  administered.  The  nurse  gives  a  vaginal  bichloride 
(1-3,000)  douche  two  hours  before  the  operation  and  another  imrne- 
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diately  before  the  patient  is  taken  to  the  anaesthetizing  room.  Before 
the  anaesthetic  is  administered  the  heart,  lungs  and  kidneys  are  care- 
fully examined  and  their  condition  tested.  If  the  kidneys  or  the 
lungs  are  diseased  chloroform  is  used  instead  of  ether  and,  if  either 
organ  is  decidedly  diseased,  the  anaesthetic  is  given  with  the  greatest 
care.  As  soon  as  the  patient  is  half  way  under  the  anaesthetic  influ- 
ence she  is  catheterized,  moved  to  the  operating  room  and  placed  on 
the  operating  table.  The  vagina  is  then  douched  with  warm  water 
and  scrubbed  with  the  Hanks'  formula  of  green  soap — green  soap 
two  parts,  alcohol  one  part  and  glycerin  one  part — followed  up  by  a 
bichloride  (1-3,000)  irrigation.  Next  the  bichloride  compress  is  re- 
moved and  the  abdominal  wall,  together  with  the  mons  veneris,  is 
thoroughly  scrubbed,  using  a  brush  for  that  purpose  with  sterilized 
warm  water  and  the  green-soap  preparation.  Then  the  parts  are 
washed  off  successively  with  ether,  alcohol  and  bichloride  (1-3,000). 
Sterilized  towels  are  then  placed  around  the  field  of  operation  and  the 
patient  is  now  ready  for  operative  procedure. 

Ccelio-hysterectomies  for  Uterine  Neoplasm  and  Diseased  Tubes  and 

Ovaries. 

Case  I.  Myo-fibroma  Uteri  with  Diseased  Annexa.  Operation. 
Recovery. — Mrs.  C,  aged  forty-two  years,  married  thirteen  years,  one 
child  eleven  years  ago  ;  has  always  had  dysmenorrhcea  until  last 
June,  when  amenorrhcea  began,  lasting  three  months,  and  followed 
by  metrorrhagia.  Catamenia  have  always  been  profuse  with  clots. 
Since  birth  of  child  she  has  had  constant  pain  in  the  lumbar  region, 
back  of  neck  and  head.  Four  years  ago  she  had  an  operation  for 
lacerated  cervix,  but  her  symptoms  were  not  ameliorated.  Patient 
was  profoundly  anaemic  and  debilitated  with  oedema  of  the  lower 
extremities.  She  became  fatigued  and  had  dyspnoea  on  the  slightest 
exertion. 

January  25th. — Patient  etherized. 

Physical  Examination — Diagnosis :  possibly  fibro-sarcoma.  The 
uterine  canal  was  six  inches  deep,  and  the  cervical  canal  was  divulsed 
and  the  uterine  cavity  curetted,  removing  considerable  debris.  The 
uterine  cavity  was  irrigated  to  check  excessive  haemorrhage  with  hot 
bichloride  (1-5,000)  solution  and  tamponed  with  iodoform  gauze. 
Microscopic  examination  of  the  result  of  the  curetting  showed 
chronic  endometritis. 

February  1st. — Dr.  Hanks,  assisted  by  Drs.  Coe  and  Rishmiller. 
Patient  etherized  and  placed  in  Trendelenburg's  position.  Incision, 
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made  between  umbilicus  and  symphysis  pubis,  was  about  five  inches. 
Both  ovaries  were  found  hypertrophied  and  diseased.  The  uterine 
tumor  was  soft,  and  involved  the  fundus.  Both  tubes  and  ovaries 
were  first  removed.  The  uterine  arteries  then  ligated  through  the 
broad  ligaments  and  the  entire  uterus  extirpated.  The  pelvic  cavity 
was  thoroughly  irrigated — fluid  escaping  per  vaginam.  The  upper 
part  of  the  vagina  was  tamponed  with  iodoform  gauze  and  the  peri- 
tonaeum brought  together  with  sutures,  closing  the  peritoneal  cavitv 
below.  Abdominal  wound  closed  with  silkworm  gut  and  a  few  super- 
ficial catgut  sutures.  Wet  bichloride  (1-3,000)  dressing  was  applied, 
and  the  patient  returned  to  bed  in  good  condition.  Time  forty-five 
minutes.  A  nutritive  enema  was  given  every  six  hours,  for  the  first 
three  days,  of  egg  j ;  brandy  3  j  ;  beef  juice  3  ss.  ;  water  3  j  ;  sod. 
chlorid.  gr.  xx.  A  high  enema  was  also  given  on  the  third  day  of 
glycerin  3  j  ;  ol.  olivae  3  ij  ;  saturated  sol.  mag.  sulph.  3  ij  ;  water 
to  make  one  pint;  resulting  in  three  loose  defecations.  The  gauze 
was  removed  from  the  vagina  at  the  end  of  the  fourth  day  and  a 
creolin  douche  given  (b.  i.  d.  3  j  to  Oij).  Sutures  removed  on  tenth 
day  and  there  was  perfect  primary  union.  Patient  made  a  satisfac- 
tory recovery  and  was  discharged  cured. 

Pathologist's  Report. — The  first  ovary  has  been  reduced  to  a  pear- 
shaped  cyst,  the  external  surface  of  which  is  smooth.  The  cyst 
measures  4.5  X  6  ctms.  The  tube  is  enlarged  and  twisted.  The 
second  ovary  shows  chronic  ovaritis,  small  follicular  cysts  and  corpora 
fibrosa.  Tube  shows  chronic  salpingitis.  The  uterus  presents  an 
oval-shaped  tumor  measuring  5X4  ctms. — myo-fibroma. 

Case  II.  Large  Uterine  Fibroid  with  Diseased  Appendages.  Re- 
covery.— Mrs.  C,  aged  forty-eight  years.  Admitted  to  the  hospital 
April  25th.  Married  twenty-eight  years,  three  children,  the  oldest 
twenty-two  years  and  the  youngest  thirteen  years.  All  three  con- 
finements were  normal.  She  had  one  miscarriage  twelve  years  ago 
at  the  third  month.  She  first  menstruated  at  the  age  of  fifteen  and 
her  periods  lasted  seven  days  without  dysmenorrhoea,  returning  regu- 
larly every  twenty-eighth  day.  Four  years  ago  she  began  to  have 
metrorrhagia,  the  flow  being  light  in  color.  The  flow  has  steadily 
increased  until  now  her  vital  powers  have  almost  drained  away.  She 
is  exceedingly  anaemic,  possesses  very  little  strength  and  walks  by  the 
aid  of  a  nurse. 

An  examination  revealed  a  fibroma  asymmetrically  enlarging  the 
uterus  and  filling  the  pelvis  and  the  lower  abdomen.  The  cervix 
pointed  toward  the  pubis  pushing  the  bladder  entirely  out  of  the 
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pelvic  into  the  abdominal  cavity,  and  the  sound  passed  six  inches 
into  the  uterine  canal.  The  uterine  cavity  was  irrigated  with  a  weak 
iodine  solution  and  the  vagina  firmly  tamponed — compressing  the 
pelvic  vessels.  The  foot  of  the  bed  was  elevated  fourteen  inches 
which  checked  the  metrorrhagia  immediately.  Her  diet  was  in- 
creased, iron  and  stimulants  were  administered  as  much  as  her  weak 
stomach  could  bear  without  rebellion.  Three  weeks  of  judicious 
and  systematic  treatment  restored  a  fair  amount  of  strength  and  as  a 
return  of  the  metrorrhagia  was  feared,  the  operation  was  performed 
without  delay. 

May  ijth. — Dr.  Hanks,  assisted  by  Drs.  Coe  and  Rishmiller. 
Median  abdominal  incision  of  six  inches.  The  tumor  was  found 
bound  down  by  firm  adhesions  in  the  pelvic  cavity  especially  over  the 
sacrum.  After  prolonged  manipulation  the  adhesions  were  broken  up 
and  the  tumor  gradually  liberated  from  the  pelvis.  The  bladder  was 
adherent  partly  to  the  upper  and  entirely  to  the  anterior  aspect  of 
the  neoplasm  but  was  dissected  off  with  a  blunt  instrument  without 
injury.  The  broad  ligaments  were  ligated  with  catgut  including  the 
ovarian  and  uterine  arteries,  and  the  uterus  removed  in  toto  together 
with  a  small  ovarian  cystoma  on  the  left  side.  The  abdominal  cavity 
was  flushed  with  sterilized  warm  (no°  F.)  water.  The  vagina  was 
partly  closed  with  fine  catgut  sutures  and  the  raw  surface  within  the 
pelvic  cavity  was  tamponed  with  a  continuous  strip  of  iodoform- 
gauze  one  end  of  which  was  carried  through  the  vaginal  opening — 
establishing  drainage.  The  peritoneal  edges  were  united  with  a  fine 
running  catgut  suture — thus  closing  the  pelvic  opening  entirely. 
Abdominal  cavity  closed  with  silkworm-gut  sutures.  Time  seventy 
minutes.  Patient  received  a  hot  stimulating  enema  during  the  opera- 
tion and  one  every  three  hours  for  the  first  twenty-four  hours  after 
the  operation.  The  temperature  remained  normal  and  she  made  a 
very  satisfactory  recovery.  The  sutures  were  removed  on  the  tenth 
day  and  the  patient  was  out  of  bed  three  weeks  after  the  operation. 

Pathologist's  Report. — The  ovary  shows  an  ovoid-shaped  cyst,  sur- 
face covered  with  adhesions  and  measures  fifty-two  millimetres  long 
by  thirty-five  millimetres  wide.  The  tube  is  enlarged  being  eleven 
millimetres  in  diameter  and  the  fimbriated  end  is  lost  in  the  wall  of 
the  cyst.  Long  section  shows  the  lumen  of  the  tube  dilated,  fimbri- 
ated end  occluded  and  a  large  cyst  of  the  ovary  filled  with  blood 
— with  small  cysts  in  the  wall.  Cyst  wall  shows  remains  of  ovarian 
tissue  containing  corpora  fibrosa  and  the  contained  blood  clot  is 
beginning  to  organize.     The  tube  shows  suppurating  salpingitis. 
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Uterus  measures  sixteen  centimetres  long  and  eleven  centimetres  in 
antero-posterior  direction.  Irregular  nodular  fibroid  is  situated  in 
the  posterior  wall  which  has  become  so  thin  that  it  has  ruptured  (in 
removal  ?).    Fibroid  measures  fourteen  by  ten  centimetres. 


Fig.  I. — Sagittal  section  of  uterus,  showing  fibroma  in  posterior  wall. 

Case  III.  Enormous  Fibro-myoma  Uteri  with  Diseased  Annexa. — 
Miss  J.,  aged  forty-three  and  single.  Menstruation  profuse  last- 
ing six  to  seven  days  returning  every  twenty-eighth  day.  She  com- 
plained of  an  enlargement  of  her  abdomen  with  consequent  and 
unbearable  pressure  symptoms.  The  patient  has  noticed  a  gradual 
increase  in  size  of  the  abdomen  for  six  years.  An  examination  re- 
vealed a  huge  fibroma  of  the  uterus  filling  the  pelvic  cavity  and  ex- 
tending two  inches  above  the  umbilicus.  The  sound  passed  seven 
inches  anteriorly  into  the  uterine  canal. 

May  24th. — Dr.  Hanks  assisted  by  Drs.  Coe  and  Rishmiller.  Ether. 
A  median  abdominal  incision  was  made  extending  from  one  inch 
above  the  symphysis  pubis  to  two  inches  above  the  umbilicus  and  the 
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tumor  was  seized  with  volsella  forceps  and  hooks  and  by  an  oscillat- 
ing traction  drawn  through  the  abdominal  incision.  The  numerous 
firm  adhesions  were  ligated  and  severed.  The  broad  ligaments,  which 
by  reason  of  the  magnitude  of  the  tumor  were  extensively  developed, 
were  ligated  in  sections  and  severed.  The  bladder  was  dissected 
from  the  tumor  and  then  the  uterine  vessels  were  ligated  with  catgut 
and  divided.  The  tumor  obstructed  further  procedure  so  a  rubber 
cord  was  passed  around  the  base — controlling  haemorrhage — and  the 
fibroid  with  the  uterus  was  removed  en  masse  above  the  cervix.  The 
cervix  was  afterward  removed  excepting  the  portio  which  was  then 
cauterized  with  the  thermo-cautery.  The  abdominal  cavity  was  twice 
flushed  out  with  sterilized  water.    The  cervix  and  vagina  were  tam- 


FlG.  2. — Fibro-myoma  of  uterus  just  before  removal. 


poned  vvith  gauze  and  the  peritoneal  surfaces  were  brought  together 
and  sutured  over  the  gauze  and  stump,  thus  allowing  free  drainage 
and  leaving  the  stump  extra-peritoneal.  Abdominal  wound  closed. 
Time  one  hour  and  twenty  minutes.  The  patient  received  enemata 
during  the  operation  and  was  put  to  bed  in  a  poor  condition.  The 
removal  of  this  enormous  neoplasm  was  followed  by  an  unusually 
profound  shock  from  which  the  patient  never  sufficiently  rallied,  not- 
withstanding the  application  of  hot-water  bags  and  the  administration 
of  hot  stimulating  enemata  every  three  hours.  An  opiate  being  indi- 
cated, she  received  hypodermically  sulph.  morph.  gr.  0.25  eight  hours 
after  the  operation.  The  temperature  rose  immediately  after  the 
operation  and  she  died  thirty- six  hours  afterward,  the  thermometer 
indicating  108.5  °  F.    The  renal  secretion  for  the  thirty-six  hours 


John  H.  Rishmiller,  M.  D. 


amounted  to  seven  ounces.  The  autopsy  revealed  the  peritoneal 
cavity  in  as  healthy  and  aseptic  a  state  as  before  the  fibroid  was  re- 
moved. Both  ureters  were  pervious  and  uninjured  through  their  en- 
tire course,  though  great  anxiety  was  entertained  that  one  of  them 
had  been  ligated  on  account  of  the  deficiency  in  the  urinary  secre- 
tion. The  kidneys  were  small  and  extremely  congested,  showing 
chronic  nephritis.    Direct  cause  of  death  was  shock. 

Pathologist's  Report. — Uterus  measures  27  ctms.  in  length  and  23 

The  posterior  wall  is  occupied 
by  an  oval-shaped  fibroid  25  X 
20.5  ctms.  The  uterine  tumor 
is  a  fibro-myoma  with  numer- 
ous small  areas  of  necrosis,  some 
of  which  have  become  converted 
into  small  cysts.  "a."  Ovary 
and  Tube. — The  ovary  measures 
7.5  ctms.  in  length,  3  ctms.  in 
width  and  2  ctms.  in  thickness. 
Surface  slightly  corrugated.  The 
ovary  shows  chronic  ovaritis,  fol- 
licular cysts  with  myxomatous 
degeneration  of  entire  medul- 
lary portion.  The  tube  meas- 
ures 8.5  ctms.  long  and  0.5  ctm. 
in  diameter  and  shows  chronic 
salpingitis.  "b."  Ovary  and 
Tube. — The  ovary  is  7.5  ctms. 
long,  2  ctms.  wide  and  6  mm. 
thick  and  shows  chronic  ovaritis,  follicular  cysts  and  corpora  fibrosa. 
The  tube  is  8  mm.  in  diameter,  twisted  and  shows  chronic  salpingitis. 

Case  IV.  Large  Pedunculated  Fibroma  Uteri  with  Cystic  Ovaries. — 
Miss  M.,  aged  forty-four.  Catamenia  have  always  been  regular  until 
fourteen  years  ago  when  metrorrhagia  developed  and  the  flow,  has 
since  become  excessive.  The  quantity  constantly  increased  and  when 
admitted  to  the  hospital  she  was  afflicted  with  a  continuous  flow.  Pa- 
tient had  to  void  urine  frequently  and  had  suffered  for  years  with 
constipation  and  imperfect  evacuation  of  the  rectum  due  respectively 
to  pressure  of  the  tumor  on  the  bladder  and  colon.  Her  abdomen 
had  gradually  enlarged  and  interfered  seriously  with  free  respiration. 
Patient  has  had  intense  pain  in  the  back  and  pelvis  with  occasional 
numbness  in  both  thighs. 


ctms.  in  antero-posterior  direction. 


Fig.  3. — Sagittal  section  of  uterus. 
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January  25M. — Ether  examination  disclosed  an  enlargement  of 
the  abdomen  due  to  a  fibrous  neoplasm  intimately  connected  with  the 
uterus  and  extending  three  inches  above  the  umbilicus. 

February  1st. — Dr.  Hanks.  Patient  etherized  and  in  Trendelen- 
burg's position.  Median  incision  of  seven  inches  revealed  a  peduncu- 
lated, hard  and  nodular  fibroma  occupying  the  whole  pelvic  cavity 
and  the  abdominal  cavity  below  the  umbilicus,  crowding  the  intes- 
tines against  the  diaphragm.  The  tumor  was  seized  with  hooks  and 
volsella  forceps  and  pulled  through  the  abdominal  incision.  The 
bladder  was  dissected  from  the  anterior  wall  of  the  uterine  neoplasm 
with  a  blunt  instrument  without  injury.  The  broad  ligaments  and 
the  uterine  arteries  were  ligated  and  the  parts  divided.  The  whole 
tumor  with  the  uterus  and  appendages  was  removed  en  masse  with  the 
exception  of  a  mere  shell  of  the  cervix  which  was  then  thoroughly 
cauterized  with  the  thermo-cautery.  A  strip  of  gauze  was  carried 
through  the  cervical  canal  into  the  vagina  and  the  rest  tamponed 
over  the  stump.  The  peritoneal  edges  were  united  over  the  gauze 
with  catgut — thus  leaving  the  gauze  and  stump  extra-peritoneal  and 
establishing  vaginal  drainage.  The  abdominal  wound  was  closed  in 
toto  and  a  dry  dressing  applied.  Time  of  operation  one  hour.  The 
severity  of  the  operation  produced  the  expected  profound  shock  from 
which  she  rallied  in  a  very  satisfactory  manner  under  the  application 
of  hot-water  bags  and  the  administration  of  hot  stimulating  enemata. 
The  vaginal  gauze  was  gradually  removed,  taking  away  the  last  piece 
on  the  sixth  day.  The  temperature  remained  normal  after  the  opera- 
tion and  the  sutures  were  removed  on  the  tenth  day.  Patient  was 
out  of  bed  on  the  eighteenth  day  and  was  discharged  cured  on  the 
twentieth. 

Pathologist's  Report. — The  tumor  and  uterus  weigh  3,150  gms. 
The  uterus  measures  17  cms.  in  length  and  18  cms.  across  the  cor- 
nua.  Both  attached  ovaries  are  cystic.  Attached  to  the  fundus  of 
the  uterus  by  a  pedicle  2.5  cms.  in  diameter  is  an  oval  fibroid  meas- 
uring 19  cms.  in  length,  10  cms.  in  width  and  7  cms.  in  thickness. 
Section  shows  the  uterine  wall  filled  with  a  mass  of  fibroids  from  0.5 
to  9  cms.  in  diameter.  Many  of  the  smaller  ones  project  into  the 
uterine  cavity  which  is  enlarged.  The  pedicle  of  the  fibroid  attached 
to  the  fundus  is  composed  of  dense  fibrous  tissue  and  large,  numerous 
blood-vessels. 

Case  V.  Foetal  Bones  in  Douglas'  Cul-de-sac  from  an  Old  Extra- 
uterine Gestation  complicating  Fibroma  Uteri  with  Hydrosalpinx. — 
Mrs.  G.,  aged  forty-seven,  admitted  March  20,  1893.    Married  twen- 
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ty-six  years,  one  child  twenty-five  years  ago.  She  was  very  doubt- 
ful whether  she  had  a  miscarriage  twenty-three  years  ago  or  not, 
but  had  amenorrhoea  for  three  months,  followed  by  metrorrhagia, 
and  was  confined  to  her  bed  at  the  time  for  four  months.  The 
patient  came  to  the  hospital  and  sought  relief  from  the  profuse  met- 
rorrhagia which  had  harassed  her  for  several  months  previously. 
She  had  always  menstruated  with  regularity.  She  had  excessive  leu- 
corrhoea  with  offensive  odor  and  a  constant,  dragging  pain  in  the 
bladder.  Almost  any  disturbance  was  liable  to  induce  an  uncon- 
trollable haemorrhage.  She  was  very  nervous  and  of  an  irritable  dis- 
position ;  digestion  impaired  and  bowels  irregular.  The  patient  was 
emaciated,  anaemic  and  weak. 

Afarch  28th. — Ether  examination.  The  uterus  was  enlarged  to 
about  the  size  of  a  four  and  a  half  months'  pregnancy.  The  cervical 
canal  was  dilated  and  the  uterine  sound  passed  five  inches  through  a 
tortuous  canal.  The  uterine  cavity  was  curetted,  and  tamponed  with 
iodoform  gauze,  and  the  result  of  the  curetting  was  sent  to  Dr.  George 
C.  Freeborn  who  reported  it  as  being  "  Chronic  Endometritis." 

May  T,d. — Dr.  Hanks  assisted  by  Dr.  Coe  and  house  staff. 
The  patient  had  a  trace  of  albumin  in  her  renal  secretion  ;  therefore 
chloroform  was  administered  during  the  early  part  of  the  operation 
and  ether  later.  A  median  incision  was  made,  five  inches  long,  re- 
vealing omental  adhesions  to  the  abdominal  wall  which  were  ligated 
and  severed.  The  right  annexa  were  prolapsed  and  firmly  adherent 
to  the  recto-vaginal  pouch,  requiring  skillful  manipulation  for  their 
separation.  While  breaking  up  the  right  ovarian  and  tubal  adhesions, 
foetal  bones  were  found  in  Douglas'  cul-de-sac,  imbedded  in  firmly 
organized  exudate.  The  left  appendages  were  adherent  and  the  tube 
was  distended  with  a  watery  fluid.  The  tubes  and  ovaries  were 
ablated,  facilitating  the  subsequent  procedure,  and  the  broad  liga- 
ments and  the  structures  including  the  uterine  vessels  were  ligated 
and  cut  in  succession.  The  uterus  was  amputated,  leaving  a  mere 
shell  of  cervix  which  was  divulsed  and  thoroughly  cauterized  with  the 
thermo-cautery.  The  abdominal  cavity  was  thoroughly  flushed  out 
with  warm  (1120  F.)  sterilized  water.  The  end  of  a  long  strip  of 
iodoform  gauze  was  passed  through  the  cervical  canal  into  the  vagina 
and  the  rest  tamponed  immediately  above  the  cervical  stump.  The 
peritoneal  surfaces  were  brought  over  the  gauze  and  sutured  into 
apposition  by  fine,  continuous  catgut,  thus  closing  the  peritoneal  cav- 
ity below  while  establishing  free  pelvic  drainage  via  the  cervix.  The 
abdominal  wound  was  closed  in  the  usual  manner  with  silkworm-gut 
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sutures.  Time,  thirty  minutes.  The  patient  received  hypodermic 
injections  of  brandy  and  camphorated  oil  during  the  progress  of  the 
operation.  Considering  the  patient's  unfavorable  condition  she  held 
her  own  in  a  remarkable  degree  throughout  the  operation  and  rallied 
well  from  the  shock.  Six  to  eight  inches  of  the  gauze  in  the  cervix 
were  daily  removed  until  the  final  strip  was  withdrawn  on  the  sev- 
enth day.  Mild  antiseptic  douches  were  ordered  on  the  fourth  day. 
The  bowels  were  moved  on  the  second  day  by  half  an  ounce  of  tur- 
pentine and  soapsuds  enough  to  make  one  pint  and  a  half.  She  was 
a  very  phlegmatic  individual,  and  notwithstanding  zealous  nursing  and 
alteration  of  position  bedsores  developed  on  the  slightest  pressure, 
hindering  her  convalescence  to  a  marked  degree.  The  abdominal 
sutures  were  removed  on  the  twelfth  day,  and  the  patient  was  dis- 
charged, cured,  June  24th,  with  entire  relief  from  her  former  ail- 
ment. 

Pathologist's  Report. — Fibroma  uteri.  Uterine  walls  in  several 
localities  reduced  to  an  average  thickness  of  one  millimetre. 

Case  VI.  Uncontrollable  Uterine  Hemorrhages  Five  Years  after 
Double  Salpingo-dophorectomy  in  a  Case  of  Myo-fibroma  Uteri. — Mrs. 
H.,  aged  forty.  Admitted  February  17,  1893;  married  sixteen  years 
but  no  children.  She  had  one  miscarriage  fifteen  years  ago  at  the 
third  month,  which  was  followed  by  pelvic  cellulitis,  and  she  dates  her 
ailment  from  that  time  on.  She  had  almost  constant  menorrhagia  and 
metrorrhagia  lasting  eight  to  thirty  days.  She  had  some  pain  during 
her  menstruation,  commencing  on  the  second  day  in  the  lower  part  of 
the  abdomen,  of  a  sharp  and  bearing-down  character.  Her  chief 
complaints  were  a  constant  excruciating  pain  across  the  lower  part  of 
the  abdomen  and  back  with  excessive  nervousness  and  unbearable 
cephalalgia.  Both  ovaries  and  a  tumor  were  removed  at  one  of  the 
city  hospitals  in  April,  1888. 

February  24th. — Ether  examination.  A  slight  hernia  was  noticed 
at  the  seat  of  the  previous  abdominal  wound.  The  uterus  was  found 
asymmetrically  enlarged  and  lying  against  the  abdominal  wall.  The 
sound  passed  four  inches  into  the  uterine  canal  and  the  diagnosis 
arrived  at  was  a  sessile  fibroma  on  the  anterior  wall  near  the  left  horn 
of  the  uterus.  The  uterine  cavity  was  curetted  and  tamponed  with 
iodoform  gauze. 

March  Sth. — Dr.  Hanks.    Patient  etherized  and  placed  in  Tren- 
delenburg's position.    A  median  abdominal  incision  was  made  from 
the  symphysis  pubis  to  the  umbilicus.    Both  the  stumps  left  by  the 
operation  five  years  ago  were  observed.    The  omental  adhesion  to  the 
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uterus  was  ligated  and  severed.  The  uterus  was  universally  adherent 
to  the  surrounding  structures  ;  these  adhesions  were  torn  and  di- 
vided, being  ligated  when  necessary.  Ligatures  were  passed  around 
the  structures  including  the  uterine  vessels,  which  were  then  ligated 
and  the  tissues  cut,  thus  removing  the  uterus  in  toto.  The  abdominal 
cavity  was  flushed  out  twice  with  sterilized  warm  (1120  F.)  water — 
the  patient  was  shifted  into  the  horizontal  position  for  this  purpose. 
The  cut  vaginal  surfaces  were  sutured  into  apposition  by  a  fine  run- 
ning catgut  and,  next,  the  incised  peritoneal  surfaces  were  drawn 
down  to  the  vaginal  parts  and  sutured.  By  this  manoeuvre  the  vagi- 
nal fornices  were  entirely  closed  and  all  wounded  surfaces  were  si- 
multaneously covered  with  peritonaeum.  The  integument  was  dis- 
sected from  the  hernial  seat  and  a  strip  about  an  inch  and  a  half  wide 
by  two  inches  and  a  half  long  was  excised.  The  abdominal  wound 
was  closed  with  silkworm-gut  sutures.  The  patient  rallied  well  from 
the  shock,  which  was  not  severer  than  from  an  ordinary  trachelor- 
rhaphy, and  her  convalescence  was  surprisingly  satisfactory.  Her 
bowels  were  moved  on  the  second  day.  She  had  a  slight  vaginal  dis- 
charge and  creolin  douches  (  3  ss.  to  Oij)  were  ordered  on  the  fourth 
day.  The  abdominal  sutures  were  removed  on  the  tenth  day  when 
the  wound  exhibited  perfect  primary  union.  She  was  up  and  about 
three  weeks  after  the  operation.    Discharged,  cured. 

April  8th,  1894. — She  was  seen  thirteen  months  after  the  operation 
and  her  healthful  appearance  bore  out  the  statement  that  "  she  never 
had  felt  better  in  her  life." 

Pathologist's  Report. — Submucous  myo-fibroma. 

Case  VII.  Ccelio-hysterecto/ny  for  Diseased  Tubes  and  Ovaries, 
Tubo-ovarian  Cystoma  and Pyosalpinx.  Operation.  Recovery. — Mrs.  M., 
aged  thirty-two,  married  twelve  years,  two  children  ;  the  oldest  ten 
years  ago,  the  last  stillborn  two  years  ago,  the  labor  lasting  six  hours. 
After  the  birth  of  first  child  she  was  in  a  hospital  in  Ireland  with 
puerperal  fever.  Her  illness  dates  back  two  years  during  which  time 
she  has  had  pain  in  the  suprapubic  and  sacral  regions,  both  groins 
and  down  the  thighs. 

March  8th. — Patient  under  ether.  Laceration  and  induration  of 
cervix  found.  Uterus  enlarged  hard  and  retroverted.  A  movable 
tumor  the  size  of  a  hen's  egg  on  the  left  side.  Enlarged  and  diseased 
tube  on  the  right  side.  The  cervical  canal  was  divulsed  and  the 
uterine  cavity  was  curetted.  Microscopic  examination  of  the  result 
of  the  curetting:  Adenomatous  hyperplasia  of  the  uterine  mucous 
membrane  with  suspicious  cell  proliferation  in  the  stroma.    In  con- 
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sultation  Dr.  Cleveland  found  the  same  conditions  and  advised 
cceliotomy. 

March  22a*. — Dr.  Coe.  Patient  etherized  and  placed  in  Tren- 
delenburg's position.  Median  incision  of  about  five  inches.  Pendu- 
lous abdominal  wall  from  excessive  adipose  tissue.  A.  tubo-ovarian 
cystoma  the  size  of  an  orange  was  removed  from  the  left  side  and  a 
pyosalpinx  from  the  right,  which  ruptured  during  removal.  The 
uterus  was  enlarged.  Hysterectomy  was  decided  upon  on  account 
of  the  large  raw  surface  and  the  difficulty  of  drainage.  The  uter- 
ine arteries  being  deep  in  the  pelvis,  three  silk  ligatures  were  re- 
quired for  each  side.  The  bladder  was  dissected  off  with  facility 
and  there  was  a  trivial  amount  of  hsemorrhage.  The  uterus  was 
wholly  extirpated,  gauze  drainage  being  established  through  the 
vagina.  The  abdominal  cavity  was  closed  with  silkworm-gut  sutures. 
Wet  bichloride  (1-3,000)  dressing  was  applied.  Time,  sixty-five  min- 
utes. Previous  to  closing  the  wound  the  nurse  accidentally  handed 
to  the  assistant  a  sponge  taken  directly  from  a  strong  solution  of  car- 
bolic acid  (1-20),  so  that  the  edges  of  the  wound  were  cauterized. 
A  mural  abscess  was  therefore  expected,  especially  as  the  patient  was 
unusually  fat.  The  patient  was  returned  from  the  operating  room  in 
a  weak  condition,  but  rallied  from  shock  under  the  use  of  hot  ene- 
mata  and  hypodermic  stimulation.  Sulph.  atroph.  gr.  Z/J20)  sulph. 
strych.  gr.  V40,  and  sulph.  morph.  gr.  '/4,  were  ordered  pro  re  nata. 
On  the  second  day  several  inches  of  gauze  were  removed  from  the 
vagina  and  this  was  continued  daily  to  encourage  drainage  ;  the  last 
strip  being  removed  on  the  tenth  day.  The  temperature  ranged 
from  98. 8°  to  1030  F.  during  the  first  five  days.  On  the  fifth 
day  a  discharge  noticed  from  the  abdominal  wound  which  was  then 
dressed  with  hot  carbolic-acid  compresses  every  four  hours.  On  the 
sixth  day  all  the  superficial  and  two  deep  sutures  were  removed, 
allowing  free  vent  to  a  quantity  of  pus.  A  vaginal  douche  (creolin 
1-400)  was  given  daily.  On  the  eighth  day  all  the  sutures  were  re- 
moved and  the  wound  was  laid  freely  open  to  heal  by  granulation. 
It  was  irrigated  twice  daily  with  bichloride  solution  (1-3,000)  and 
pure  peroxide  of  hydrogen  and  was  dressed  with  balsam  of  Peru. 

April  29M. — The  abdominal  wound  is  entirely  healed.  There  is 
a  small  cicatricial  plug  on  the  vaginal  roof.  The  patient  is  walking 
about  and  is  entirely  free  from  pain. 

Pathologist's  Report. — "  A."  Ovary  and  Tube. — The  fimbriated 
end  of  the  tube  is  occluded,  rounded  off,  lumen  dilated  and  filled 
with  pus.    Atropic  form  of  ovaritis  ;  few  small  cysts  and  numerous 


J  24 


/.  IV.  Picket,  M.  D. 


corpora  fibrosa.  "  B."  Ovary  and  Tube. — The  tube  is  twisted  and 
the  fimbriated  end  dilated  into  a  thin-walled  cyst  which  is  adherent 
to  a  cyst  of  the  ovary.  Section  shows  a  cyst  of  the  tube  communi- 
cating with  a  cyst  of  the  ovary.  Chronic  ovaritis  and  follicular 
cysts.  Uterus — Shows  adenomatous  hyperplasia  of  uterine  mucous 
membrane. 

(To  be  continued?) 


A  CASE   OF  COMPLETE   INVERSION  AND  PROLAPSUS 
OF  THE  UTERUS. 

By  J.  W.  Pickel,  A.  B.,  M.  D.,  Crystal  City,  Mo. 

On  June  13,  1893,  I  was  called  at  8.30  a.  m.  to  see  Mrs.  R.  in 
labor.  She  was  a  German,  stout  of  build,  married  five  years.  She 
had  had  two  miscarriages  and  one  stillbirth  ;  last  child  is  living, 
healthy,  aged  nineteen  months.  Patient  has  suffered  for  the  last  few 
years  with  prolapsus  uteri.  Digital  examination  showed  the  os  well 
dilated  ;  presentation  V.  R.  O.  A.  Pains  were  irregular,  infrequent, 
and  inefficient.  At  9  a.  m.  I  gave  eight  grains  of  quinine.  This  was 
all  the  medicine  she  had  until  after  the  child  was  born.  In  half  an 
hour  the  pains  were  stronger  and  more  frequent.  The  child  was  born 
at  12.15  p-  M-  As  tne  head  was  passing  through  the  vulva  there  came 
a  powerful  expulsive  pain  which  sent  the  child  swiftly  through  my 
hands,  and  it  lay  in  bed  as  far  away  as  the  cord  would  let  it  go.  The 
child  was  of  medium  size  and  well  developed. 

Pains  to  expel  placenta  began  promptly.  With  my  hand  placed 
gently  across  the  abdomen  I  noticed  that  the  fundus  uteri  was  un- 
commonly broad  and  at  each  contraction  it  became  smaller  unusually 
fast,  but  I  still  suspected  nothing  uncommon.  The  placenta  could 
now  be  felt  in  the  vagina  and,  as  I  made  a  gentle  traction  on  the  cord 
to  lift  it  out,  there  came  a  strong  expulsive  contraction  and  the  uterus 
inside  of  the  placenta  lay  fully  six  inches  outside  of  the  vulva.  I  rap- 
idly stripped  off  the  placenta  and  membranes  and  attempted  to  replace 
the  womb  ;  but  as  the  patient's  suffering  was  so  terrible,  having  no 
help  but  the  husband,  I  wrapped  the  uterus  in  a  clean  towel  and  gave 
a  hypodermic  of  morphine.  By  this  time  the  inverted  uterus  was  too 
large  to  pass  back  through  the  vulva,  but  with  firm  and  continued 
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pressure  with  my  hands  the  size  was  reduced  so  that  it  went  back 
easily  into  the  vagina.  It  being  too  tender  for  further  manipulation, 
I  had  to  send  three  miles  and  a  half  for  an  assistant. 

The  loss  of  blood  was  small,  the  suffering  intense,  but  the  shock 
not  great  ;  pulse  96,  breathing  rapid,  swimming  in  the  head. 

The  assistant  arrived  about  2  p.  M.  Chloroform  anaesthesia.  A 
hand  was  introduced  into  the  vagina,  the  uterus  firmly  grasped  and 
pushed  with  counter-pressure  by  the  other  hand  against  the  cervix, 
which  could  be  felt  through  the  abdominal  wall  as  a  hard  ring  about 
one  inch  and  a  half  in  diameter.  This  accomplished  nothing.  Then 
lateral  taxis  was  made.  This  also  did  no  good.  I  then  folded  my  fin- 
gers into  a  cone  and  made  steady  pressure  on  the  inverted  fundus,  at 
the  same  time  using  the  other  hand  in  the  same  manner  ;  thus  pushing 
the  abdominal  wall  into  the  os  and  dilating  it.  The  right  hand  in  this 
way  readily  carried  the  fundus  through  the  cervix,  and  the  entire 
uterus  to  its  normal  position.  My  hand  was  left  in  the  uterus  until  a 
hypodermic  of  normal  liquid  ergot  was  given  and  firm  contraction 
obtained.  An  intra-uterine  douche  of  boiled  water  and  bichloride 
1  to  4,000,  as  warm  as  could  be  borne,  was  given  with  the  Jamison 
irrigator.  These  douches  were  repeated  daily  for  the  three  following 
days. 

Patient  made  an  excellent  recovery  and  suffered  less,  she  said,  than 
during  her  previous  confinements.  Her  temperature  rose  to  1010  F. 
on  the  third  day  with  some  delirium,  which  readily  gave  way  to  purga- 
tives and  quinine.  Since  her  confinement  the  prolapsed  uterus  has 
been  kept  up  and  she  has  been  quite  comfortable  with  a  Hodge  pes- 
sary. 

It  may  seem  that  this  trouble  should  have  been  discovered  and 
prevented  but,  as  I  had  never  met  with  such  an  accident  in  over  five 
hundred  confinements,  and  as  it  is  said  to  occur  only  once  in  a  hun- 
dred and  forty  thousand  deliveries,  coming  on  so  suddenly  it  caught 
me  off  my  guard. 

Here  the  cause  of  inversion  was  plainly  the  sudden  jerk  on  the 
cord  given  by  the  rapid  expulsion  of  the  child.  It  will  also  be  no- 
ticed that  stripping  off  the  placenta  and  membranes  did  not  cause 
haemorrhage.  The  three  methods  usually  recommended  to  restore 
the  inverted  uterus  were  tried,  with  results  in  favor  of  replacing  the 
fundus  first. 
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REMARKS  UPON  HYSTERECTOMY  WITH  DESCRIPTION 
OF  SPECIMENS.* 

By  William  M.  Polk,  M.  D. 

1.  Hysterectomy  by  morcellement  (fibroid). 

2.  Suprapubic  hysterectomy  for  fibroid. 

3.  Suprapubic  hysterectomy  for  carcinoma  of  the  cervix. 

I  have  here  a  specimen  representing  removal  of  the  uterus  by 
morcellement.  I  did  the  operation  to-day  myself  for  the  first  time. 
This  specimen  is  placed  in  juxtaposition  with  one  removed  by  the 
suprapubic  method. 

The  tumor  occurred  in  a  woman  about  thirty-eight  years  of  age  and, 
owing  to  the  fact  that  it  had  rather  loose  attachments,  it  rose  well 
above  the  pelvic  brim  until  it  occupied  the  position  of  a  uterus  five 
months  pregnant,  reaching  nearly  to  the  umbilicus.  The  woman  had 
never  been  married  and  consequently  the  case  presented  the  difficul- 
ties which  such  vaginae  usually  do.  I  therefore  selected  it  as  a  suit- 
able case  in  which  to  test  the  operation.  I  worked  assiduously,  and 
yet  it  took  about  one  hour  and  twenty  minutes  to  complete  the  op- 
eration. The  operation  was  more  difficult  than  in  the  suprapubic 
one,  but  I  am  not  so  sure  that  the  patient  was  not  in  better  condition  ; 
she  certainly  was  in  better  condition  than  she  would  have  been  after 
an  operation  of  this  length  above  the  pelvis.  Perhaps  it  is  fairest  to 
say,  however,  that  the  condition  of  the  two  patients  from  whom  these 
specimens  were  taken  was  about  the  same,  with  the  advantage  in 
favor  of  the  vaginal  operation. 

The  great  difficulty  found  was  in  my  inability  to  control  the  bleed- 
ing from  the  tumor.  There  was  no  difficulty  in  controlling  the  bleed- 
ing from  the  vessels  of  the  lower  segment  of  the  uterus,  because  they 
could  be  ligated  at  the  outset  with  comparative  ease.  The  ovarian 
vessels  could  not  be  so  easily  reached  at  first.  It  is  claimed,  and 
with  justice,  that  if  you  make  steady  traction  while  operating  on 
these  fibroids,  you  will  control  the  bleeding,  but  every  time  I  cut 
away  a  piece  the  tumor  would  escape  from  me  and  there  would  be  a 
gush  of  blood.    Hence,  more  blood  was  lost  in  this  case  than  in  the 


*  This  paper  was  read  before  the  New  York  Obstetrical  Society  May  15,  1894, 
but  was  received  too  late  for  publication  with  the  Society's  Transactions. 
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suprapubic  operation,  where  practically  no  haemorrhage  takes  place. 
I  do  not  pretend  to  say  that  one  more  skilled  in  this  operation  would 
not  have  been  able  to  do  it  with  less  haemorrhage.  On  the  whole,  I 
think  with  small  fibroids  that  it  is  the  better  way  of  removing  them. 
In  the  case  of  the  small  fibroid  here  presented  and  removed  by  supra- 
pubic operation  it  would  have  been  better  to  have  removed  it  by  the 
vaginal  route,  and  perhaps  it  would  have  been  better  if  I  had  re- 
moved the  larger  one  above  the  pelvic  brim.  This,  I  believe,  is  about 
in  accord  with  the  opinions  of  those  gentlemen  who  have  perfected 
this  method. 

These  other  specimens  simply  represent  cases  of  extirpation  of  the 
uterus  for  various  causes — two  for  suppurative  disease  of  the  append- 
ages and  the  other,  a  case  in  which  the  appendages  had  been  already 
removed  and,  disagreeable  symptoms  continuing  to  recur,  the  uterus 
was  removed.  Another  is  a  case  of  carcinoma  of  the  cervix  in  which 
I  removed  the  organ  from  above.  I  am  not  quite  sure  of  the  propriety 
of  operations  from  above  for  carcinoma  of  the  cervix,  even  though  it 
does  involve  the  vagina.  My  reason  for  doing  it  here  was  that  I 
could  amputate  the  vagina  low  down  with  less  haemorrhage  than  when 
done  from  below.  The  case  simply  illustrates  the  advantages  of  re- 
moval from  above.  As  to  whether  or  not  there  is  a  sufficient  advan- 
tage to  justify  the  additional  shock  which  unquestionably  accompanies 
the  suprapubic  method,  I  am  still  in  doubt. 
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EDITORIAL 

ANNOUNCEMENT. 

As  promised  in  July  we  now  announce  to  our  friends  that  on  and 
after  the  publication  of  the  September  number  of  this  Journal  it 
will  be  known  as  The  American  Gynaecological  and  Obstetrical 
Journal. 

Our  reasons  for  this  change  have  been  fully  specified  in  the  July 
issue. 


THE  FIRST  SYMPHYSEOTOMY  IN  AMERICA. 

We  publish  the  following  communication  from  The  Alabama 
Medical  and  Surgical  Age  in  full  as  a  matter  of  duty  toward  ourselves 
and  in  the  interest  of  historical  truth  ;  we  publish  it  editorially  that 
the  widest  and  especial  attention  may  be  directed  toward  it. 

We  have  been  personally  much  interested  in  this  matter  for  several 
months  past  and  have  made  a  number  of  inquiries  as  to  the  identity 
of  Dr.  Coggin  and  his  claim  to  precedence  in  the  performance  of  the 
operation  in  this  country. 

Believing  as  we  have  that  to  Dr.  Jewett  was  due  this  honor,  it  is 
with  especial  interest  that  we  submit  to  our  readers  this  excerpt  with 
the  results  of  our  own  investigations  : 
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"DOCTOR  WILLIAM  THOMAS  COGGIN,  OF  ATHENS, 
GA.,  WHO  CLAIMS  THE  HONOR  OF  DOING  THE 
FIRST  SYMPHYSEOTOMY  IN  THIS  COUNTRY,  IS 
DENOUNCED  BY  THE  ETOWAH  COUNTY  (ALA.) 
MEDICAL  SOCIETY  AS  AN  IMPOSTOR  AND  A 
FRAUD. 

"[We  publish  the  following  communication  by  request  of  the 
Etowah  County  Medical  Society.  This  Society  also  requests  that  all 
medical  journals  which  have  given  publication  to  Dr.  Coggin's  claim 
to  the  distinguished  honor  publish  this  communication.  We  shall  hear 
from  Dr.  Coggin  before  making  editorial  comment. — Ed.  Age]  : 

"  Editor  Alabama  Medical  and  Surgical  Age  : 

"  In  the  April  number  of  your  journal  there  is  an  extract  from  the 
Nexv  Orleans  Medical  Journal,  from  the  pen  of  Dr.  Robert  P.  Harris, 
of  Philadelphia. 

"  In  the  above  article  the  very  distinguished  honor  of  performing 
the  first  symphyseotomy  on  the  American  continent  is  bestowed  upon 
one  William  Thomas  Coggin,  A.  M.,  M.  D.,  Ph.  D.,  etc.,  now  of 
Athens,  Ga.,  but  late  of  Keener,  Etowah  County,  Ala.  Until  tne 
above  article  appeared  in  your  journal,  the  medical  profession  of  this 
country  had  never  heard  of  the  wonderful  feat  of  Dr.  Coggin,  and 
feeling  that  it  is  a  duty  we  owe  to  our  profession  in  general,  and  other 
claimants  for  the  same  honor  in  particular,  we  determined  to  make  a 
thorough  investigation  as  to  the  facts  in  Dr.  Coggin's  claims,  as  we 
are  on  the  grounds  where  he  claims  to  have  done  the  work ;  hence  we 
think  this  should  be  satisfactory  to  all  fair-minded  men.  We  recog- 
nize the  fact  that  'honor  should  be  given  to  whom  honor  is  due.' 

"  To  accomplish  our  purpose  in  a  satisfactory  way  the  matter  was 
brought  before  our  county  medical  society  at  the  regular  meeting  in 
May.  A  committee  of  three  was  appointed  by  the  president  to  make 
a  thorough  investigation  as  to  the  facts  in  Dr.  Coggin's  claims,  and 
report  to  the  society  at  the  regular  meeting  on  the  first  Tuesday  in 
June. 

"  From  the  report  of  this  committee,  after  a  thorough  investiga- 
tion of  the  case,  together  with  correspondence  from  Dr.  Coggin  with 
different  persons  on  the  subject,  what  is  here  stated  is  based.  We 
will  first  notice  what  Dr.  Coggin  says  as  to  the  facts  :  He  states  that 
on  March  12,  1892,  he  delivered  one  Mrs.  Cary  Hughs,  the  wife  of  a 
miner,  of  a  living  child  by  pubic  section,  and  that  his  patient  resided 
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at  the  time  of  the  operation  at  Freedman,  Northeast  Alabama,*  and 
that  one  Dr.  Charles  Slaughter  assisted  him  in  doing  the  operation. 
In  a  letter  dated  April  2,  1894,  to  Dr.  C.  J.  Slaughter,!  of  Aurora,  Ala., 
Dr.  Coggin  says  that  '  Mr.  Gary  Hughs  lived  on  the  Freedman  place, 
near  the  rocky  ford  on  Wills  Creek,  before  he  went  to  the  mines.' 

"  Diligent  search  has  been  made  of  the  post-office  directory  and 
other  sources,  and  no  such  place  as  Freedman  in  Alabama  can  be 
found.  A  large  number  of  the  most  prominent  men  in  the  vicinity  in 
which  Dr.  Coggin  lived  and  claimed  to  have  done  this  operation  have 
been  interviewed,  both  as  to  Freedman  and  the  operation,  but  not  a 
single  individual  has  been  found  who  ever  heard  of  Freedman  or  the 
operation.  All  the  men  in  the  immediate  vicinity  of  the  rocky  ford 
have  been  interviewed  with  reference  to  Cary  Hughs,  but  not  one  of 
them  ever  knew  or  heard  of  such  a  person  in  that  locality.  The 
books  and  managers  of  the  mines  in  that  locality  have  been  consulted, 
and  no  trace  of  Cary  Hughs  ever  having  been  in  that  locality  can  be 
found.  The  merchants  and  postmaster  in  that  section  of  country 
have  never  known  or  heard  of  such  an  individual.  Dr.  C.  J.  Slaugh- 
ter is  the  only  Dr.  Slaughter  who  has  ever  been  heard  of  in  that  entire 
section  of  Alabama,  and  he  says  he  never  assisted  in  or  heard  of  any 
such  operation  by  Dr.  Coggin  or  any  one  else. 

"  In  Dr.  Coggin's  report  to  the  county  health  officer  of  the  births 
and  deaths  in  his  practice,  he  makes  no  report  of  delivering  Mrs. 
Cary  Hughs,  although  he  makes  a  report  of  other  cases  in  the  same 
month  he  claims  to  have  done  the  operation.  In  all  the  search  and 
investigation  that  has  been  made,  not  a  shadow  of  evidence  has  been 
found  supporting  Dr.  Coggin's  claim. 

"Under  date  of  May  18,  1894,  the  president  of  our  society  in- 
vited Dr.  Coggin  to  meet  our  society  at  the  June  meeting,  and  to  ex- 
hibit his  patient,  and  such  other  evidence  as  he  might  have  to  estab- 
lish his  claims.  He  was  assured  he  should  have  a  fair  and  square 
hearing,  and  if  he  produced  the  evidence  he  claimed  to  have,  in  a 
card  to  the  president  of  this  society,  dated  May  17,  1894,  our  society 
would  take  pleasure  in  confirming  his  claims,  and  doing  him  the 
honor  he  was  claiming.    He  was  urged  to  appear  before  us,  but  he 

*  We  wrote  to  the  postmaster  at  Freedman,  Ala.,  and  the  letter  was  returned 
with  the  comment  that  there  was  no  such  office.  Our  letter  addressed  to  Mr.  Cary 
Hughs  was  returned  "  Not  found." — Editors  N.  Y.  Jour,  of  Gyn.  and  Obstet. 

\  We  were  informed  also  by  the  postmaster  that  the  only  Dr.  Slaughter  at  that 
place  was  a  well-known  resident  of  many  years'  standing. — Editors  N.  Y.  Jour,  of 
Gyn.  and  Obstet. 
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failed  to  put  in  his  appearance.  Hence  it  is  clear  to  any  unbiased 
mind  that  there  is  not  a  shadow  of  evidence  tending  to  corroborate 
Coggin's  claim,  and  the  whole  matter  hinges  on  his  own  assertion.  If 
we  are  not  laboring  under  a  false  impression,  it  is  not  the  policy  of 
the  medical  profession  of  this  country  to  accept  statements  or  asser- 
tions of  this  kind  without  some  proof  to  verify  such  statements,  al- 
though he  may  be  ever  so  reputable.  This  being  the  case,  we  think 
it  perfectly  legitimate  and  equitable  to  investigate  the  record  of  Dr. 
Coggin. 

"We  are  fully  aware  that  it  is  no  small  or  insignificant  matter  to 
undertake  to  impeach  a  brother  physician  (if  he  is  entitled  to  such 
honor),  but  we  feel  the  gravity  of  the  case  justifies  the  means  ;  there- 
fore we  will  take  a  retrospective  view  of  Dr.  Coggin's  career  during 
his  sojourn  in  Alabama. 

"During  the  early  part  of  the  year  1888  Dr.  Coggin  came  to 
Gadsden,  Alabama,  and  made  application  to  the  Etowah  County 
Examining  Board  for  an  examination  to  obtain  a  license  preparatory 
to  entering  the  practice  of  medicine,  in  compliance  with  the  laws  of 
the  State. 

"Before  an  applicant  is  eligible  for  examination  before  a  county 
medical  examining  board  in  Alabama,  he  must  first  exhibit  a  diploma 
from  some  reliable  medical  college  ;  this  Dr.  Coggin  was  not  able  to 
do,  but  he  set  about  to  convince  the  board  that  he  was  a  graduate  in 
medicine,  but  he  had  been  unfortunate  by  having  his  diploma  burned, 
together  with  a  drug  store  in  Athens,  Ga.,  a  short  time  previous ;  and 
to  convince  the  board  of  the  correctness  of  his  statement  he  exhibited 
letters  to  that  effect,  one  of  which  was  from  the  dean  of  the  faculty 
of  the  medical  department  of  the  University  of  the  State  of  Georgia, 
located  at  Augusta,  Ga.  Dr.  Coggin  claimed  to  have  graduated  from 
that  school  in  1882,  and  from  the  literary  department  of  the  Univer- 
sity at  Athens  he  claims  to  have  received  the  degree  of  A.  M.  He 
also  exhibited  letters  verifying  his  statement  as  to  the  burning  of  his 
drug  store. 

"  This  evidence  had  its  desired  effect  on  the  part  of  Dr.  Coggin 
and  an  examination  was  granted  him.  The  board  claim  he  was  given 
a  fair  examination,  but  he  failed  to  come  up  to  the  requirements  of 
the  law,  and  a  certificate  was  refused. 

"  For  a  while  Dr.  Coggin  was  nonplussed,  but  soon  rallied  and 
came  with  renewed  force  and  vigor.  He  appealed  to  our  Senior 
Censor,  Dr.  Jerome  Cochran,  and  by  the  mighty  force  of  that  magic 
pen  of  his,  which  he  has  wielded  so  successfully  on  more  occasions 
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than  this,  he  touched  the  tender  cord  of  sympathy  in  the  noble 
heart  of  Dr.  Cochran,  and  actuated  by  the  advice  and  recommenda- 
tion of  Dr.  Cochran,  which  was  the  only  possible  available  way  by 
which  a  re-examination  could  be  granted  him  under  twelve  months 
before  a  county  examining  board.  In  his  appeals  to  Dr.  Cochran  he 
brought  to  bear  upon  him  that,  in  his  first  examination,  he  was  sick 
and  his  eyes  were  inflamed  to  such  an  extent  that  he  was  not  able  to 
see  to  read  or  write,  and  that  his  means  were  exhausted,  and  he  felt 
confident  if  he  was  given  a  fair  showing  he  could  pass  a  successful 
examination. 

"  It  is  claimed,  on  good  authority,  that  he,  although  but  a  short 
time  in  the  community,  soon  found  valuable  friends  who  came  to  his 
rescue,  and  by  their  aid  and  some  leniency  on  the  part  of  the  board 
a  certificate  was  granted  him. 

"  This  healed  the  doctor,  so  far  as  the  law  was  concerned,  to 
practice  medicine  in  Alabama,  and  so  he  proceeded  at  once  and  was 
soon  located  at  the  famous  and  historic  spot,  where  he  says  he  soon 
succeeded  in  establishing  a  satisfactory  practice;  but  whether  or  not 
when  he  located  at  this  place  he  ever  dreamed  that  away  back  in  the 
lonely  hills  and  mountains  of  Etowah  County  a  favorable  opportunity 
should  offer  itself  to  bring  forth  the  latent  skill  and  ingenuity  that 
was  lurking  in  the  posterior  portion  of  his  cranium — be  this  as  it  may 
— but,  according  to  his  statement,  that  favorable  opportunity  came  at 
last,  and  he  was  on  the  alert  to  avail  himself  of  the  opportunity  that 
presents  itself  to  but  few  men  with  similar  environments,  and  thus 
bound  at  one  gigantic  leap  into  world-wide  fame  ! 

"  Socn  after  Dr.  Coggin  located  in  our  county,  as  he  was  in  the 
midst  of  an  agricultural  people,  he  seems  to  have  decided  it  would  be 
the  proper  thing  for  him  to  attach  himself  to  the  Farmers'  Alliance, 
which,  at  that  time,  was  sweeping  over  this  country  at  high  tide,  and 
by  this  soon  ingratiate  himself  into  the  good  graces  of  the  yeomanry 
of  his^section.  The  doctor  it  seems  was  not  slow  in  arising  to  no 
small  eminence  in  that  organization,  and  was  gaining,  by  his  craft, 
the  confidence  of  the  community  as  a  physician  ;  and  in  the  mean- 
time he  had  become  an  active  member  of  our  county  medical  society. 

"  So  far  as  we  were  aware,  everything  was  smooth  sailing  with  the 
doctor,  until  in  the  early  part  of  the  year  1889,  when,  it  appears,  a 
brother  Allianceman  and  doctor  as  well,  who  is  of  rather  an  investi- 
gative turn  of  mind,  and  not  at  all  disposed  to  keep  silent  and  submit 
to  any  man  coming  within  his  domain  and  relieving  him  of  the  bur- 
dens, and  sharing  the  profits  and  luxuries  of  a  country  practice,  with- 
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out  first  satisfying  himself  that  such  individual  was  legally  authorized 
to  carry  on  such  a  business,  was  not  slow  to  investigate,  and  his 
efforts  were  crowned  with  success.  It  was  not  long  until  the  biogra- 
phy of  Dr.  Coggin  was  rather  current  news  for  the  community  ;  and, 
I  may  add,  this  biographical  sketch  was  not  altogether  as  flattering  to 
Dr.  Coggin  as  the  one  given  in  the  April  number  of  your  journal. 
He  denounced  him  in  unmistakable  terms  as  a  fraud,  a  forger  and  an 
imposition  on  the  people,  and  heavily  assailed  our  examining  board 
for  granting  him  a  certificate  to  practice  medicine,  claiming  he  had 
no  diploma  and  that  he  had  duped  the  board. 

"  The  examining  board  had  acted  in  good  faith,  and  this  charge 
put  it  on  the  defensive,  and  an  investigation  was  at  once  instituted 
with  reference  to  Dr,  Coggin 's  claims  of  graduation.  The  dean  of 
the  faculty  of  the  medical  department  of  the  University  of  Georgia 
was  written  to  with  reference  to  Dr.  Coggin's  graduation  from  that 
school,  and  also  as  to  having  written  a  letter  to  that  effect,  in  reply  to 
which  he  stated  Dr.  Coggin  was  not  a  graduate  of  that  school,  and  if 
Dr.  Coggin  had  exhibited  any  letter  with  his  signature  to  that  effect 
it  was  forged.  He  went  on  to  state  that  Dr.  Coggin  had  matriculated 
in  that  school,  but  had  left  there  under  a  cloud.  The  postmaster  at 
Athens,  Ga.,  was  written  to  concerning  the  burning  of  the  drug  store, 
and  in  reply  he  stated  that  he  had  been  a  citizen  of  Athens,  Ga.,  for 
a  number  of  years,  and  no  such  man  as  William  Thomas  Coggin  had 
ever  engaged  in  the  drug  business  or  the  practice  of  medicine  in  that 
place,  and  that  there  had  not  been  a  drug  store  burned  there  for  a 
number  of  years. 

"  After  his  little  scheme  had  been  shown  to  be  false  about  gradu- 
ating at  Augusta,  he  then  claimed  he  had  graduated  from  the  Medical 
College  of  South  Carolina,  at  Charleston.  An  investigation  of  this 
claim  proved  it  to  be  as  false  as  the  previous  one. 

"  After  these  facts  were  shown  up,  charges  were  preferred  against 
him  and  he  was  notified  to  appear  before  our  county  medical  society 
to  answer  them,  but  he  did  not  so  much  as  appear  to  offer  any  de- 
fense, and  he  was  expelled  from  and  put  under  the  ban  of  the  society. 

"After  this  Dr.  Coggin  quieted  down  for  a  while  and  nothing 
more  was  heard  from  him  by  our  society  until  in  1891,  when  he  made 
complaint  to  Dr.  Jerome  Cochran,  our  Senior  Censor  of  the  State, 
that  he  had  been  misrepresented  by  our  society,  as  shown  in  the 
transactions  of  the  State  Medical  Association.  In  making  our  report 
to  the  State  Association,  we  had  reported  him  as  an  undergraduate. 
Dr.  Cochran  called  the  attention  of  our  society  to  the  matter,  and 
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Dr.  Coggin  was  notified  to  appear  before  our  society  at  its  next  regu- 
lar meeting,  which  was  in  August,  and  show  cause  why  he  should  not 
be  so  reported.  Dr.  Coggin  promptly  appeared  before  our  society, 
and  to  the  utter  surprise  and  astonishment  of  every  one  he  exhibited 
a  diploma,  coming  this  time  from  the  'Western  Reserve  University,' 
of  Cleveland,  Ohio,  and  was  an  addendum  degree.  Our  society  is  in 
possession  of  a  letter  from  one  H.  H.  Powell,  register  of  the  Western 
Reserve  University,  of  Cleveland,  Ohio,  and  in  that  letter,  which  is 
dated  July  8,  1891,  he  says  that  a  man  by  the  name  of  Wm.  Thos- 
Coggin  graduated  a  few  years  ago  from  what  was  then  known  as 
'  Charity  Hospital  College,'  and  all  such  are  entitled  to  the  addendum 
of  the  University.  He  registered  from  Keener,  Ala.  It  should  be 
borne  in  mind  that  Dr.  Coggin  now  claims  to  have  graduated  from 
the  Charity  Hospital  College,  of  Cleveland,  Ohio,  in  1882,  and  that 
Dr.  H.  H.  Powell,  register  of  the  Western  Reserve  University,  of 
Cleveland,  Ohio,  stated  he  matriculated  from  Keener,  Ala. 

"  It  can  be  clearly  shown  that  Wm.  Thos.  Coggin  was  never  heard 
of  in  Etowah  County  until  in  1888.  How  and  when  Dr.  Coggin  ob- 
tained these  diplomas  we  are  not  able  to  state.  It  seems  remarkably 
strange,  however,  that  if  Dr.  Coggin  was  a  graduate  in  1882  from  the 
Charity  Hospital  College,  of  Cleveland,  Ohio,  as  he  now  claims — why, 
in  1888,  when  he  made  application  to  our  county  examining  board,  he 
did  not  exhibit  his  diploma  from  that  school.  It  seems  to  us  this 
would  have  been  much  easier  than  to  go  to  all  the  trouble  he  did  in 
getting  up  the  proof  about  graduating  in  Augusta,  Ga.  Dr.  Coggin 
alone,  we  presume,  can  explain  this.  It  would  be  quite  a  gratification 
to  our  society  to  have  an  explanation  from  the  doctor  on  this  subject. 
The  burden  of  proof  is  thrown  upon  him  to  show  how  and  when  he 
obtained  these  diplomas,  as  well  as  the  rights  to  some  of  the  titles  he 
has  swung  on  to  his  autograph.  When  he  shall  have  done  this  in  a 
satisfactory  way,  then  he  can  ask  decent  people  to  give  credence  to 
what  he  says  about  his  symphyseotomy.  Until  he  does  this  or  pro- 
duces his  patient,  with  reliable  evidence  to  corroborate  it,  the  Etowah 
County  Medical  Society  brands  his  claims  as  utterly  false,  without  a 
particle  of  foundation. 

"The  Etowah  County  Medical  Society  has  the  proofs  on  file  to 
verify  every  statement  made  in  this  article,  and  we  stand  ready  and 
are  anxious  to  establish  and  maintain  every  word  of  it.  We  challenge 
William  Thomas  Coggin  to  successfully  contradict  it. 

"Erasmus  T.  Camp,  M.  D., 
"  Pres'i  Etowah  Co.  Med.  Society,  Gadsden,  Ala." 
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We  have  ourselves  gone  over  very  much  of  this  ground  in  our  own 
investigations  ;  it  is  due,  however,  to  Dr.  Coggin  to  state  that  Dr. 
Robert  P.  Harris,  of  Philadelphia,  avers  that  there  is  an  error  in  the 
identity  of  Dr.  Slaughter.  We  will  await,  therefore,  a  further  state- 
ment from  Dr.  Harris  and  a  hearing  of  Dr.  Coggin's  side  of  the  story 
before  arriving  at  a  final  conclusion  on  this  very  involved  subject. 


CORRESPONDENCE. 

Surgical  Treatment  of  Uterine  Myoma. 

Chicago,  July,  i8g4. 
To  the  Editors  of  the  New  York  Journal  of  Gynaecology  and  Obsletrics  : 

Very  recent  reports  of  discussions  in  regard  to  the  indications  for 
uterine  surgery  show  a  wide  divergence.  In  fact,  scarcely  any  subject 
in  gynaecology  has  ever  shown  more  varied  opinion.  One  surgeon 
uncompromisingly  extirpates  the  uterus  for  bilateral  diseases  of  the 
appendages,  and  another  is  equally  positive  that  it  is  not  necessary. 
One  surgeon  states  that  the  uterus  should  be  extirpated  for  fear  of 
some  future  disease.  Others  state  that  the  cutting  off  of  the  blood 
supply  with  the  appendages  is  sufficient  to  atrophy  the  uterus  almost 
out  of  the  range  of  disease.  The  ultra-radical  advocates  that  the 
uterus  can  be  removed  with  little  more  shock  than  that  which  accom- 
panies removal  of  the  appendages.  From  these  varied  opinions  and 
methods  of  action  it  would  appear  that  gynaecological  surgery  is  a 
very  settled  factor. 

In  regard  to  the  matter,  I  regret  that  uterine  surgery  is  not  capable 
of  being  submitted  to  animal  experimentation  so  that  similar  results 
could  be  compared.  We  can  compare  with  perfection  the  procedures 
of  animal  and  intestinal  surgery.  The  reason  that  intestinal  surgery 
has  made  any  established  advances  is  because  of  systematic  animal 
experimentation.  In  short  one  of  England's  prominent  surgeons  be- 
moaned to  me  the  restriction  on  animal  experimentation,  "  for,"  said 
he,  "  I  have  killed  a  grave-yard  full  of  patients  in  learning  how  to  do 
intestinal  surgery."  But,  Mr.  Editor,  during  all  the  learned  discus- 
sion in  your  June  number  in  regard  to  the  fascinating  radical  opera- 
tion for  removal  of  the  whole  uterus  because  the  appendages  might  be 
diseased,  but  few  words  were  uttered  in  respect  to  the  life  of  the  poor 
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woman.  She  might  have  diseased  appendages  which  could  be  re- 
moved by  ordinary  abdominal  surgery  in  fifteen  to  twenty  minutes, 
but  to  advise  an  operation  certainly  more  dangerous,  because  it  would 
require  of  ordinary  skill  forty  minutes  with  vastly  added  shock,  was 
advocated  without  apology  to  the  patient's  safety. 

Perfect  surgery  means  safe  surgery.  No  surgery  should  be  toler- 
ated for  one  minute  which  has  not  for  its  chief  end  and  aim  the  re- 
spect of  the  patient's  life  first  in  view.  To  tell  us  that  there  is  little 
shock  in  total  extirpation  of  the  uterus  is  to  put  suspicion  in  our 
minds  of  any  surgeon  who  is  unfortunate  enough  to  state  it.  To  ad- 
vocate total  extirpation  of  the  uterus  for  fear  of  future  disease  is  like 
the  advice  of  my  very  aggressive  colleague  who  observes  that  all  chil- 
dren should  have  the  appendix  extirpated  for  fear  of  future  appen- 
dicitis. Because  it  appears  that  an  organ  is  useless  is  insufficient  rea- 
son for  its  removal.  On  the  same  grounds  we  ought  to  remove  the 
supra-renal  capsules  and  the  thyroid  glands.  The  pineal  gland  should 
come  out  and  the  parovarium  should  not  be  allowed  to  infest  the  broad 
ligament.  I  feel  sure,  so  far  as  I  have  been  able  to  observe,  that  the 
sweeping  removal  of  organs  is  a  backward  move  in  surgery.  One 
surgeon  gives  as  a  reason  for  total  extirpation  of  the  uterus  that  one 
of  his  patients  after  removal  of  the  appendages  came  back  to  him  six 
or  seven  times.  Is  this  not  an  exceptionally  rare  case  ?  One  of  the 
most  radical  advocates  asserts  that  total  extirpation  of  the  uterus  does 
not  add  danger  above  extirpation  of  the  appendages.  Those  who  do 
not  accept  this  statement  cum  grano  salts  are  born  with  little  capacity 
for  suspicion.  The  radical  operation  of  total  extirpation  of  the  uterus 
would  be  accompanied  in  the  hands  of  the  general  abdominal  surgeon 
with  the  old  amateur  mortality  of  fifteen  to  twenty  per  cent.  Which 
are  those  cases  removal  of  the  appendages  does  not  cure  ?  Are  they 
not  exceptional  ?  Are  they  not  those  in  which  the  appendages  were 
removed  for  pain,  for  neurosis?  In  many  cases  but  little  real  pathol- 
ogy was  demonstrable.  Would  total  extirpation  of  the  uterus  cure 
a  neurotic  case  ?  Leaving  out  the  bold,  aggressive,  new  operations 
for  questionable  purposes,  or  at  least  of  still  unacknowledged  utility, 
is  there  not  far  too  much  unscientific  abdominal  surgery  done  to-day 
and,  unfortunately,  by  unskilled  hands  without  proper  facility?  But 
of  all  physicians  the  surgeon  is  the  most  impatient  and,  it  may  be,  he 
"  likes  to  cut." 

Now,  it  must  be  remembered  that  if  it  is  accepted  as  correct  in 
principle  that,  where  bilateral  removal  of  the  appendages  is  practiced 
at  present,  hereafter  we  must  make  a  total  extirpation  of  the  uterus — 
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a  sweeping  change  has  come  in  gynaecological  surgery.  Think  of  the 
number  of  appendages  now  removed  which  will  hereafter  be  accom- 
panied by  a  uterus  !  There  are  still  gynaecologists  living  who  believe 
that  such  a  proposition  ought  not  to  be  accepted  without  time  and 
more  supporting  facts. 

Now,  practical  abdominal  surgeons  know  that  the  removal  of  my- 
omatous uteri  is  a  dangerous  operation  even  in  the  most  skilled  hands. 
The  saving  of  the  patient's  life  is  chief  and  foremost.  In  many  cases 
life  is  in  danger  from  exhaustion  by  pain  and  haemorrhage.  In  such 
cases  we  must  use  modified  measures.  Radical  removal  is  often  sure 
death.  Among  the  modified  procedures  for  such  exhausted  patients 
possessing  fibroid  tumors,  Dr.  Franklin  Martin  introduced  the  idea 
of  tying  the  uterine  arteries.  This,  I  think,  will  prove  a  useful  meas- 
ure in  many  cases.  During  the  very  same  month  in  which  Dr.  Mar- 
tin did  his  first  case  I  had  a  case  in  which,  after  opening  the  abdomen, 
we  found  it  impossible  to  remove  the  tumor.  I  adopted  a  new  plan. 
The  tubes  were  both  carefully  tied  in  situ.  Then  I  ligated  the  broad 
ligament  about  two  thirds  of  the  distance  from  the  fundus  to  the  neck. 
The  ligatures  we  so  applied  that  they  obliterated  the  uterine  artery  as 
it  courses  along  the  uterus.  Since  that  time  I  have  performed  this 
operation  about  fifteen  times  with  the  most  excellent  results.  It  is  an 
operation  which  only  requires  about  ten  minutes  more  than  it  does  to 
remove  the  appendages.  It  can  be  done  either  with  or  without  the 
removal  of  the  appendages.  Its  greatest  advantage  is  suddenly  to  cut 
off  menstruation.  It  aids  in  checking  uterine  haemorrhages.  The 
utility  of  the  operation  I  present  is  (a)  it  rapidly  reduces  the  size  of 
myomatous  uterine  tumors  by  cutting  off  the  blood  and  nerve  supply; 
(b)  it  stops  menstruation  ;  (c)  it  aids  in  checking  uterine  haemorrhage  ; 
(d)  it  avoids  a  dangerous  abdominal  hysterectomy  ;  (e)  it  can  be  done 
with  or  without  the  removal  of  the  appendages. 

A  cut  illustrating  the  method  of  operating  will  be  found  in  the 
American  Journal  of  Obstetrics  for  April,  1894. 

Byron  Robinson. 

A  Statistical  Error. 

Chicago,  July,  1894. 
To  the  Editors  of  the  New  York  Journal  of  Gynecology  and  Obstetrics  : 
I  desire  to  correct  a  statistical  error  in  my  paper  on  Myomectomy 
as  a  Substitution  for  Hysterectomy  which  appeared  in  abstract  in 
your  June  number.    The  statement  that  there  had  been  no  mortality 
10 
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from  myomectomy  during  the  past  two  years  is  incorrect.  The  paper 
was  intended  to  be  chiefly  descriptive  of  the  operation  and  not  sta- 
tistical. The  statement  which  contained  the  error  was  made  from 
memory.  There  has  been  one  death  following  the  operation,  although 
perhaps  not  attributable  to  it.  The  patient  was  old  and  atheroma- 
tous. Death  occurred  almost  instantly  about  eighteen  hours  after  the 
operation,  when  all  seemed  to  give  promise  of  recovery. 

E.  C.  Dudley. 


TRANSACTIONS    OF  THE   CHICAGO  GYNECOLOGICAL 

SOCIETY. 

Meeting  of  February  16,  1894. 

The  President,  Fernand  Henrotinji  M.  D.,  in  the  Chair. 

Abstract  of  a  paper  entitled 

ABSCESS  FORMATION  IN  THE  PATENT  URACHUS. 

By  Weller  Van  Hook,  A.  B.,  M.  D., 

Professor  of  Surgical  Pathology  and  Bacteriology,  College  of  Physicians  and  Surgeons  ; 
Professor  of  Surgery,  Post-Graduate  Medical  School  ;  Surgeon  to 
Cook  County  Hospital,  Chicago. 

Dr.  Van  Hook  says  that  the  urachus  is  a  cord-like,  chiefly  fibrous 
structure,  of  an  embryonal  vestigiary  character,  extending  from  the 
bladder  to  the  umbilicus,  lying  between  the  peritonaeum  and  the  ab- 
dominal muscles  and  acting  as  a  suspensory  ligament  to  the  bladder. 

The  uncommon  but  not  extremely  rare  lesions  of  this  structure 
are  only  to  be  comprehended  when'  its  embryological  and  patholog- 
ical relations  are  clearly  understood. 

Embryological. — The  urachus,  the  bladder,  the  female  urethra,  and 
that  part  of  the  male  urethra  which  is  not  produced  from  those  epi- 
blastic  folds  which  give  rise  to  the  penis,  are  formed  from  the  allan- 
tois.  The  allantois  is  the  fcetal  structure  which  carries  with  it  to  the 
placenta  the  fcetal  blood-vessels  and  therefore  supplies  the  embryo 
with  oxygen  and  nutriment.  In  the  human  subject  no  embryos  have 
been  described  at  a  time  suitable  for  the  study  of  the  allantois  in  its 
very  early  stages  of  development  (Schaefer1)- 
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Early  in  the  second  month  of  embryonic  life  a  bud  of  hypoblastic 
tissue  is  pushed  out  from  the  tail  end  of  the  hind  gut  and  carries  be- 
fore it  a  rather  thick  mass  of  mesoblastic  tissue  into  the  space  between 
the  layers  of  the  amnion.  The  cavity  of  the  alimentary  canal  opens, 
therefore,  directly  into  the  cavity  of  this  projection,  which  is  called 
the  allantois.  As  the  hypoblastic  wall  of  the  hind  gut  pushes  out- 
ward it  carries  with  it,  as  has  been  said,  a  portion  of  mtsoblast,  which 
becomes,  with  the  development  of  the  circulatory  system,  exceedingly 
vascular.  The  allantois  now  reaches  and  spreads  out  upon  the  cho- 
rion, thus  bringing  the  fcetal  vessels  in  close  relationship  with  the 
maternal  venous  sinuses  and  forming  the  fcetal  part  of  the  placental 
circulation. 

It  is  only  that  portion  of  the  allantois  which  is  eventually  inclosed 
within  the  plates  of  the  somatopleure  and  which  therefore  remains 
permanently  a  part  of  the  foetus,  with  which  we  have  to  deal.  In  the 
second  month  of  fcetal  life  the  stalk  of  the  allantois  becomes  dilated, 
near  its  origin  in  the  hind  gut,  into  a  spindle-shaped  diverticulum. 
A  constriction  separates  this  spindle-shaped  tube  into  two  parts,  the 
lower  one  of  which,  the  arogenital  sinus,  communicates  with  the  ali- 
mentary canal,  which  at  this  time  has  developed  into  the  cloaca.  In 
the  metamorphosis  of  the  urogenital  sinus  and  cloaca  into  the  urinary 
and  genital  organs,  perinaeum  and  rectum  we  are  not  directly  con- 
cerned. The  upper  sacculation  becomes  the  urinary  bladder  by  the 
atrophy  and  further  constriction  of  the  allantois.  But  the  histogene- 
sis of  the  bladder  is  still  unknown  (Minot I4),  even  the  exact  time 
when  the  constriction  of  the  urachus  occurs  is  as  yet  undetermined. 

The  umbilical  cord  contains  relics  of  the  allantois  at  the  time  of 
birth  in  the  form  of  a  delicate  tube  lined  with  epithelium.  Says  Mi- 
not 13  in  his  description  of  the  umbilical  cord  at  term  :  "  In  this  jelly 
[Wharton's]  are  found  three  large  blood-vessels  and  usually  a  few  de- 
generated remnants  of  the  epithelium  of  the  allantois.  .  .  .  There  is 
usually  to  be  seen  in  sections  of  the  cord  at  term,  according  to  Kol- 
liker,  especially  in  sections  from  the  proximal  end  and  middle  region, 
a  small  group  of  epithelial  cells,  with  distinct  walls,  irregularly  granu- 
lar contents  and  round  nuclei  ;  around  the  cells  there  is  a  slight  con- 
densation of  the  connective  tissue,  to  form,  as  it  were,  the  envelope. 
This  structure  has  been  regarded  by  some  writers  as  the  persistent 
yolk  stalk — as,  for  example,  by  Ahlfeld.'  Kolliker  10  considered  it  to 
be  the  remnant  of  the  allantoic  cavity,  a  supposition  which  my  own 
observations  confirm.  .  .  .  The  allantoic  duct  occupies  usually  a  po- 
sition between  the  two  arteries  ;  it  attains  its  maximum  diameter  about 
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the  fifth  week,  when  it  is  a  small  epithelial  tube  of  irregular  width,  at 
which  it  remains  for  some  time  without  noticeable  alteration  ;  during 
the  third  month  it  loses  this  character  and  becomes  solid  by  the 
enlargement  of  its  epithelial  cells  ;  the  duct  persists  up  to  birth  in 
this  form,  though  losing,  according  to  Kolliker,  its  complete  conti- 
nuity ;  after  it  becomes  solid  there  is  a  slight  condensation  of  tissue 
around  it."  * 

At  the  time  of  birth  the  allantois  has  atrophied  within  the  abdomi- 
nal walls  to  a  delicate  tube  closed  near  the  bladder.  In  the  com- 
pletely developed  human  subject  this  embryonal  relic  is  still  called 
the  urachus  or,  in  acknowledgment  of  its  sole  remaining  function,  the 
ligatncntum  vesica  medium  sen  suspcnsorium. 

In  the  majority  of  cases  Luschka  11  states  that  "  the  ligamentum 
vesicae  medium  does  not  reach  the  navel  but,  about  five  or  six  centi- 
metres above  the  vertex  of  the  bladder,  after  having  become  free  of 
its  muscular  layer  and  more  compact,  is  lost  in  a  number  of  tendinous 
threads  which,  for  the  most  part,  unite  with  the  left  and  right  liga- 
mentum vesicae  laterale,  but  some  of  which  also  meet  one  another  in 
such  a  way  that  a  sort  of  network  is  produced.  ...  In  many  cases 
one  finds  as  an  immediate  continuation  of  the  vesical  mucous  mem- 
brane a  tubular  prolongation  of  the  vertex,  sometimes  two  millimetres 
in  thickness,  whose  beginning  is  indicated  not  rarely  by  a  fine  open- 
ing appearing  from  the  bladder  as  if  produced  by  a  pin.  Instead  of 
this  usually  only  a  groove  is  noted,  arid  very  often  even  this  is  missed, 
so  that  no  trace  of  the  communication  is  visible.  In  such  cases  the 
beginning  of  the  urachus  is  usually  obliterated.  Such  a  destruction  of 
the  lumen  is  generally  found  through  only  a  short  extent.  The  tube 
soon  begins  again  to  be  hollow  and  retains  this  lumen  in  the  adult 
for  a  distance  of  five  to  seven  centimetres,  sometimes  even  higher. 
The  tube  as  it  passes  upward  grows  smaller,  possessing  a  lumen  of 
only  one  half  or  one  millimetre." 

The  lumen  is  characteristically  uneven  and  by  lateral  dilatation 
gives  rise  to  cysts  which  may  even  become  independent  of  the  chief 
part  of  the  tube. 

Wutz  34  has  made  a  careful  and  interesting  study  of  the  literature 
pertaining  to  the  anatomy  of  the  post-natal  urachus,  going  back  to  the 
earliest  records.  His  own  observations  embrace  the  study  of  seventy- 
four  bodies,  confirming  the  statements  of  Luschka  for  the  most  part, 
and  adding  new  facts. 

In  these  bodies  he  found  the  urachus  to  increase  in  length  with  ad- 
vancing age  as  follows  :  in  the  new-born  the  length  was  3.1  centime- 
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tres ;  between  the  ages  of  seventeen  and  twenty-five  years,  16.5  centi- 
metres ;  between  the  ages  of  twenty-five  and  seventy  years,  18.7 
centimetres. 

These  examinations  made  by  Wutz  indicate  that  the  urachus  is 
permeable  in  most  cases  from  the  bladder  upward,  for  a  short  dis- 
tance, by  a  very  fine  probe.  At  the  entrance  of  this  tube  a  small  fold 
of  mucous  membrane  lies  transversely  in  a  valve-like  way,  preventing 
the  entrance  of  urine  and  rendering  probing  difficult.  The  diameter 
of  the  muscular  layer  diminishes  toward  the  upper  part  of  the  tube,  as 
does  also  the  epithelium  lining  it.  The  beginning  of  the  tendinous 
character  of  the  ligarnentum  vesicae  medium  occurs  in  children  quite 
regularly  at  a  point  one  half  of  the  distance  between  the  vertex  of  the 
bladder  and  the  umbilicus,  while  in  adults  this  point  is  located  at  only 
one  third  of  this  distance.  Nevertheless,  Wutz  finds  that  there  is  an 
extra-uterine  growth  of  the  musculature  of  the  tube,  as  well  as  a  growth 
of  its  epithelial  lining.  The  point  of  insertion  of  the  urachus  into  the 
bladder  is  marked,  we  learn  also  from  Wutz,  by  a  dimple  (Einziehung). 

Pathological. — Admitting  the  normal  persistence  of  the  epithelium 
of  the  urachus  with  partial  patency  of  the  lower  part  of  the  tube,  it 
can  not  be  conceded  that  the  canal  is  pervious  throughout  its  entire 
course,  even  to  fine  probes,  except  in  very  unusual  cases  which  must 
be  regarded  as  pathological. 

Patency  of  the  urachus  is  said  to  be  complete,  according  to  the 
classification  of  Meckel,  when  the  canal  is  open  from  the  umbilicus 
into  the  bladder,  being  permeable  for  the  passage  of  instruments  or 
injected  fluids  from  without  or  permitting  the  escape  of  urine  out  of 
the  bladder  from  below.  It  is  partial  when  the  passage  is  open  from 
the  umbilicus  for  some  distance  in  the  direction  of  the  bladder  but 
not  into  it ;  or  when  the  duct  is  patent  from  the  bladder  upward  to- 
ward the  navel  but  not  reaching  to  it. 

Closely  related  aetiologically  to  patency  of  the  urachus  are  the  more 
serious  malformations  known  as  fissura  vesica  superior  and  exstrophia 
vesica.  Two  theories  to  account  for  all  these  conditions  have  been  ad- 
vanced. Ultzmann  36  happily  quotes  from  Steiner  as  follows  :  "  It 
may  occur  occasionally  that,  either  as  a  result  of  too  slight  energy  in 
the  tissue-forming  activity  of  the  fcetal  organism  or  of  arrest  of  devel- 
opment in  the  formation  of  the  urethra,  the  closure  of  the  allantois 
does  not  take  place  throughout  ;  or  that,  at  a  time  when  the  abdomi- 
nal walls  are  still  open,  by  an  arrest  in  the  normal  development  of  the 
urethra  the  already  closed  sac  of  the  allantois  becomes  distended  aJ 
maximum  and  finally  bursts." 
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The  theory  of  rupture  of  the  allantois  has  not  found  as  much  favor 
as  the  simpler  notion  of  failure  in  the  closure  of  the  abdominal  walls. 
He  suggests  that  the  rupture  theory  becomes  extremely  complicated, 
involving  an  explanation  of  an  explanation,  when  we  apply  it  to  those 
cases  where  the  urethra,  in  which  the  obstruction  hypothetically  oc- 
curs, is  wholly  normal  at  birth,  although  intra-uterine  healing  of  such 
defects  has,  according  to  Orth,  been  observed. 

There  seems  but  little  doubt  that  obstruction  to  the  outflow  of 
urine  in  post-natal  life  may  be  responsible  for  the  dilatation  of  a  per- 
sisting duct  to  a  channel  of  considerable  size.  In  favor  of  this  view 
Stadfeldt,  who  has  collected  fourteen  cases,  notes  the  fact  that  twelve 
of  the  patients  were  boys.  He  concludes  that  the  tortuous  passage  of 
the  male  urethra  favors  an  intravesical  urinary  pressuie  higher  than 
that  occurring  in  the  female  bladder,  thus  more  strongly  tending  to 
force  open  a  delicate  tube  not  quite  closed.  Bramann2  supports  the 
same  idea  by  citing  I.  I.  Charles'  interesting  case  of  a  boy  who  had  a 
complete  urachal  fistula,  allowing  escape  of  urine  at  the  umbilicus,  as 
a  result  of  a  tight  prepuce.  The  fistula  closed  spontaneously  as  soon 
as  the  phimosis  was  relieved. 

It  is  quite  conceivable  that  a  partially  pervious  urachus  might  be 
rendered  complete  by  the  rupture  of  this  bar  by  abscess  formation  in 
the  allantoic  remains. 

Wutz  reports  cases  of  suppuration  in  small  cystic  dilatations  of  the 
urachus  as  the  result  of  direct  extension  from  the  bladder  in  suppura- 
tive cystitis.  The  degree  of  distention  is  small  but  sufficient  to  indi- 
cate that,  in  the  case  of  a  long-continued  inflammatory  process  with- 
out adequate  drainage,  the  cavity  might  equal  in  size  the  largest 
cysts. 

In  thirty-six  bodies  examined,  Wutz  found  cysts  twenty-four  times, 
nine  of  these  cadavers  being  female  and  fifteen  male,  there  being 
among  the  seventy-four  cases  studied  thirty-six  females  and  thirty- 
eight  males.  Wutz  asserts  that  he  found  the  frequency  of  these  cysts 
to  increase  with  the  age  of  the  patient.  All  the  cysts  observed  by 
Wutz  had  their  seat  in  the  lower  fourth  or  third  of  the  distance  be- 
tween the  bladder  and  umbilicus,  occurring  of  course  in  the  normally 
persistent  part  of  the  urachus.  The  majority  of  these  small  cysts  had 
a  stratified  epithelial  lining  ;  a  few  had  only  a  single  layer  of  cells. 
All  of  them  had  a  well-developed  layer  of  smooth  muscle  fibers.  In 
the  fluid  filling  these  cysts  Wutz  found  some  small  yellowish  bodies, 
which  he  decides  are  not  corpora  amylacea  as  Luschka  thought  them. 

That  the  cysts  of  the  urachus  may  be  of  clinical  interest  is  appar- 
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ently  shown  by  numerous  publications  in  recent  years,  chiefly  by  Mr. 
Lavvson  Tait 27  28  and  his  pupil  Dr.  F.  B.  Robinson,19  although  Wutz 
was  not  satisfied  that  certain  cases  reported  upon  the  Continent  were 
not  cases  of  localized  peritonitis  with  encystment. 

It  is  gratifying  to  be  able  to  cite  the  paper  of  Wutz  as  a  careful 
and  critical  review  of  the  literature  of  these  large  cysts  up  to  1883,  the 
date  of  publication. 

The  causes  of  urachal  dilatation  to  the  production  of  cysts  have 
been  as  little  elucidated  as  the  causes  of  dilatation  in  other  function- 
less  tubes.  Inflammation  of  a  chronic  character  has  been  frequently 
cited  as  a  cause  for  the  formation  of  cystic  dilatations.  In  a  number 
of  cases  suppurative  inflammation  was  present  ;  but  Robinson's  sup- 
position that  the  inflammation  in  the  cases  which  he  saw  operated 
upon  by  Tait  was  tuberculous  is  not  supported  by  any  other  evidence 
than  gross  appearances.  In  several  of  Mr.  Tait's  *  cases  a  urinary 
fistula  remained  for  a  time  after  drainage  of  the  sac  through  the  ab- 
dominal wall,  which  would  suggest  that  a  communication  between  the 
bladder  and  the  sac  had  led  to  the  distention. 

The  concretions  found  by  Wutz  in  the  small  cysts  he  observed 
were  rare  and,  of  course,  minute.  These  concretions  may  be  of  patho- 
logical importance  when  large,  especially  if  an  infection  has  occurred 
in  the  mucous  membrane  of  the  urachus.  They  are  usually  formed 
within  the  patent  or  partly  patent  duct.  Bramann  reports  the  strange 
case  of  a  sixty-three-year-old  woman  who  gave  a  history  of  chole- 
lithiasis eighteen  years  before,  followed  by  abscess  formation  and  dis- 
charge of  pus  from  the  umbilicus.  A  fistula  remained  until  the  time 
of  observation,  discharging  variable  quantities  of  pus.  An  operation 
was  performed,  the  swelling  being  opened  and  a  quantity  of  thin  pus 
being  evacuated.  The  cavity  also  contained  four  pigeon-egg-sized 
biliary  calculi.  Recovery  followed  repeated  curettings.  The  route  by 
which  these  calculi  got  into  the  urachus,  if  indeed  they  really  occu- 
pied that  duct,  can  not  be  absolutely  determined. 

The  calculi  usually  observed  in  the  urachus  are  of  the  ordinary 
varieties,  Wutz  reporting  the  probable  determination  of  calcium  car- 
bonate in  some  of  the  smaller  ones  which  he  analyzed. 


*  It  is  much  to  be  regretted  that  no  accurate  pathological  report  in  reference  to 
the  findings  in  these  cases  is  available.  Mr.  Bland  Sutton  has  examined  the  wall  of 
the  cavity  in  one  case,  but  while  his  report  seems  accurate  so  far  as  it  goes  it  is  not 
sufficiently  extensive  (doubtless  from  lack  of  material)  to  put  beyond  cavil  the  ques- 
tion of  urachal  dilatation  as  against  localized  tubercular  peritonitis. 
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Suppuration  has  been  in  some  cases  kept  up  by  the  presence  of 
these  calculi  in  the  dilated  duct.  Paget 15  removed  a  large  calculus 
through  the  umbilicus,  although  he  does  not  specify  distinctly  whether 
it  was  long  in  the  urachus  or  in  the  bladder. 

The  treatment  of  partially  patent  urachus  has  been  successful,  as 
a  rule,  even  when  simple  measures  were  employed.  Simple  cauteriza- 
tion has  been  successful,  and  one  instance  is  recorded  by  French 
in  which  an  umbilical  discharge  of  urine  was  arrested  in  a  child 
six  weeks  old  by  transfixing  with  harelip  pins  and  ligating  a  small, 
fleshy-looking  tumefaction.  The  case  of  I.  I.  Charles,  in  which  the 
removal  of  a  tight  foreskin  effected  a  cure  of  a  vesico-umbilical 
fistula,  has  already  been  noted.  Many  operators  have  healed  these 
cases  by  opening  the  fistulous  tract,  scraping  out  the  granulations 
lining  it  and  suturing  the  walls  together.  Among  such  operators  are 
Vander  Veer,3'  Bramann,2  R.  Pratt,'7  De  Forest  Willard,"  Worster," 
Delageniere,3  Waller  32  and  others. 

As  a  contribution  to  the  study  of  the  disorders  arising  in  connec- 
tion with  the  urachus,  I  desire  to  report  the  following  observation  : 

R.  G.,  aged  six  months,  of  German-Jewish  extraction,  a  well-de- 
veloped and  fairly  well-nourished  child,  was  brought  to  the  writer's 
clinic  December  30,  1893. 

Family  History. — No  history  of  malformations  in  the  families  of 
parents.    Patient  has  two  healthy  sisters. 

Personal  History. — The  child  was  in  perfect  health  until  three 
weeks  old,  when  she  had  abdominal  pains  followed  by  diarrhoea  and 
vomiting.  Indigestion,  doubtless  caused  by  bad  feeding,  recurred 
frequently  until  about  November  1st.  It  then  improved.  In  spite 
of  the  poor  hygienic  circumstances,  it  grew  fairly  well  and  possessed  a 
good  amount  of  adipose  tissue.  In  the  latter  part  of  November  it  be- 
gan to  be  ailing,  took  its  food  poorly  and  cried  when  handled.  The 
mother  then  noticed  a  protrusion  of  the  abdominal  wall  below  the 
umbilicus,  the  skin  at  first  appearing  of  a  normal  color  afterward  be- 
coming a  dusky  red.  The  swelling  increased  in  size  and  the  skin 
about  and  below  the  umbilicus  became  redder,  until,  four  weeks  after 
the  beginning  of  the  malady,  the  swelling  had  attained  the  size  of  a 
large  orange.  Hot  applications  were  made  by  the  mother,  followed 
by  the  discharge  of  four  ounces  of  pus.  The  discharge  continued  two 
weeks,  when  cystitis  set  in,  and  a  swelling  occurred  in  the  right  ingui- 
nal region. 

Examination  made  at  this  time  gave  the  following  result  :  Child 
six  months  old  ;  girl  ;  of  average  development ;  presents  no  evidence 
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of  disease  of  the  heart,  lungs  or  digestive  organs.  The  child  urinates 
repeatedly  during  the  examination,  the  urine  passed  being  of  a  straw 
color  and  apparently  quite  turbid.  The  umbilicus  projects  slightly 
upward  and  forward,  apparently  pushed  in  this  direction  by  a  tume- 
faction the  size  of  a  small  apple,  which  also  pushes  forward  the  ab- 
dominal wall  between  the  navel  and  the  pubes.  The  center  of  this 
globoid  tumefaction  seems  to  be  about  one  inch  behind  the  abdomi- 
nal wall.  The  tumefaction  is  covered  by  skin  of  a  very  slightly  red- 
dened color,  but  the  umbilicus  has  a  red,  inflamed  appearance.  A 
thin  pus  trickles  slowly  from  a  small  opening  in  the  lower  portion  of 
the  umbilical  fold  when  pressure  is  made  upon  the  tumefaction.  A 
small  pocket  probe  can  be  passed  downward  and  backward  about  one 
and  a  half  inch.  Palpation  gives  a  sensation  of  bogginess  in  the 
region  of  this  swelling.  In  addition  to  this  enlargement  in  the  median 
line  there  is  also  a  swelling  in  the  right  inguinal  region  about  one  and 
a  half  inch  in  length.  This  swelling  corresponds  to  a  number  of 
superficial  inguinal  glands  which  can  be  palpated  through  the  skin. 
They  have  already  become  bound  together  by  inflammation  of  the 
connective  tissue  between  them. 

The  diagnosis  of  abscess  formation  in  the  urachus  was  made  upon 
the  following  grounds  : 

1.  By  exclusion.  The  situation  of  the  abscess  cavity  precluded 
the  occurrence  of  suppuration  within  the  peritonaeum.  A  localized 
peritonitis  of  any  kind  could  not  have  given  rise  to  so  much  local  pro- 
trusion of  the  abdominal  wall.  Inflammation  in  the  cavum  Retzii 
would  have  caused  a  tumefaction  lower  down,  and  it  would  not  have 
been  likely  to  discharge  through  the  umbilicus.  Abscess  formation 
in  the  intermuscular  planes  would  have  caused  tumefaction  upon  one 
or  the  other  side  of  the  median  line.  Abscess  formation  in  the  dense 
linea  alba  could  scarcely  occur  ;  and  abscess  in  the  subcutaneous  areo- 
lar tissue  could  be  excluded  by  the  fact  that  the  center  of  the  swelling 
was  much  deeper. 

2.  Positive  evidence  in  favor  of  the  urachus  as  the  site  of  the  in- 
flammation was  readily  found  in  every  point  gained  in  the  history  as 
well  as  the  examination  of  the  tumefaction,  which  it  is  unnecessary 
to  repeat. 

3.  Confirmatory  evidence  was  found  in  the  inguinal  lymphatic  in- 
fection, which  pointed  to  the  structures  of  the  abdominal  wall  as  the 
site  of  primary  infection. 

Treatment  was  at  first  confined  to  daily  irrigations  with  peroxide- 
of-hydrogen  solution,  with  drainage  by  means  of  a  small  piece  of  gauze 
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introduced  into  the  umbilical  opening.  After  four  days'  trial  of  this 
method  improvement  was  found  to  be  so  slow  that  it  was  decided  to 
drain  the  abscess  cavity  more  thoroughly.  The  child  was  accord- 
ingly anaesthetized  with  chloroform  on  January  2,  1894,  and  the  open- 
ing dilated  with  an  artery  forceps.  Examination  could  now  be  made 
quite  freely  ;  the  probe  could  easily  be  passed  down  almost  to  the 
pubes,  and  laterally  to  a  distance  of  about  one  and  a  half  inch.  The 
bladder  was  not  entered  by  the  probe.  A  small  drainage-tube  was 
introduced  and  fastened  in  place  by  a  stitch.  The  suppurating  in- 
guinal glands  were  opened  and  scraped  out,  and  the  resulting  cavi'y 
packed.  Daily  dressings  caused  the  two  cavities  to  close  completely 
in  about  one  week. 

The  diagnosis  in  this  case  can  not  be  established  with  absolute 
certainty,  as  might  have  been  done  if  the  patient  had  died  and  an 
autopsy  had  been  held.  The  occurrence  of  the  cystitis,  however,  es- 
tablishes an  exceedingly  strong  probability  that  the  sub-umbilical  ab- 
scess arose  as  a  consequence  of  infection  from  the  bladder  through 
the  partially  patent  urachus  ;  or  that,  infection  of  the  urachus  having 
occurred  by  way  of  the  filthy  umbilicus,  the  bladder  was  involved  by 
the  discharge  of  pus  into  it  from  the  abscess.  In  either  case  it  is  not 
argued  that  the  urachus  was  capable  of  distention  to  the  degree  neces- 
sary to  enable  it  to  hold  four  ounces  of  pus.  Doubtless  the  urachus 
had  been  ruptured  early  in  the  course  of  the  malady. 

He  mentions  having  noticed  papers  by  Reichel  and  H.  Fischer  since 
the  writing  of  his  paper.  The  former  deals  with  development  of  the 
bladder  and  urethra  and  the  latter  with  sub-umbilical  abscess  from 
urachal  infection  and  suggests  that  autopsies  be  held  in  the  latter 
class  of  cases  when  possible  to  elucidate  their  aetiology, 

103  State  Street,  Chicago. 
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Discussion. 

Dr.  W.  W.  Jaggard  said  that  Dr.  Van  Hook's  excellent  paper 
finally  put  to  rest  an  ancient  pun  that  had  been  perpetrated  annually 
at  the  meetings  of  the  Illinois  State  Medical  Society.  A  distinguished 
ex-surgeon  of  the  United  States  Navy  was  accustomed,  in  his  diatribes 
against  the  evils  of  specialism,  to  ask  why  no  one  had  devoted  him- 
self to  the  diseases  of  the  umbilicus.  Dr.  Van  Hook  evidently  is 
the  navel  surgeon,  for  whom  our  naval  friend  has  searched  so  long. 

He  thought  (1)  that  Dr.  Van  Hook  was  in  error  in  the  etiological 
diagnosis  of  his  case.  The  objective  findings  and  the  clinical  course 
of  the  case  pointed  t:>  an  infected  umbilical  wound  and  not  to  "ab- 
scess formation  in  a  patent  urachus."  The  photograph,  also,  shows  a 
typical  example  of  omphalitis — that  is,  of  inflammation  of  the  navel 
with  phlegmon. 

2.  The  case  is  interesting  and  valuable,  but  it  is  unfortunately  not 
"unique."    Monti  describes  an  example  of  a  large  abscess  of  the  ah- 
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dominal  wall,  without  peritonitis,  following  on  arteritis  umbilicalis. 
In  passing,  it  is  worthy  of  note  that,  as  pointed  out  by  Runge,  in- 
flammation of  the  umbilical  arteries  is  more  frequent  and  oftener 
fatal  than  inflammation  of  the  umbilical  veins.  Excellent  accounts 
of  this  subject  are  to  be  found  in  Runge's  Krankheiten  der  ersten 
Lebensiage,  1893,  and  in  Baginski's  Lchrbuch  der  Kinderkrankheiten, 
1892. 

3.  He  wished  to  take  advantage  of  the  presence  of  Dr.  Hektoen 
to  refer  to  his  account  of  a  small  umbilical  tumor  in  a  child,  published 
in  The  American  Journal  of  Obstetrics,  September,  1893,  page  340. 
Dr.  Hektoen  attributed  this  tumor  to  remains  of  the  vitelline  duct. 
This  is  also  the  construction  placed  upon  such  growths  by  Kolaczek, 
who  places  them  in  the  group  of  enteroteratoms.  Siegenbeck  van 
Heukelom  regards  such  intestinal  ectopia?  as  bits  of  intestine  sepa- 
rated in  the  form  of  Meckel's  diverticula.  Dr.  Jaggard  was  of  the 
opinion  that  in  some  instances  they  were  of  allantoic  origin. 

4.  He  said  that  Dr.  Van  Hook's  case  emphasized  the  necessity  of 
strict  antiseptic  management  of  the  navel  from  birth  up  to  the  time 
of  complete  cicatrization,  sometimes  a  period  of  several  weeks. 

Dr.  F.  Byron  Robinson  :  I  am  much  interested  in  Dr.  Van 
Hook's  paper  and  in  his  method  of  presenting  the  subject.  The  best 
idea  of  the  urachus  is  obtained  from  examination  of  the  pig  and  horse. 
I  have  examined  the  urachus  in  the  horse,  pig,  dog,  cow,  sheep  and 
the  human  subject.  The  urachus  is  an  important  structure  to  the 
gynaecologist.  Tumors  of  the  urachus,  when  encountered  during 
laparotomy,  are  usually  not  diagnosed.  The  patency  of  the  urachal 
duct  may  be  tested  by  the  sound,  by  examination  of  urine  or  by  the 
injection  of  fluid  through  the  navel  or  bladder. 

I  do  not  think  that  Dr.  Van  Hook  has  proved  that  this  was  a  ura- 
chal cyst.  I  would  rather  consider  it  as  an  ordinary  abscess  due  to 
infection  from  the  umbilicus,  or  the  remains  of  a  Meckel's  diverticulum, 
although  the  latter  condition  is  very  rare  ;  I  have  examined  particu- 
larly a  hundred  bodies  and  have  never  yet  seen  one.  The  enlarge- 
ment of  the  glands  in  the  groin  proves  nothing ;  an  infected  toe 
might  produce  an  abscess  in  the  groin.  I  have  seen  four  urachal 
cysts  with  Mr.  Tait,  one  with  a  surgeon  in  Birmingham  and  one  or 
two  with  Jordan  Lloyd  and,  so  far  as  I  know,  all  agreed  that  they 
were  tubercular.  I  did  not  examine  them  microscopically,  but  macro- 
scopically  they  appeared  tubercular.  Those  who  have  done  much 
good  work  in  this  line  agree  that  they  are  tubercular.  Voutz  found 
twenty-four  cases  of  urachal  cysts  in  forty-six  bodies.    I  have  been 
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examining  cadavers  for  urachal  cysts  for  a  long  time  but  I  have  not 
found  any,  except  a  few  small  dilatations  of  the  urachal  duct. 

There  are  two  kinds  of  urachal  cysts  :  one  is  simply  a  spindle- 
shaped  dilatation  of  the  urachus,  which  lies  between  the  abdominal 
wall  and  the  peritonaeum  and  on  abdominal  section  is  easy  to  de- 
liver ;  the  other  cyst  extends  down  into  the  pelvis  and  up  to  the  navel, 
and  no  intestine  except  the  descending  colon  can  be  seen.  This  is 
the  cyst  that  troubles  gynaecologists.  Mr.  Tait  has  been  a  great 
epoch  maker  in  urachal  cysts,  which  he  discussed  in  1885  ;  Bantock 
then  said  :  "  We  have  such  a  limited  experience  with  these  cysts  I  am 
afraid  no  one  can  discuss  the  subject."  Mr.  Tait  employed  circular 
drainage,  and  every  case  I  saw  with  him  recovered  ;  one  was  in  a 
distinctly  tubercular  girl.  Relative  to  diagnosis,  there  are  no  intes- 
tines below  the  navel,  and  the  fluctuation  will  stop  at  that  point. 
I  have  seen  Mr.  Tait  and  also  his  assistant,  Dr.  Martin,  diagnose 
these  cases  at  once.  I  am  very  much  pleased  with  the  manner  in 
which  Dr.  Van  Hook  has  presented  the  histological  part  of  the 
subject. 

When  the  abdomen  is  opened  and  a  gray,  thick,  gelatinous  wall 
from  one  fourth  of  an  inch  to  an  inch  in  thickness  is  encountered; 
when  the  peritonaeum  can  not  be  distinguished  and  when  on  opening 
into  the  cyst  it  is  found  to  contain  cheesy  matter,  on  the  removal  of 
which  the  hand  can  be  passed  in  various  directions  unobstructed,  it 
may  be  suspected  that  a  urachal  cyst  is  present. 

The  walls  of  the  simple  variety  are  tough  and  leathery.  It  may 
or  may  not  communicate  with  the  bladder.  It  disturbs  the  peri- 
tonaeum only  by  dissecting  it  off  from  the  abdominal  wall. 

In  the  second  variety  of  urachal  cysts  the  sac  wall  dips  down  into 
the  pelvis  and  closely  covers  the  genital  organs.  The  intestines  rest 
on  the  top  of  the  urachal  wall.  The  cyst  does  not  collapse  after  it  is 
emptied.  It  should  be  drained  by  circular  drainage — i.e.,  a  rubber 
tube  passed  through  the  abdominal  wall  and  then  pushed  through 
the  vaginal  wall  so  as  to  establish  thorough  irrigation. 

It  is  probable  that  the  urachal  cyst  which  dips  down  into  the 
pelvis  is  congenital.  Mr.  Tait  claims  that  the  wall  of  such  a  urachal 
cyst  acts  as  a  peritonaeum,  a  proposition  to  which  I  can  not  subscribe 
because  the  germinal  epithelium  of  the  ovary  would  then  be  replaced 
by  another  kind  of  tissue — e.  g„  allantoic. 

I  believe  that  the  urachal  cysts  that  dip  into  the  pelvis  are  de- 
veloped in  post-natal  life,  and  that  they  gradually  dissect  away  large 
portions  of  peritonaeum  from  the  anterior  abdominal  wall  and  the 
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pelvis,  so  that  the  whole  of  the  small  intestine  lies  on  top  of  the  cyst. 
The  cyst  does  not  project  much  beyond  the  level  of  the  umbilicus. 
In  women  who  have  borne  children  the  relation  between  the  ovary 
and  fimbriae  of  the  Fallopian  tube  remains  intact — i.  e.,  the  tubal 
mouth  and  germinal  epithelium  of  the  ovary  are  in  their  natural  rela- 
tion. I  have  seen  the  thick-walled  urachal  cyst  tightly  wrapped 
around  the  tube,  uterus  and  ovary. 

The  urachal  cyst  may  lie  dormant  for  an  indefinite  period  or  may 
at  any  time  develop  actively. 

Dilatation  of  the  urachus  is  analogous  to  the  distention  of  other 
functionless  ducts.  Upon  examination  of  a  number  of  cadavers  and 
animals,  frequent  dilatation  of  Gartner's  duct,  the  vertical  tubes  of 
the  parovarium  and  especially  Kobelt's  tubes  will  be  found.  The 
most  typical  example  of  this  is  seen  in  the  pig.  The  best  analogy  in 
the  human  subject  to  urachal  dilatation  is  the  parovarian  dilatation  or 
the  distention  of  the  meso-nephritic  tubules  and  ureter,  or  in  slight 
dilatation  of  the  tubes  of  the  Wolffian  body.  Bronchial  fistula  is  also 
an  example  of  what  evolution  has  taught  man's  post-natal  life  to  cast 
off.  Encysted  hydrocele  is  another  example  of  the  dilatation  of  a 
functionless  duct 

The  mortality  of  urachal  cysts,  especially  those  which  dip  into  the 
pelvis,  was,  until  a  few  years  ago,  forty  per  cent.  During  the  last  four 
years  I  have  seen  five  operations  on  urachal  cysts  and  have  examined 
two  fine  specimens  removed  by  Dr.  Henry  T.  Byford.  All  of  these 
cases,  so  far  as  I  know,  recovered,  so  that  the  mortality  to-day  is 
probably  less  than  forty  per  cent.  I  think  many  urachal  cysts  have 
been  operated  upon  without  being  recognized  as  such. 

Dr.  Ludwig  Hektoen  :  I  wish  to  say  a  word  or  two  in  reply  to 
Dr.  Jaggard's  remarks  concerning  the  little  polypoid  growths  at  the 
umbilicus  which  I  described  to  this  Society  some  time  ago.  I  based 
the  diagnosis  of  vitelline-duct  remnants,  in  the  instance  reported, 
upon  the  facts  that  the  tumor  presented  the  characteristic  structure  of 
the  small  intestine,  that  it  was  lined  with  columnar  epithelium  and 
arranged  in  the  manner  characteristic  of  an  everted  piece  of  the  small 
intestine.  In  my  paper  I  referred  to  the  fact  that  it  was  possible  to 
have  similar  remnants  from  allantoic  structures,  and  that  one  such 
case  had  been  described.  In  that  case,  if  I  recollect  rightly,  urine 
trickled  through  the  center  of  the  opening.  If  the  allantoic  remains 
present  the  same  histological  appearances  as  the  vitelline-duct  rem- 
nants at  the  navel,  it  will  be  impossible  to  make  any  definite  distinc- 
tion ;  but,  as  far  as  I  know,  they  do  not,  and  I  would  ask  Dr.  Jaggard 
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to  explain  the  histological  appearances  upon  which  he  bases  the  evi- 
dence of  allantoic  remains  in  the  cases  he  referred  to. 

Tubercular  peritonitis  may  produce  the  same  appearances  as  those 
referred  to  by  Dr.  Robinson  and  regarded  by  him  as  urachal  tuber- 
culosis. 

Dr.  Weller  van  Hook,  in  closing  the  discussion,  said  :  It  is  ob- 
jected that  inflammation  in  the  umbilical  vessels  has  not  been  ex- 
cluded. The  strongest  point  with  which  to  meet  this  objection  to  the 
diagnosis  is  that  cystitis  of  a  marked  character  was  present.  This 
could  have  occurred  only  with  difficulty  as  a  result  of  vascular  inflam- 
mation, while  we  can  easily  see  how  the  infection  might  have  spread 
from  the  umbilicus  downward,  by  continuity  of  tissue,  to  the  bladder. 
This  sequence  is  what  I  believe  actually  occurred. 

It  is  to  be  regretted  that  the  lining  membrane  of  the  abscess  cavity 
was  not  examined  microscopically,  although  it  is  probable  that  destruc- 
tive changes  would  have  masked  the  distinctive  features  of  the  epithe- 
lium, which  at  best  are  none  too  distinctive. 

The  statement  as  to  the  examination  with  the  probe  was  not  un- 
derstood by  Dr.  Robinson.  The  probe  went  downward  for  some  dis- 
tance, as  stated  in  the  paper  ;  it  could  then  be  moved  from  side  to 
side  quite  freely,  indicating  the  lateral  extent  of  the  abscess. 

Abstract  of  a  paper  entitled 
PUERPERAL  PANOPHTHALMITIS    DUE   TO  SEPTIC 

EMBOLISM. 

By  Casey  A.  Wood,  C.  M.,  M.  D., 

Professor  of  Ophthalmology,  Post-Graduate  Medical  School ;   Oculist  to  Cook  County 
Hospital,  the  Emergency  Hospital,  etc. 

Dr.  Wood  says  that  a  woman  during  or  shortly  after  parturition 
maybe  liable  to  complete  loss  of  vision  in  consequence  of  a  thrombus 
from  the  retina.  This  fact  is  seldom  mentioned  either  in  works  on 
obstetrics  and  gynaecology  or  ophthalmology.  Thus,  in  the  works  on 
obstetrics  and  gynaecology  accessible  to  me,  only  two  writers,  Playfair 
and  Garrigues,*  make  even  a  passing  reference  to  it.  The  latter  makes 
the  error  of  supposing  that  the  panophthalmitis  begins  in  the  con- 
junctiva and  is  readily  excusable,  because  marked  swelling  of  and 
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discharge  from  the  conjunctiva  is  one  of  the  earliest  signs  of  panoph- 
thalmitis and  might  easily  lead  one  not  expert  with  the  ophthalmo- 
scope to  assert  that  the  process  begins  in  the  superficial  coverings  of 
the  anterior  part  of  the  eye  and  then  works  inward.  As  is  now  well 
known,  the  directly  opposite  of  this  statement  is  true. 

Treatises  on  ophthalmology  do  not  afford  us  much  more  help, 
although  current  literature,  both  special  and  general,  furnishes  numer- 
ous examples  of  these  cases,  of  interest  alike  to  the  obstetrician  and 
to  the  ophthalmologist. 

On  January  13,  1893,  1  was  asked  by  Dr.  J.  B.  Murphy  to  see  a 
lady  from  a  neighboring  town,  who  gave  me  the  following  history  : 
She  was  thirty-four  years  of  age  and  had  been  married  six  years,  had 
always  enjoyed  good  health  and  excellent  eyesight  and,  during  all 
h?r  pregnancies  (four  in  number),  had  not  suffered  to  any  extent  ex- 
cept from  a  slight  leucorrhceal  discharge.  There  was  no  evidence,  so 
far  as  as  I  could  ascertain,  of  specific  disease  either  in  her  or  her 
husband.  Still,  her  first  child  had  been  born  dead,  her  second  was 
living  but  unhealthy,  her  third  pregnancy  ended  in  a  miscarriage  and 
her  last  child  was  also  born  dead  at  seven  months.  This  last  event 
took  place  on  December  3,  1891.  Three  days  before  she  complained 
of  severe  headache  on  retiring,  the  pain  becoming  almost  unendurable 
during  the  night.  The  increase  in  pain  was  followed  by  a  cracking 
noise  in  the  left  side  of  the  head  and  by  pain  in  the  left  eye.  When 
morning  came  the  left  eyelids  were  swollen  and  the  patient  found 
that  she  could  not  distinguish  light  with  the  left  eye. 

During  the  day  the  lids  of  the  right  eye  also  began  to  swell  and 
soon  became  so  heavy  and  cedematous  that  they  had  to  be  lifted  with 
the  fingers  to  enable  the  patient  to  see  out  of  that  eye.  In  two  days 
this  eye  was  also  sightless  ;  and  so  both  eyes  have  remained.  The 
husband  told  me  that  the  eyeballs  protruded  between  the  enormously 
swollen  lids,  but  that  matter  did  not  commence  to  run  from  them 
profusely  until  two  weeks  after  they  first  became  affected. 

The  picture  presented  by  the  patient  when  I  saw  her  was  one  not 
to  be  easily  forgotten.  The  whole  orbital  regions  on  both  sides  were 
enormously  swollen  and  thickened  ;  the  lower  lids  were  everted  and 
could  with  difficulty  be  replaced  ;  the  conjunctiva?,  both  ocular  and 
palpebral,  cedematous  and  covered  with  pus.  hung  in  folds  over  the 
edges  of  the  lids  and  hid  from  view  the  eyeballs,  whose  corneas  had 
been  almost  entirely  eaten  away.  From  gaping  openings  in  the  latter 
pus  was  still  oozing.  Some  attempt  at  repair  had  been  made  on  the 
right  side,  where  to  a  partially  organized  leucoma  some  lens  matter 
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was  still  adherent.  The  patient  was  weak  and  had  a  rapid  pulse. 
Temperature  almost  normal.  There  was  no  evidence  of  disease  in 
heart,  kidneys  or  lungs.  There  was  no  evidence  of  pyajmic  foci  any- 
where except  in  her  eyes.  I  could  do  practically  nothing  for  the 
patient  and  advised  her  to  return  home. 

I  am  indebted  to  Dr.  A.  W.  Elmer,  of  Davenport,  Iowa,  for  the 
following  additional  information,  that  during  her  second  pregnancy 
albuminuria  was  present  and  that  she  had  some  fever  after  the  last 
mishap.  The  patient  still  lives  and  her  eyes,  which  are  shrunken 
to  about  one  quarter  of  the  normal  size,  do  not  now  give  her  any 
trouble. 

By  far  the  best  account  of  this  ophthalmia,  which  he  properly 
designates  "  the  most  dreadful  and  most  severe  disease  of  the  eye 
that  can  afflict  the  puerperal  woman,  not  only  in  respect  of  her  eye- 
sight but  as  regards  life  itself,"  is  given  by  Salo  Cohn  in  his  mono- 
graph Uterus  unci  Auge.  About  all  that  is  known  of  the  subject  may 
be  found  between  pages  165  and  172  of  that  admirable  treatise. 
However,  he  hardly  does  English-speaking  observers  justice  in 
neglecting  to  refer  to  a  number  of  cases  published  here  and  in  Great 
Britain.  Among  the  former  I  would  like  to  mention  a  case  by  Kipp, 
of  Newark,  N.  J.,  who  reports  a  remarkable  example  of  unilateral 
puerperal  metastatic  irido-choroiditis,  with  recovery  of  the  patient 
but  loss  of  the  eye,  in  the  Atnerican  Journal  of  the  Medical  Sciences 
for  1884,  page  417.  Cohn  tells  us  that  cases  were  observed  as  early  as 
1774  by  Tennon  in  the  Hdtel-Dieu  at  Paris.  Hirschberg,  who  saw 
nine  cases,  gives  the  following  general  description  of  the  disease  :  The 
eye  affection  usually  sets  in  between  the  second  and  third  week  after 
confinement.  There  are  sudden  loss  of  vision,  cloudiness  of  the  vit- 
reous and  of  the  fundus  oculi.  After  one  or  two  days  there  is  intense 
inflammation  of  the  whole  uveal  tract.  Exudation  shows  itself  in  the 
area  of  the  pupil,  and  pus  is  seen  in  the  anterior  chamber.  Conjunctival 
oedema  and  pericorneal  injection  follow  the  blindness  or  set  in  with  it. 
Protrusion  of  the  eyeball  with  restriction  of  its  movements  are  next  in 
order  ;  then  cloudiness  of  the  cornea  and  rupture  of  it  or  of  the  sclera 
are  followed  by  atrophy  of  the  entire  eyeball,  unless  death  sooner 
relieves  the  patient.  According  to  Galezowski  the  left  eye  is  most 
commonly  affected,  and  the  second  eye  succumbs,  if  at  all,  shortly 
after  the  first. 

Virchow  was  the  first  to  point  out  the  embolic  character  of  puer- 
peral panophthalmitis  but  thinks  it  is  not  easy  to  say  whether  the 
choroidal  or  the  retinal  vessels  are  the  recipients  of  the  emboli.  He 
11 
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thinks,  however,  that  when  septic  endocarditis  is  present — as  it  often 
is  in  puerperal  fever — the  ocular  sepsis  has  its  origin  within  the  heart. 

Hosch  found  in  the  vitreous  of  an  enucleated  eye,  taken  from  a 
living  patient,  organisms  resembling  the  leptothrix,  while  the  dis- 
tended retinal  vessels  were  filled  with  masses  which  were  certainly 
bacterial  colonies.  Heiberg  discovered  micrococci  in  the  lymp  chan- 
nels of  the  cornea  of  a  patient  affected  by  puerperal  panophthalmitis. 

In  a  case  described  by  VVagenmann  and  examined  by  Leber,  a 
bilateral  metastatic  ophthalmitis  occurred  during  the  second  labor  of 
a  woman  aged  thirty-seven.  The  next  day  after  an  abortion  at  four 
months  the  adherent  placenta  was  removed  by  the  hand.  An  hour 
afterward  patient  had  a  chill,  followed  by  a  temperature  of  39.50  C. 
(103.10  F.).  On  the  seventh  day  some  defect  of  vision  was  noticed, 
and  on  the  next  day  the  left  eye  became  totally  blind,  and  the  right 
could  barely  distinguish  light.  Seven  days  after  this  the  patient 
died. 

The  autopsy  showed  septic  foci  in  the  cardiac  valves,  within  the 
muscular  tissue  of  the  heart  and  in  the  kidneys.  Microscopical  ex- 
amination of  the  eye  revealed  multiple  emboli  of  streptococci  in  the 
retinal  vessels  ;  a  diapedesis  of  these  into  the  substance  of  the  retina 
and  vitreous  ;  masses  of  emboli  in  the  vessels  of  the  iris,  ciliary  body, 
choroid,  conjunctiva,  the  ocular  muscles  and  in  the  orbital  connective 
tissue.  In  the  left  internal  carotid  after  it  gives  off  the  ophthalmic 
artery,  and  adherent  to  its  walls,  there  were  found  the  remains  of  a 
thrombus  consisting  chiefly  of  white  corpuscles  and  fibrin.  No  mi- 
crobes were  discovered  in  this.  Wagenmann  thought  there'  had  been 
an  embolism  of  the  arteria  centralis  retinae,  the  embolus  consisting  of 
soft  pieces  of  tissue  containing  cocci,  and  that  the  first  disturbance 
of  vision  resulted  from  the  filling  up  of  the  small  capillaries  and 
minute  branches  of  the  retinal  artery. 

From  these  as  centers  of  distribution  rapidly  growing  colonies 
were  formed.  Penetrating  the  vascular  walls  or  passing  through  the 
intervening  capillary  network,  they  soon  reached  the  veins  and  lymph 
spaces  and  encompassed  the  destruction  of  the  entire  organ.  Some 
of  the  structures  within  the  eye — the  vitreous,  the  ciliary  body,  the 
iris  and  the  cornea — form  an  admirable  pabulum  upon  which  these 
microbes  may  feed,  and  one  need  not  wonder  that  an  eye  so  poisoned 
goes  rapidly  to  destruction. 

The  prognosis,  so  far  as  the  life  of  the  patient  is  concerned,  is 
always  very  grave.  All  of  Hirschberg's  nine  cases  died.  Mine  is  one 
of  the  very  few  on  record  where  both  eyes  were  affected  and  yet  life 
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was  preserved.  The  reason  for  this  fortunate  result  seems  plain.  It 
was  a  case  where  probably  but  a  single  septic  embolus  from  the  uter- 
ine wall  entered  the  general  circulation,  and  that  was  minute  enough 
to  pass  through  the  heart  and  pulmonary  vessels  and  lodge  in  the 
branches  of  the  ophthalmic  arteries.  Of  course  cases  of  septicemic 
metritis  or  endometritis  complicated  by  septic  foci  in  such  distant 
organs  as  the  eyes  usually  show  other  embolic  processes  closer  to  the 
original  sepsis — in  the  heart,  lungs,  kidneys  and  joints — and  are  for 
this  reason  commonly  fatal. 

Discussion. 

Dr.  C.  D.  Wescott  (present  by  invitation)  :  I  am  very  glad  to 
have  heard  this  communication  and,  as  usual  when  Dr.  Wood  speaks, 
he  covers  the  subject  well.  I  have  never  seen  one  of  these  dreadful 
cases  in  the  parturient  woman.  We  all,  however,  see  too  frequently 
panophthalmitis  in  septic  cases.  I  have  seen  this  disease  in  pyaemia 
originating  in  the  joint,  in  meningitis,  and  twice  in  cases  of  pneu- 
monia. In  one  of  these  cases,  which  occurred  in  Cook  County  Hos- 
pital, I  enucleated  the  sole  remaining  eye  in  a  patient  who  was  con- 
valescent from  pneumonia,  and  Dr.  Hektoen  and  I  tried  to  make 
some  cultures  in  order  to  determine  if  the  purulent  choroiditis  was 
due  to  the  pneumococcus,  but  the  results  were  not  satisfactory. 

Many  writers  advise  very  strongly  against  enucleating  these  sup- 
purating eyes.  Some  say  that  we  may  allow  the  pus  to  escape  through 
the  sloughing  cornea,  simply  applying  moist  dressings  and  giving 
anodynes  to  relieve  the  patient's  suffering  ;  others  say  that  we  may 
incise  these  eyes  as  we  do  an  abscess,  and  favor  suppuration  and 
evacuation  of  the  eye  contents  by  moist  dressings.  I  have  enucleated 
the  eye  in  panophthalmitis  in  several  cases  without  any  disastrous 
results  but  always  with  great  relief  to  the  patient.  We  all  know, 
however,  that  enucleation  of  a  suppurating  eye  has  been  followed  by 
septic  meningitis  and  death. 

Dr.  Jaggard  said  :  i.  The  clinical  history  of  Dr.  Wood's  case  is 
so  incomplete  that  the  propriety  of  its  discussion  is  questionable. 

2.  The  title  of  the  paper,  A  Case  of  Ophthalmia  due  to  Puerperal 
Septicaemia,  is  a  misnomer.  The  fact  of  puerperal  septicaemia  in  the 
case  is  not  established,  let  alone  any  relation  between  the  eye  disease 
and  the  uterus.  The  eye  symptoms  were  developed  seventy-two 
hours  before  the  advent  of  labor — that  is,  long  before  the  usual  time 
for  the  manifestation  of  septic  infection  of  the  genital  tract.  The 
habitual  abortions  and  the  dead,  macerated  foetus  point  to  syphilis. 
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The  incrimination  of  the  uterine  sinuses  and  of  embolism  from  the 
uterus  is  gratuitous  assumption. 

3.  The  paper  is  an  anachronism.  It  is  neither  the  language  nor 
the  method  of  modern  ophthalmology  to  refer,  in  this  loose  fashion, 
diseases  of  the  eye  to  the  uterus. 

4.  Dr.  Wood  says  he  is  unable  to  find  literature  bearing  on  the  topic 
of  his  paper.  There  is  a  good  account  of  the  relation  of  puerperal 
septic  infection  and  diseases  of  the  eye  in  the  last  edition  of  von 
VVinckel's  Lehrbuch  der  Geburtshulfe,  now  lying  before  him  on  the 
President's  table.    It  is  Prof,  von  Winckel's  gift  to  the  Society. 

Dr.  Casey  A.  Wood,  in  closing  the  discussion,  said  :  I  endeavored 
to  throw  as  much  light  as  possible  upon  the  causation  of  this  trouble, 
and  was  perhaps  not  very  successful  in  obtaining  information  from 
the  family  physician  of  the  patient.  Still,  it  seems  to  me  that  the 
history  of  syphilis  is  pretty  plain  from  the  number  of  abortions  and 
premature  labors  this  woman  had.  I  have  noticed  that  syphilis  is 
very  much  in  evidence  in  these  cases  of  septic  embolism,  and  I  do 
not  see,  if  we  reject  the  embolic  theory,  how  to  explain  the  eye  symp- 
toms. As  regards  the  treatment,  I  do  not  think  it  would  be  of  any 
avail  whatever  ;  even  if  the  patient  should  be  seen  upon  the  first  day 
nothing  can  be  done.  I  think  there  is  only  one  reason  why  it  would 
be  of  use  to  enucleate  these  eyes  in  the  early  stages  of  suppuration — 
that  is,  that  it  might  throw  some  light  upon  the  character  of  the  dis- 
ease within  the  eye. 

Like  my  friend  Dr.  Wescott,  I  am  not  very  much  afraid  of  enu- 
cleating eyes  that  are  the  subject  of  suppurating  panophthalmitis  ;  I 
have  done  it  in  many  instances  where  I  thought  it  justifiable,  and 
with  no  dreadful  results  following.  Theoretically,  of  course,  one 
would  expect  that  cutting  through  the  optic  nerve  and  into  the  lymph 
spaces  about  it  would  promote  septic  absorption,  and  would  be  more 
likely,  perhaps,  to  infect  the  other  eye,  assuming  that  there  is  trouble 
without  the  globe  or  in  the  orbital  tissue.  Now,  as  regards  the  as- 
sumption of  Dr.  Jaggard  that  ophthalmologists  generally  are  prone  to 
regard  the  uterus  as  pre-eminently  an  ocular  fons  et  origo  ma/i,  I  deny 
it,  and  do  not  think  that  the  results  of  an  investigation  of  the  subject 
will  justify  such  a  statement.  However  that  may  be,  I  desire  to  en- 
ter an  humble  but  emphatic  protest  against  the  allegation.  I  have 
always  been  very  skeptical  upon  that  point.  Lately  I  read  a  German 
paper  upon  this  subject,  in  which,  to  my  mind,  the  writer  showed 
conclusively  that  uterine  affections  and  eye  diseases,  not  commonly, 
but  rarely,  stand  in  the  relation  of  cause  and  effect.    It  is  true  that 
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very  often  one  finds  ocular  troubles  associated  with  diseases  of  the 
uterus.  Sometimes  they  present  a  common  cause  ;  but  outside  of 
this  relation — a  relation  existing  between  most  of  the  organs  of  the 
body — there  is  nothing  to  show  that  the  organs  of  reproduction  are 
especially  interested  in  ocular  changes.  That  is  my  belief,  and  I  have 
rarely  had  occasion  to  refer  any  of  my  eye  cases  to  gynaecologists. 

Abstract  of  a  paper  entitled 
THE  ANTISEPTIC  TREATMENT  OF  ENDOMETRITIS. 

By  C.  S.  Bacon,  Ph.  B.,  M.  D., 

Professor  of  Gynaecology,  Chicago  Polyclinic,  Chicago. 

Dr.  Bacon  says  that  during  the  last  ten  years  sufficient  progress 
has  been  made  in  determining  the  pathogenesis  of  endometritis  to 
justify  the  hope  of  the  establishment  of  some  degree  of  uniformity  in 
our  present  diverse  and  antagonistic  teachings. 

Without  admitting  the  statement  that  all  inflammatory  processes 
are  due  to  microbes,  it  may  be  claimed  that  this  position  is  strength- 
ened by  the  investigations  made  to  determine  the  pathogenesis  of 
endometritis.  In  the  healthy  uterine  cavity  there  are  no  microbes. 
Winter3  has  proved  this  by  the  examination  of  large  numbers  of  uteri 
removed  from  the  body.  The  lochia  in  non-febrile  puerperal  cases 
have  been  found  to  be  free  from  microbes.  Strauss  and  Sanchez- 
Toledo7  have  also  found  the  uteri  of  lower  animals  free  from  bacteria. 
Why  the  uterine  cavity  remains  free  from  germs  has  not  been  deter- 
mined. The  absence  of  a  uterine  secretion  may  have  some  bearing 
on  the  question.  The  germs  found  in  the  vagina  and  cervix  have 
lost  most  of  their  virulence  and  the  menstrual  decidua  antagonize 
them.  Hence  the  slight  danger  from  them  to  an  unbroken  endome- 
trium. Quite  different,  however,  are  the  effects  of  inoculation  with 
bacteria  from  without. 

Puerperal  inflammation  of  the  uterus  was  the  first  variety  found 
to  be  due  to  bacteria.  Pasteur,8  in  1880,  demonstrated  the  presence 
of  streptococci  in  the  uteri  as  well  as  in  the  other  organs  of  women 
who  had  died  of  puerperal  fever.  Since  then  many  others  have  found 
streptococci  in  the  interior  of  the  uteri  of  women  suffering  from  puer- 
peral infection.  The  staphylococcus  has  been  found  in  similar  cases. 
Kr6nig9has  found  the  gonococcus  in  the  uterus  in  nine  cases  of 
mild  .puerperal  fever.  Von  Franque  10  has  reported  a  fatal  case  of 
fever  due  to  infection  by  the  bacillus  coli  communis.    All  cases  of  en- 
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dometritis  post  partum  or  post  abortum  are  probably  of  microbic  ori- 
gin. Endometritis  originating  in  other  conditions,  as  from  the  intro- 
duction of  sounds  and  tents,  gonorrhoeal  vaginitis,  etc.,  is  probably 
due  to  the  same  cause.  Bacteriological  investigation  during  the  last 
few  years  tends  to  confirm  this.  He  calls  attention  to  the  recent  re- 
port of  Brandt,"  who  examined  twenty-five  cases  of  chronic  endome- 
tritis and  found  bacteria  in  twenty-two  ;  streptococci  in  two  cases, 
staphylococci  in  seven,  gonococci  in  three,  and  non-pathogenic  bac- 
teria in  the  other  ten. 

Positive  information  as  to  the  tissues  inhabited  by  the  bacteria, 
their  mode  of  growth,  and  the  way  in  which  they  produce  their  path- 
ological effects  in  chronic  endometritis  has  not  yet  been  obtained. 
In  women  who  have  died  from  puerperal  fever  the  connective-tissue 
or  lymph  spaces  of  the  endometrium,  as  well  as  the  lymph  channels 
of  the  muscularis,  are  crowded  with  colonies  of  streptococci.  It  is 
probable  that  the  epithelial  layer,  although  it  consists  of  only  a  single 
row  of  cells,  is  a  protection  to  the  underlying  stroma,  the  connective- 
tissue  spaces  of  which  are  the  chief  habitat  of  the  germs. 

The  essential  features  of  menstruation — the  exudation  and  haemor- 
rhage into  the  outer  fourth  of  the  membrane,  the  casting  off  of  the 
epithelium  and  loosened  stroma  cells,  and  the  regeneration  from  the 
epithelium  of  the  glands  12 — explain  the  ease  of  infection  and  have  an 
important  bearing  upon  the  reasonableness  of  curettage  and  cauteriza- 
tion. 

Having  considered  the  aetiology,  and  the  changes  in  the  endome- 
trium incident  to  menstruation,  he  calls  attention  to  prophylaxis. 
Winter,3  Doderlein,4  Steffeck,13  Burguburu,14  Burkhardt,15  and  others 
have  shown  that  the  cervical  and  vaginal  canals  nearly  always  con- 
tain one  or  more  species  of  bacteria  ;  that  in  from  forty  to  forty-five 
per  cent,  of  all  cases  there  were  present  pathogenic  bacteria,  includ- 
ing streptococci,  staphylococci,  etc.  In  the  rest  of  the  cases  only  the 
long  non-pathogenic  Doderlein'schen  bacillus,  which  produces  the 
normal,  strongly  acid,  vaginal  secretion,  was  found.  Although  there 
seems  to  be  considerable  difference  of  opinion  concerning  the  toxic 
properties  of  the  pathogenic  bacteria  when  introduced  into  animals, 
many  observers  finding  that  their  virulence  is  diminished  by  residence 
in  the  genital  tract,  yet  all  admit  that  this  virulence  may  be  regained 
upon  change  of  habitat.  While  these  pathogenic  bacteria  might  not 
grow  when  brought  in  contact  with  the  undenuded  endometrium,  yet 
we  should  not  be  justified  in  knowingly  introducing  them  into  the 
uterine  cavity.    The  uncertainty  of  rendering  the  surface  of  the  mem- 
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brane  of  the  vagina  and  cervix  aseptic  has  been  demonstrated  by  bac- 
teriological investigations.  Hence  he  gives,  somewhat  in  detail,  the 
rules  to  be  observed  in  the  introduction  of  the  sound,  curette,  or  any 
other  instrument  into  the  uterus  : 

1.  Do  not  expect  to  complete  the  preparation  of  the  patient  with 
less  than  fifteen  minutes  of  hard  work. 

2.  Never  make  the  examination  at  the  first  visit  of  the  patient. 
Instruct  her  how  to  take  a  vaginal  douche,  and  direct  her  to  use  sub- 
limate douches  twice  a  day  for  three  or  four  days.  If  immediate  ex- 
amination is  required,  let  it  be  done  at  her  home  or  in  a  hospital  with 
all  the  preparatory  details  of  a  surgical  operation. 

3.  Thoroughly  disinfect  the  external  genitals  and  surrounding 
skin. 

4.  Disinfect  the  hands  and  instruments,  including  the  irrigating 
tip,  which  should  be  a  glass  tube. 

5.  Wash  the  vagina  with  a  solution  of  lysol  or  creolin.  In  the 
office  I  have  found  Tooker's  bedpan  most  useful.  A  liquid  soap,  like 
Lee's  or  Johnstone's,  is  quite  necessary.  With  two  fingers,  either 
with  or  without  sterilized  gauze  or  cotton,  thoroughly  scrub  every 
part  of  the  vaginal  wall. 

6.  Introduce  a  Neugebauer  speculum,  which  is  better  than1  any 
form  of  Cusco's  bivalve,  for  it  is  asepticizable  ;  and  better  than  a 
cylindrical  speculum,  for  it  is  much  easier  to  work  through. 

7.  Disinfect  the  cervical  canal  by  means  of  a  cotton  swab,  using 
first  the  liquid  soap,  then  a  strong  creolin  solution,  and  finally  alco- 
hol. Never  introduce  an  instrument  without  seeing  the  cervical 
canal. 

He  believes  that  the  carrying  out  of  these  rules  will  prevent  all 
except  post-partum,  post-abortum,  and  gonorrhceal  endometritis  and 
salpingitis. 

He  admits  the  possibility  of  auto-infection  in  labor,  but  advises 
the  obstetrician  to  act  as  if  no  such  thing  as  auto-infection  exists.  In 
hospitals,  or  in  cases  where  the  practitioner  can  be  within  instant  call 
of  the  patient,  no  vaginal  examination  should  be  made.  In  most  cases 
in  private  practice,  however,  where  it  is  necessary  to  determine  the 
amount  and  rate  of  progress  of  the  cervical  dilatation,  one  or  more 
vaginal  examinations  are  required.  Here,  as  in  cases  of  operative  in- 
terference, the  most  rigid  subjective  disinfection  is  demanded.  The 
character  of  the  vaginal  secretion  should  determine  the  use  of  the 
vaginal  douche.  If  it  is  of  the  normal  reaction,  as  determined  by  the 
litmus  paper,  no  pathological  bacteria  are  present  and  no  douche  is 
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required.  If  the  reaction  is  slightly  acid,  neutral,  or  alkaline  the  sub- 
limate douche  should  be  used. 

In  abortion,  haemorrhage  frequently  occurs  before  complete  dilata- 
tion of  the  cervix.  The  vagina  and  cervical  canal  should  then  be 
disinfected  as  described  above  and  tamponed  with  sterilized  cotton  or 
gauze.  In  twenty-four  hours,  unless  the  cessation  of  pains  indicates 
the  earlier  emptying  of  the  uterus,  the  tampon  is  removed,  and,  if  the 
cervix  is  not  dilated,  it  is  reapplied.  In  this  way  we  avoid  the  danger 
of  infection  of  the  uterine  cavity.  If  infection  has  already  occurred 
it  becomes  necessary  to  empty  the  uterus  by  instruments.  In  this 
event  the  antiseptic  precautions  governing  all  operations  must  be  em- 
ployed. 

The  prevention  of  the  extension  of  an  acute  gonorrhceal  inflamma- 
tion from  the  vagina  to  the  endometrium  is  an  important  and  serious 
problem.  The  tenderness  generally  prevents  the  thorough  use  of  a 
vaginal  douche.  In  children  we  must  keep  in  mind  the  possibility  of 
the  irrigating  tube  being  so  firmly  grasped  by  the  vaginal  sphincter 
that  the  fluid  and  secretion  may  be  carried  into  the  uterus.  This  can 
be  prevented  by  providing  a  return  flow.  In  addition  to  the  use  of 
the  douche,  every  four  to  six  hours  a  suppository  of  iodoform  or  bis- 
muth subgallate  can  be  used  with  advantage. 

Cases  of  unhealthy  vascular  conditions  of  the  endometrium  result- 
ing from  displacements  of  the  uterus,  pressure  of  tumors,  disease  of 
the  rectum  or  bladder,  etc.,  which  lead  to  diminished  resistance  to  the 
attacks  of  the  immigrating  bacteria,  must  not  be  overlooked,  but  cor- 
rected so  far  as  possible. 

In  the  treatment  of  endometritis,  he  classifies  the  methods  for 
meeting  the  indications  as  follows  : 

1.  Removal  of  debris,  of  gravidital  or  menstrual  decidua,  which 
furnishes  soil  for  the  development  of  bacteria,  together  with  toxic 
products  and  secretions,  by  irrigation,  drainage,  swabbing,  or  curet- 
ting. 

2.  Destruction  of  the  pathogenic  agents  by  direct  application  of 
antiseptics.  This  includes  the  use  of  caustics  of  greater  or  less 
strength,  applied  in  solution  by  the  syringe  or  on  an  applicator,  or  in 
solid  form.  A  valuable  preliminary  to  these  methods  is  the  removal 
of  the  outer  portion  of  the  endometrium  by  the  curette. 

3.  Stimulation  of  the  resisting  and  bactericidal  properties  of  the 
tissues.  Tne  former  are  increased  by  massage,  such  as  is  given  by 
Doleris'  ecouvillon  or  by  the  ordinary  applicator  swab.  The  antiseptic 
properties  of  Nature  are  stimulated  by  measures  which  improve  the 
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circulation,  control  the  distended  capillaries  and  arteries,  empty  the 
lymph  channels,  and  remove  the  exudations  and  extravasations  of 
serum  and  blood.  These  effects  are  produced  by  the  application  of 
slight  stimulants,  like  iodine,  etc.,  and  by  massage  and  electricity. 

The  curette  should  be  used  to  remove  placental  debris,  however 
much  objection  may  be  made  to  its  use  in  removing  the  surface  layer 
of  the  endometrium.  Removing  abnormal  secretion  is  of  value,  but 
chiefly  as  a  preliminary  to  more  thorough  procedures.  Where  this 
cleansing  can  be  done  with  a  swab  of  cotton  on  an  applicator  or 
syringe  tube,  it  is  probably  the  safest  way.  He  frequently  uses  liquid 
soap  followed  by  water,  but  irrigation  with  a  soda  solution  by  means 
of  a  double-current  catheter  will  reach  portions  of  the  membrane  not 
touched  by  the  swab.  No  serious  result  has  occurred  from  irrigation 
where  the  return  flow  was  free.  The  colic  that  so  often  follows  its 
use  is  generally  due  to  detached  or  coagulated  plaques  in  the  uterine 
cavity.  The  ecouvillon  of  Doleris  is  no  doubt  useful  in  the  same  way 
by  removing  adherent  mucus  and  irritants.  This  instrument  also 
stimulates  the  antiseptic  properties  of  Nature,  on  the  principle  of  mas- 
sage. He  calls  attention  to  a  new  instrument  which  acts  on  the  same 
principle  as  the  ecouvillon,  but  is  efficient  both  for  cleansing  the  endo- 
metrium and  for  massage.  It  was  made  by  Dr.  Fenton  B.  Turck,  of 
this  city,  and  consists  of  a  revolving  swab  or  broom  attached  to  a 
dental  cable.  It  was  designed  for  use  in  the  stomach  but  promises  to 
be  of  use  in  the  uterus  as  well. 

Another  valuable  adjunct  to  the  other  methods  of  treating  endo- 
metritis is  drainage.  In  a  few  cases  the  internal  os  is  sufficiently 
open  to  allow  satisfactory  drainage.  In  other  cases  the  coagulated 
mucus  produced  by  astringents  and  caustics,  together  with  placental 
and  menstrual  dSris,  etc.,  remains  in  the  uterine  cavity.  Gauze  is  a 
very  poor  drain.  The  cross  fibers  obstruct  the  capiilary  stream  and 
hold  back  almost  completely  all  solid  matter.  Gersuny18  and  Chrobak'9 
long  ago  demonstrated  the  great  superiority  of  wicking.  Chrobak,  in 
testing  the  relative  capillary  action  of  each,  half  emptied  one  beaker 
into  another  in  twenty  four  hours  by  a  bundle  of  wicking  thirty  centi- 
metres long  ;  while  in  the  same  time  a  bundle  of  strips  of  gauze  had 
transferred  no  fluid,  and  only  one  strip  which  had  been  dipped  into 
iodoform-collodion  was  entirely  saturated.  We  should  also  remember 
that  the  drain  may  furnish  a  ladder  for  the  bacteria  to  enter  the  ute- 
rus, hence  the  vaginal  end  should  be  as  well  protected  from  the  out- 
side as  possible  by  cotton  tampons.  While  the  value  of  drainage  is 
unquestionable,  many  cases  have  been  made  worse  by  its  use.  This 
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is  because  the  plug  of  gauze  acted  as  a  dam  instead  of  a  drain, 
and  because  no  attention  was  paid  to  the  reverse  current  from  the 
vagina. 

Success  in  the  use  of  antiseptics  depends  on  their  direct  applica- 
tion to  the  germs  at  the  seat  of  disease  which  is  facilitated  by  normal 
menstrual  exfoliation,  or  that  brought  about  by  the  curette. 

Brandt"  believes  that  the  different  forms  of  endometritis  are  caused 
by  different  bacteria  located  in  different  habitats.  In  catarrhal  endo- 
metritis, endometritis  interstitialis,  he  finds  short,  thick  bacilli  in  the 
haemorrhagic  extravasations.  In  septic  endometritis,  endometritis  de- 
cidualis  acuta,  the  dilated  glands  are  filled  with  cocci.  In  gonorrhoea! 
endometritis,  endometritis  glandularis,  the  gonococci  are  in  the  epi- 
thelial cells.  He  also  finds  karyokinetic  changes  in  the  stroma  and 
the  epithelial  cells  respectively.  If  these  observations  are  confirmed 
they  may  lead  to  more  precise  indications  for  the  different  methods 
of  treatment  than  we  at  present  possess.  In  the  meantime,  however, 
we  may  affirm  that  the  direct  application  of  antiseptics  is  based  on 
sound  principles,  although  they  may  hereafter  be  modified  in  detail. 

The  curette  is  simply  an  auxiliary  to  prepare  for  the  antiseptic 
agent.  In  this  respect  it  differs  from  the  strong  caustic,  which  has 
both  a  denuding  and  a  germicidal  action.  When  the  curette  is  used 
carefully  and  thoroughly,  and  followed  by  an  efficient  germicide,  it  is 
a  more  reasonable  surgical  procedure  than  application  of  the  caustic. 
The  debris  produced  can  be  at  once  removed  and  the  extent  of  the 
curettage  definitely  controlled.  The  caustic  causes  a  slough  which 
must  come  away,  and  during  this  process  there  is  the  persistent 
danger  of  fresh  infection.  This  danger  is  avoided  by  carefully  carry- 
ing out  the  method  of  Rheinstadter.  He  applies  fifty-per-cent.  zinc- 
chloride  solution  at  frequent  intervals. 

Mild  astringents  or  stimulants,  like  weak  zinc-chloride  or  iodine 
solution,  are  often  harmful,  because  they  serve  as  carriers  of  con- 
tagion ;  but  when  they  are  used  with  antiseptic  precautions  they  may 
in  suitable  cases  be  of  considerable  benefit.  Their  action  is  not 
solely  nor  chiefly  antiseptic,  but  they  also  modify  the  blood  and 
lymph  circulation  and  thus  stimulate  the  antiseptic  properties  of  Na- 
ture. All  the  agents  mentioned — irrigating  fluids,  drainage  wicking, 
the  currette,  etc.,  also  act  in  a  similar  manner  ;  but  this  is  especially 
true  of  massage  by  the  swab  or  e'couvillon.  By  massage  he  refers  to 
stimulation  of  the  cellular  elements  of  the  endometrium  by  mechan- 
ical irritation.  Frankel  relies  on  this  influence  in  his  treatment  of 
ozsena,  by  the  vibratory  undulations  which  he  imparts  to  the  nasal 


The  Chicago  Gyncecological  Society. 


163 


mucous  membrane  by  means  of  an  applicator.  A  similar  vibratory 
movement  can  be  made  in  the  uterus  with  a  swab  introduced  through 
a  short  cervical  speculum,  by  the  broom  of  Doleris  or,  better,  by  the 
instrument  of  Turck.  If  the  Metschnikoff  theory  be  the  correct  ex- 
planation of  the  antiseptic  properties  of  Nature,  one  might  assume 
that  stimulation  of  phagocytosis  was  the  essence  of  the  process. 

Electricity  is  another  agent  which  must  be  considered  an  auxiliary 
of  Nature  in  the  treatment  of  endometritis.  A  current  of  sufficient 
strength  to  have  direct  germicidal  properties  is  too  strong  to  be  used 
in  the  uterine  cavity.  The  galvanic  current  is  a  valuable  agent  in 
controlling  haemorrhage,  in  cases  of  haemorrhagic  endometritis,  by 
virtue  of  its  well-known  effect  on  the  circulation.  The  anode  should 
be  applied  to  the  endometrium. 

Different  methods  of  treatment  applicable  to  special  varieties  of 
endometritis  are  as  follows  : 

In  post-partum  or  post-abortum  endometritis  the  decidual  de'bris 
and  toxic  secretions  should  be  removed  by  the  curette,  irrigation  and, 
if  necessary,  drainage.  Following  the  curette  a  strong  antiseptic  solu- 
tion should  be  applied  to  the  endometrium  with  a  Braun  syringe  or 
an  applicator. 

In  acute  endometritis  following  acute  vaginitis,  generally  of  gonor- 
rhceal  origin,  the  most  prompt  and  thorough  measures  are  necessary 
to  prevent  extension  of  the  disease  to  the  peritonaeum  and  Fallopian 
tubes.  Until  the  inflammation  reaches  the  tubes  the  problem  of 
aborting  gonorrhoea  is  simpler  in  the  female  than  in  the  male,  on  ac- 
count of  the  greater  accessibility  of  the  tissues  affected.  I  agree  with 
Polk  in  advocating  dilatation,  antiseptic  irrigation  and  drainage. 
The  disinfection  should  be  thorough  and  can  be  carried  out  properly 
only  under  anaesthesia.  At  a  later  stage,  when  the  tubes  are  unques- 
tionably involved  or  an  exudative  peritonitis  is  established,  the  ex- 
pectant treatment  must  be  employed. 

In  mild  cases  of  endometritis  two  or  three  months  after  an  abor- 
tion, in  which  the  menstrual  flow  is  considerably  increased  and  where 
there  is  the  beginning  uterine  syndroma  described  byPozzi20 — namely, 
pain,  leucorrhcea,  symptoms  from  distant  and  neighboring  organs — 
we  seem  to  have  only  slight  and  easily  removable  infection.  This 
variety  of  endometritis  includes  the  majority  of  cases  that  are  suitable 
for  office  treatment.  After  the  thorough  preparation  for  invasion  of 
the  uterus  above  described,  the  endometrium  should  be  cleansed  by 
irrigation  or  swabbing  and  the  uterine  cavity  thoroughly  swabbed 
with  iodized  phenol.    In  making  the  last  application  VVylie's  cervical 
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speculum  or  protector  is  often  of  value.  This  class  of  cases  furnishes 
one  of  the  best  indications  for  the  use  of  electricity. 

When  such  cases  have  progressed  for  several  months  or  years  deep- 
seated  infection  of  the  uterus  exists,  which  is  often  obstinate  and  in- 
tractable. If  curettage  and  antiseptics  are  not  sufficient  the  after-use 
of  the  c'couvillon  or  revolving  swab  will  be  a  valuable  auxiliary. 

He  attempts  to  prove  that  endometritis  is  of  microbic  origin  and 
thinks  that  all  methods  are  of  value  which  remove  the  cause  of  the 
disease. 

References. 

r.  Senn  :  Principles  of  Surgery. 

2.  Roy  :  Address  before  British  Medical  Association,  1893. 

3.  Winter  :  Die  Mikroorganismen  im  Genitalkanal  der  gesunden  Frau.    Zeit.  f. 

Geburt.  u.  Gyn.,  1888. 

4.  Doederlein  :  Untersuchungen  iiber  das  Vorkommen  von  Spaltpilzen  in  den 

Lochien  des  Uterus  und  der  Vagina  gesunder  und  k ranker  Wochrinnen.  Arch, 
f.  Gyn.,  i8S7,  xxxi,  412. 

5.  Ott  :  Zur  Bacteriologie  der  Lochien.    Arch.  f.  Gyn.,  1888,  xxxii,  436. 

6.  CZERNIEWSKI :  Zur  Frage  von  den  puerperalen  Erkrankungen  :  eine  bactcrio- 

scopische  Studie.    Arch.  f.  Gyn.,  1888,  xxxiii,  73. 

7.  Strauss  et  Sanchez-Toledo  :  Septicemie  puerperale  experimentale.  Nouv. 

Arch.  d'Obstet.  et  de  Gyn.,  1889,  iv,  277. 

8.  Pasteur  :  Comptes-rendus  des  Seances  de  l'Acad.,  1880. 

9.  Kroenig  :  Vorlaufige  Mittheilung  uber  Gonorrhea  im  Wochenbett.  Centralbl. 

f.  Gyn.,  1893,  157. 

10.  Von  Franque  :  Bacteriologische  Untersuchungen  bei  normalen  und  fieberhaften 

Wochenbett.    Zeit.  f.  Geb.  u.  Gyn.,  1893,  xxv,  277. 

11.  Brandt  :  Centralbl.  f.  Gyn.,  1891. 

12.  Cf.  MlNOT  :  Human  Embryology. 

13.  Steffeck  :  Bacteriologische  Bcgrundung  der  Selbstinfection.    Zeit.  f.  Geb.  u. 

Gyn.,  1890,  xx,  339. 

14.  Burguburu  :  Zur  Bacteriologie  des  Vaginal-Sekretes  Schwangerer.     Arch.  f. 

Exp.  Path.  u.  Pharmak.,  November,  1892,  xxx. 

15.  Burkhardt  :  Arch,  f.  Gyn.,  xlv. 

16.  Williams  :  Puerperal  Infection  considered  from  a  Bacteriological  Point  of  View. 

Am.  Jour.  Med.  Sc.,  1893,  cvi,  No.  I. 

17.  Veit:  Berl.  kl.  Woch.,  1894. 

18.  Gersuny  :  Centralbl.  f.  Chirur.,  1887,  No.  31. 

19.  Chrobak  :  Ueber  Iodoformdacht.    Centralbl.  f.  Gyn.,  January  7,  1888. 

20.  Pozzi :  Medical  and  Surgical  Gynaecology.    Am.  translation. 

Discussion. 

Dr.  Franklin  H.  Martin  :  Dr.  Bacon's  paper  is  along  the  line 
of  modern  ideas,  and  is  ingenious  and  full  of  suggestions.    We  are 
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constantly  called  upon  to  treat  cases  of  endometritis.  Inflammation 
of  the  mucous  membrane  of  the  uterus  should  be  treated  on  the 
same  principles  as  any  other  inflammation — namely,  by  the  removal 
of  necrosed  tissue  and  ddbris,  the  application  of  antiseptics  and 
drainage.  My  method  is  to  explain  the  condition  thoroughly  to  the 
patient  and  to  advise  thorough  dilatation,  curettement  and  drainage. 
She  is  prepared  as  thoroughly  as  for  any  capital  vaginal  operation 
on  the  uterus.  I  dilate  the  uterus  and  gently  curette  the  entire  mu- 
cous membrane  of  the  uterus  with  a  medium  curette,  neither  sharp 
nor  dull,  until  I  reach  healthy  underlying  tissues.  The  necrosed 
tissue,  the  result  of  inflammation  and  the  purulent  matter  should  be 
thoroughly  removed.  I  then  make  an  application  of  chloride  of  zinc 
and  carbolic  acid,  each  ten  per  cent,  and  pack  the  cavity  loosely  with 
iodoform  gauze.  If  the  patient  is  not  prepared  to  go  to  a  hospital  to 
have  an  operation  and  get  well  immediately,  provided  she  does  not 
require  an  operation  to  restore  a  laceration  of  the  peritonaeum  or 
cervix,  I  advise  the  use  of  galvanism.  I  would  not  use  this  powerful 
remedy  in  a  haphazard  way  but  in  a  definite  manner. 

The  current  should  be  of  sufficient  strength  (a)  to  produce  a 
strong  acid  reaction  ;  (b)  to  produce  coagulation  ;  (c)  for  antisepsis  ; 
(d)  to  act  as  a  sedative.  The  electrode  should  accurately  fill  the 
uterine  cavity  and  a  current  of  twenty-five  milliamperes  for  each 
square  centimetre  of  the  electrode  administered.  A  current  of  this 
strength  will  not  produce  cauterization  or  necrosis.  The  current  is  a 
powerful  general  tonic,  and  is  trophic  in  action.  This  treatment,  car- 
ried out  three  times  a  week,  together  with  regulation  of  the  bowels, 
general  tonics,  stimulating  vaginal  douches,  etc.  will  eventually  cure 
endometritis. 

Dr.  Taggard  :  Dr.  Bacon's  carefully  prepared  essay  deserves  a 
more  dignified  fate  than  to  be  "  damned  with  faint  praise."  His  re- 
marks, he  hoped,  would  not  be  construed  as  a  harsh  criticism  but  as 
evidence  of  attention  to  the  paper  and  of  interest  in  the  author. 

1.  Dr.  Bacon  does  not  define  his  subject.  Endometritis  may  be 
tuberculous,  syphilitic,  actinomycotic,  septic,  gonorrhceal  and  the  like. 
Further,  a  profuse  intermenstrual  secretion  from  the  uterus  is  not 
necessarily  of  inflammatory  origin.  Presumably  Dr.  Bacon  limits  his 
topic  to  gonorrhceal  and  septic  endometritis.  But  even  with  this 
limitation  there  are  such  varieties  as  glandular,  interstitial,  mixed  and 
the  like. 

2.  The  universal  proposition:  "every  case  of  endometritis  is  of 
microbic  origin  "  can  not  be  accepted  to-day.    There  is  a  process  in 
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the  body,  often  called  "reactive  inflammation,"  that  occurs  in  sterile 
tissues. 

3.  The  hypothesis  of  a  "menstrual  decidua  "  is  no  longer  tenable. 
The  weight  of  evidence  is  in  favor  of  a  relatively  intact  endometrium 
during  the  flow,  at  least  so  far  as  concerns  the  columnar  ciliated 
epithelium. 

4.  In  septic  and  gonorrhceal  infections  of  the  female  genital  tract 
the  state  of  the  endometrium  is  usually  not  the  controlling  element 
in  the  clinical  picture.  When  these  cases  are  first  seen  the  Fallopian 
tubes,  ovaries,  pelvic  peritonaeum  and  connective  tissue,  as  a  rule, 
dominate  the  situation.  Dr.  Bacon  treats  endometritis  as  a  distinct 
morbid  entity,  when  it  is  only  a  part,  and  often  the  least  part,  of  the 
diseased  process. 

5.  As  specific  items  in  prophylaxis  and  treatment  Dr.  Jaggard 
mentions  the  necessity  of  proscribing  sexual  intercourse  during  treat- 
ment, of  regarding  latent  gonorrhoea  in  the  male  as  an  absolute  con- 
tra-indication  to  marriage,  of  the  prohibition  of  the  vaginal  douche 
in  normal  puerperae.  Doleris'  e'couvillons  are  dangerous  instruments, 
because  they  can  not  be  sterilized.  Bandl's  cannulas  are  valuable  in 
the  treatment  of  certain  cases  of  cervical  endometritis. 

6.  It  is  gratifying  to  observe  that  neither  the  essayist  nor  any 
speaker  has  referred  to  Emmet's  operation  for  the  repair  of  the 
lacerated  infravaginal  portion  of  the  cervix  in  the  treatment  of  endo- 
metritis. This  omission  is  either  a  strange  oversight,  or  Noeggerath's 
crusade  against  this  criminally  abused  operation  is  beginning  to  influ- 
ence the  responsible  men  of  the  profession. 

Dr.  T.  J.  Watkins  :  I  am  very  glad  that  Dr.  Bacon  has  laid  so 
much  stress  upon  careful  preparation  of  the  vagina  before  exploring 
the  uterus.  This  recalls  to  my  mind  the  advice  given  me,  after  I  left 
the  New  York  State  Woman's  Hospital,  by  a  country  practitioner,  a 
recent  graduate,  who  said  :  "  In  treating  gynaecological  cases  never 
use  a  speculum,  for  if  you  do  leucorrhcea  will  always  result."  Un- 
doubtedly whenever  he  used  a  speculum  he  passed  a  sound  into  the 
uterus. 

In  the  selection  of  the  speculum  for  intra-uterine  treatment  I  think 
the  Sims  speculum  has  a  great  many  advantages,  as  it  does  not  limit 
the  mobility  of  the  uterus,  but  allows  it  to  be  dragged  down,  whereby 
the  canal  is  straightened,  and  less  force  is  necessary  to  enter  the 
uterus. 

I  think  the  curette  is  a  dangerous  and  inefficient  instrument  in 
the  treatment  of  puerperal  endometritis.    One  works  blindly  with  the 
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curette  in  the  removal  of  retained  portions  of  the  placenta  or  mem- 
branes from  the  uterus.  It  is  often  impossible  to  tell  by  the  use  of 
the  curette  when  the  uterus  is  entirely  clean,  and  it  is  impossible  to 
avoid  injury  and  possibly  perforation  of  the  uterus.  In  such  cases 
the  placenta  forceps  is  perfectly  satisfactory. 

I  believe  the  uterine  cavity  can  be  as  thoroughly  cleansed  with 
the  swab  as  by  irrigation,  and  with  less  danger.  Many  patients  are 
treated  for  endometritis  where  the  uterine  discharge  is  simply  a 
symptom  of  obstruction  to  the  pelvic  circulation.  I  believe  there  is 
danger  of  applying  iodoform  gauze  for  drainage  so  that  it  acts  as  a 
plug ;  but  when  it  completely  fills  the  uterine  cavity  and  is  not 
packed  solidly  in  the  cervical  canal,  it  is  an  excellent  drain.  If,  how- 
ever, the  uterus  has  been  thoroughly  cleansed  there  is  usually  no  need 
of  drainage,  provided  the  cervical  canal  does  not  become  obstructed 
by  contraction  or  flexure. 

Massage  in  endometritis  must  be  harmful  rather  than  beneficial. 
It  tends  to  increase  the  absorption  from  the  uterine  canal  rather  than 
to  eliminate  septic  material  from  the  uterine  walls.  I  have  used  gal- 
vanism extensively  in  the  treatment  of  endometritis  and  have  always 
been  disappointed  in  the  results. 

"  Emmet's  operation  for  the  repair  of  the  lacerated  infravaginal 
portion  of  the  cervix  in  the  treatment  of  endometritis  "  must  be  of 
very  recent  date,  as  no  mention  of  it  has  yet  appeared  in  the  litera- 
ture. 

Dr.  F.  Byron  Robinson  :  In  my  opinion  a  gauze  tampon  is  a 
poor  drain  for  the  uterus.  I  think  I  have  seen  infection  and  death 
follow  its  use.  Only  a  few  days  ago  I  packed  the  uterus  with  gauze 
for  haemorrhage ;  when  I  took  it  out  the  next  day  there  was  about  a 
half-pint  of  fluid  within  the  uterine  cavity.  I  prefer  a  small  rubber 
tube  to  gauze  for  uterine  drainage.  I  do  not  approve  of  the  office 
treatment  of  endometritis,  except  it  be  the  application  of  electricity, 
which  has  in  my  experience  been  followed  by  good  results. 

My  observation  has  been  that  when  endometritis  occurs  other 
conditions  coexist  which  require  attention.  Abortion  is  more  serious 
than  labor,  on  account  of  poor  drainage  ;  and  with  poor  drainage  the 
danger  of  infection  of  the  tubes  and  ovaries  is  increased. 

I  believe  that  gonorrhoea  in  the  female  is  not  less  easy  to  abort 
than  in  the  male.  This  opinion  is  in  accord  with  that  of  the  best 
authorities  on  this  subject. 

Dr.  Henry  P.  Newman  :  I  was  much  pleased  with  the  paper  and 
also  with  the  remarks  following  it  but  agree  with  them  to  a  certain 
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extent  only.  I  think  prophylaxis  in  endometritis  may  be  extended  con- 
siderably, particularly  if  we  consider  those  cases  that  are  not  of  recog- 
nizably septic  origin.  In  treating  endometritis,  certainly  a  distinction 
ought  to  be  made  between  septic  and  aseptic  cases.  Dr.  Bacon,  as  I 
understand,  only  recognizes  septic  cases.  Septic  endometritis  ought 
certainly  to  be  treated  upon  surgical  principles — that  is,  we  ought  to 
get  rid  of  the  infection,  doing  so  in  a  thorough  manner  and  at  once  ; 
not  using  palliative  means  or  "  playing  with  the  disease,"  as  is  fre- 
quently done  even  in  the  surgical  and  electrical  treatment  of  the 
present  day. 

I  am  not  particularly  enthusiastic  over  electricity  as  it  is  fre- 
quently used  in  endometritis.  I  believe  that  it  can  do  an  infinite 
amount  of  mischief.  In  a  few  of  my  cases  which  had  been  pre- 
viously treated  with  electricity,  the  disease  had  been  aggravated  by 
the  injudicious  use  of  the  intra-uterine  electrode. 

The  curette  and  the  tampon  are  frequently  used  in  a  careless 
manner.  Too  •often  the  treatment  ends  with  the  introduction  of  the 
gauze  tampon  after  the  curettement. 

These  cases  ought  to  be  followed  up,  as  other  surgical  cases  are, 
with  systematic  attention  to  the  wound.  The  de'bris  is  not  all  removed 
by  the  curette  and  may  not  remain  aseptic.  Even  if  gauze  is  used  as 
drainage,  the  uterus  should  be  washed  out  subsequently  and  the  canal 
kept  open.  This  can  be  done  only  by  free  dilatation.  Dilatation 
should  be  done  with  an  instrument  that  can  completely  paralyze  the 
circular  muscular  fibers  around  the  internal  as  well  as  external  cer- 
vical orifice,  so  that  we  can  feel  sure  that  in  a  short  time  after  the 
dilatation  it  does  not  again  contract  and  close  the  canal.  The  use  of 
the  sponge  tent  in  the  treatment  of  endometritis  is  properly  becoming 
obsolete.  Subsequent  douching  should  be  used  in  the  uterine  cavity 
to  free  it  from  accumulations  and  infection.  I  believe,  therefore,  that 
the  present  mode  of  treatment  of  endometritis  is  in  many  instances 
rendered  useless  and  sometimes  even  harmful  by  extending  the  in- 
flammation to  the  connective  tissue  or  tubes,  on  account  of  improper 
management  by  surgery  and  electricity. 

Dr.  C.  S.  Bacon,  in  closing  the  discussion,  said  :  I  can  not  ade- 
quately reply  to  all  the  criticisms  that  have  been  made  in  the  time 
allotted  to  me.  I  was  obliged  to  cover  so  many  points  in  such  a 
brief  way  in  my  paper  that  some  misunderstanding  naturally  arose. 

Instead  of  extending  the  definition  of  endometritis  to  include  all 
cases  of  vascular  disturbances,  I  attempted  in  the  paper  to  embrace 
all  these  states  among  the  conditions  which  predispose  to  infection; 
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among  these  are  uterine  displacements  and  tumors.  I  think  we  have 
no  right  to  assume  that  a  discharge  coming  from  the  uterus  that  con- 
tains a  fibroid  tumor  is  from  any  other  source  than  an  infected  endo- 
metrium. Uterine  displacements  simply  predispose  to  the  disease. 
We  know  nothing  of  the  normal  secretion  of  the  endometrium.  Unless 
a  discharge  can  be  proved  to  occur  without  the  presence  of  infective 
bacteria,  it  is  much  more  reasonable  to  assume  that  all  have  the  same 
cause.  I  hardly  see  why  there  is  any  more  danger  in  looking  upon 
endometritis  as  an  entity  than  in  looking  upon  any  other  inflamma- 
tory state  as  an  entity.  We  speak  of  inflammation  of  the  peritonaeum 
or  of  the  lungs  as  a  disease.  So  we  treat  inflammation  of  the  endo- 
metrium in  the  same  way;  it  is  not  a  symptom  ;  it  is  a  disease,  as  we 
understand  disease. 

Minot  is  my  authority  for  the  assumption  of  the  existence  of  the 
menstrual  decidua.  I  understand  that  the  epithelial  layer  of  the 
endometrium  is  normally  removed  with  a  thin  layer  of  the  stroma  ; 
not  the  entire  endometrium,  according  to  the  old  theory  of  Williams 
but  simply  the  chief  part  of  the  epithelial  layer. 

Examination  of  the  vaginal  secretions  is  the  way  to  determine 
the  presence  of  infective  bacteria  ;  this  is  certainly  a  more  sensible 
method  than  examining  the  husband.  If  the  vaginal  secretion  is  of 
the  normal  acid  reaction  we  are  certain  that  no  septic  organisms  aie 
present.  The  use  of  litmus  paper  will  enable  us  to  determine  the 
probable  danger  of  an  infected  endometrium  in  the  case  of  a  preg- 
nant woman. 

In  regard  to  the  ecouvillon,  it  is  not  to  be  expected  that  the  same 
instrument  shall  be  used  repeatedly.  The  swab  to  be  attached  to  the 
dental  engine  should  be  changed  with  each  application. 

The  importance  of  drainage  is  generally  recognized,  and  the  thing 
I  wished  to  call  attention  to  was  the  superior  value  of  wicking  and  its 
well-proved  advantage  for  drainage,  not  only  in  the  uterus,  but  in  all 
cavities.  I  did  not  know  that  any  one  nowadays  used  the  rubber 
tube  for  uterine  drainage. 

I  was  glad  to  have  the  support  of  the  President  in  defending  the 
position  that  it  is  possible  to  abort  a  gonorrhoea — that  is,  in  the  sense 
of  checking  its  progress  and  preventing  its  extension  to  the  tubes. 

Only  the  mild  cases  which  are  benefited  by  stimulant  applications 
or  electricity  should  be  treated  in  the  office. 

I  am  very  much  obliged  for  the  interesting  discussion  that  the 
paper  has  elicited. 
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Meeting  of  March  16,  1894. 

The  President,  Fernand  Henrotin,  M.  D.,  in  the  Chair. 

Report  of  Death  from  Laparotomy  on  the  Twenty-fifth  Day,  with 
Exhibition  of  Specimen. 

Dr.  J.  H.  Etheridge  reports  a  case  of  death  occurring  in  almost 
a  tragical  manner  on  the  twenty-fifth  day  after  laparotomy.  The  pa- 
tient had  diseased  tubes  and  ovaries  which  required  removal.  She 
went  through  convalescence  without  a  symptom  and  was  up  and 
about.  The  day  before  she  was  taken  with  these  urgent  symptoms 
she  was  walking  around.  She  was  eating  well  and  had  every  promise 
of  making  entirely  satisfactory  progress.  One  morning  she  was  sud- 
denly seized  while  asleep  with  a  very  severe  pain  about  the  umbilicus, 
getting  the  interne  up  about  five  o'clock,  who  gave  her  a  hypodermic 
injection  to  relieve  her.  Dr.  Etheridge  saw  her  at  nine  o'clock,  and 
she  was  in  a  state  of  apparently  approaching  collapse.  Vaginal  ex- 
amination revealed  tenderness  to  the  right  of  the  uterus.  Nothing 
that  was  done  was  of  any  avail.  The  symptoms  intensified  during  the 
day  and  night,  and  she  grew  gradually  worse,  the  original  symptoms 
being  confined  exclusively  to  the  abdomen.  Her  pulse  increased  so 
that  it  could  not  be  counted.  Her  temperature  went  up  a  little  be- 
yond normal,  then  dropped  to  subnormal  and,  as  the  ratio  of  the 
pulse  and  temperature  changed,  she  grew  worse  and  died  the  next 
morning.  Her  death  was  so  mysterious  that  an  autopsy  was  held.  On 
opening  the  abdomen,  there  gushed  out  a  large  amount  of  faeces  in  so- 
lution. A  systematic  examination  of  the  intestine  was  made  and  a 
rupture  of  the  intestine  about  four  feet  from  the  ileo-caecal  valve  was 
found.  The  last  two  feet  of  the  small  intestine  were  contracted  and 
so  small  that  at  one  place  the  intestine  was  not  as  large  as  the  little 
finger.  Above  the  ileo-csecal  valve  the  intestine  was  of  normal  size 
and  everything  appeared  all  right,  except  that  the  intestinal  walls  up 
to  the  point  of  rupture  seemed  to  be  very  thin.  The  intestine  about 
a  foot  and  a  half  below  the  point  of  rupture  had  become  attached  to 
the  broad  ligament.  The  uterus  and  remnant  of  the  broad  ligament 
were  exhibited  to  the  Society.  The  ligature  with  which  the  tube  and 
ovary  were  tied  off  was  not  involved  in  the  adhesions  and  had  become 
encysted.  The  intestine  was  firmly  adherent  to  the  right  broad  liga- 
ment for  about  three  inches.    The  strange  part  about  the  case  is  that 


The  Chicago  Gynecological  Society. 


171 


the  intestine  was  apparently  not  occluded  at  the  point  of  adhesion  ; 
but  there  must  have  been  some  twist  in  the  intestine  that  caused  com- 
plete occlusion,  and  peristalsis,  together  with  the  thin  wall,  was  suffi- 
cient to  rupture  the  intestine.  The  cause  of  death  was  acute  septic 
peritonitis. 

At  the  time  of  operation  no  adhesions  existed.  These  adhesions 
apparently  took  place  in  cold  blood  upon  the  normal  surface  of  the 
broad  ligament. 

The  chief  symptoms  were  pain  and  obstruction  of  the  bowels. 
There  were  slight  nausea  and  vomiting.  There  was  very  little  tym- 
panites but  there  was  a  separation  of  the  temperature  and  pulse  along 
toward  the  last,  when  it  seemed  to  be  foolhardy  to  undertake  anything 
so  serious  as  a  secondary  laparotomy. 

Discussion. 

Dr.  Franklin  H.  Martin  said  it  seemed  to  him  a  mistake  not  to 
have  opened  the  abdomen  before  death.  The  symptoms  given — pro- 
found shock,  pain  and  all  the  symptoms  of  a  ruptured  intestine  or  an 
organ  discharging  infected  contents  into  the  peritoneal  cavity — would 
have  led  many  operators  to  reopen  the  abdomen.  No.  harm  could 
have  arisen  from  so  doing  and,  if  it  had  been  opened  early  in  a  case 
making  such  good  progress,  an  operator  with  the  skill  of  Dr.  Etheridge 
might  have  separated  these  adhesions,  found  the  difficulty  and  treated 
it  on  general  surgical  principles.  I  do  not  agree  with  Dr.  Etheridge's 
statement  that  adhesions  of  the  intestines  "  took  place  in  cold  blood." 
I  believe  there  is  always  a  reason  \vh)  an  adhesion  of  the  intestine  oc- 
curs after  laparotomy.  Either  there  is  a  large  denuded  surface  left 
upon  which  attachment  is  formed  or,  if  one  intestine  adheres  to  an- 
other it  is  because  that  intestine  has  been  denuded  of  its  peritoneal 
epithelium.  Such  adhesions  occur  in  the  surgical  experience  of  all  op- 
erators, and  the  fact  that  they  occurred  in  this  case  should  not  subject 
the  operator  to  criticism. 

Dr.  F.  Byron  Robinson  said  that  he  was  much  interested  in  this 
specimen  of  adhesion  of  the  gut  to  the  broad  ligament,  not  because 
of  the  rarity  of  the  specimen,  for  he  had  seen  such  a  hundred  times 
in  autopsies  of  human  beings  and  dogs,  but  on  account  of  Dr.  Eth- 
eridge's interpretation  of  the  case. 

He  did  not  think  a  twisting  or  volvulus  of  the  gut  caused  the  bowel 
obstruction.  It  was  due  to  peritonitis,  which  produced  intestinal  pa- 
ralysis, which  causes  tympanites.  The  wall  of  the  intestine  being  par- 
alyzed, the  fermenting  secretions  form  gases  which  dilate  it.  Meiss- 
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ner's  plexus  is  so  disordered  by  the  infection  that  the  secretion  is 
either  too  excessive,  deficient  or  disproportionate.  It  is  his  opinion 
that  the  chief  pain  after  laparotomy  is  due  to  tympanites  ;  the  bowel 
is  distended  and  forms  strong  adhesions  to  distant  organs  by  plastic 
peritonitis.  Infected  bowels  will  not  act ;  they  remain  quiescent  ;  but 
if  they  are  stimulated  by  cathartics  they  contract  and  expel  their  con- 
tents. 

His  experience  from  autopsies  is  that  in  the  first  week  of  perito- 
nitis absorption  is  very  slow  ;  in  the  second  week  it  begins  to  pro- 
gress rapidly  ;  and  in  the  third  week  the  exudates  are  chiefly  ab- 
sorbed and  form  organized  bands  and  adhesions.  The  specimen 
exhibited  by  Dr.  Etheridge  is  in  the  fourth  week  and  shows  a  well- 
organized  adhesion,  no  doubt  containing  new  nerves,  blood  vessels, 
lymphatic  vessels  and  connective  tissue.  It  is  likely  the  distended 
gut  became  infected  from  the  cut  end  of  the  Fallopian  tube. 

As  a  result  of  extensive  studies  on  the  cadaver,  he  believes  the 
apparent  stricture  in  the  specimen  exhibited  by  Dr.  Etheridge  to  be 
due  to  post-mortem  changes — that  is,  rigor  mortis — whereby  the  cir- 
cular muscles  of  the  gut  are  firmly  contracted.  We  may  find  the  gut 
in  a  spasmodic  contra' tion  of  anaemia. 

Dr.  Martin  and  he  are  of  the  same  opinion  and  do  not  hesitate 
to  reopen  the  abdomen  after  laparotomy  when  grave  symptoms  per- 
sist. He  saved  life  by  this  procedure.  He  thinks  Dr.  Martin  is 
more  sanguine  than  he  is  in  regard  to  recovery  after  faeces  have 
escaped  into  the  general  abdominal  cavity.  It  is  likely  that  the  ad- 
hesion of  the  gut  to  the  broad  ligament,  in  the  specimen  which  Dr. 
Etheridge  presents,  had  nothing  to  do  with  the  patient's  death.  The 
patient  died  from  perforation  of  the  bowel,  which  allowed  the  escape 
of  faeces.  The  perforation  occurred  from  pathological  conditions  un- 
connected with  the  operation — that  is,  from  mucous  ulcer,  tubercular 
or  glandular  degeneration. 

Dr.  Martin  thinks  the  adhesion  was  due  to  trauma  or  denuding 
the  gut  of  its  peritonaeum.  He  thinks  it  v.-as  infection.  In  many  of 
the  dogs  in  which  he  had  not  touched  the  intestines,  on  post-mortem, 
a  week  after  laparatomy,  the  intestines  would  be  plastered  over  with 
adhesions  and  bound  together.  He  has  invariably  observed  the  same 
condition  in  autopsies  on  the  human  subject.  He  believes  that  adhe- 
sions of  the  intestines  are  chiefly  due  to  infection  and  that  an  opera- 
tor can  traumatize  the  gut  and  do  a  great  deal  of  manipulation,  if  the 
hands  are  clean,  without  causing  adhesions. 

Dr.  H.  P.  Merriman  said  that  as  thirty-six  hours  elapsed  from 
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the  time  of  the  first  symptoms  until  death;  he  would  ask  Dr.  Rob- 
inson at  what  time  he  thought  the  intestines  ruptured.  The  paralysis 
must  have  occurred  some  little  time  before  this  occurred,  while  the 
woman  was  walking  around  and  feeling  comparatively  well. 

Dr.  J.  T.  Binkley,  Jr.,  said  that  Dr.  Etheridge's  case  was  almost 
parallel  with  one  he  had  a  couple  of  weeks  ago.  He  felt  called  upon  to 
defend  the  position  taken  by  Dr.  Etheridge,  for  a  good  many  reasons. 
Every  one  here  knows  that  we  have  just  such  symptoms  as  he  de- 
scribes arising  in  a  great  many  instances  from  indigestion  or  from 
causes  we  can  not  determine.  Irritation  in  the  abdomen  very  fre- 
quently produces  localized  pain.  A  case  under  h is  care  in  the  Chi- 
cago Hospital  progressed  beautifully  for  three  or  four  weeks  after 
abdominal  section.  An  abscess  then  formed  in  the  abdominal  wall, 
which  left  a  large  sinus  that  closed  slowly  by  granulation.  About  two 
weeks  ago  the  patient  was  ready  to  go  home  when,  in  the  middle  of 
the  night,  she  was  taken  with  symptoms  such  as  Dr.  Etheridge  has 
described ;  but  he  felt  that  he  should  not  reopen  the  abdomen.  The 
patient  recovered  and  has  gone  home.  She  had  indigestion,  which 
was  relieved  by  a  hypodermic  of  morphine  followed  by  saline  cathar- 
tics. Dr.  Martin  and  Dr.  Robinson  say  they  would  reopen  imme- 
diately. Dr.  Robinson  has  recently  written  an  article  in  which  he 
condemns  the  immediate  opening  of  the  abdomen,  especially  in  ap- 
pendicitis. As  he  is  careful  to  state  that  we  must  have  the  symp- 
toms of  pain,  vomiting,  localized  induration,  etc,  before  operating,  I 
do  not  see  how  he  can  conclude  so  quickly  that  because  this  patient 
had  pain  he  would  immediately  open  the  abdomen. 

Dr.  W.  W.  Jaggard  said  that  he  was  much  interested  in  Dr.  Eth- 
eridge's report  and  the  inspection  of  the  specimen.  He  did  not  think 
that  the  clinical  history  or  the  specimen  furnished  facts  sufficient  to 
make  any  very  exact  serological  diagnosis  as  to  the  condition  nor 
to  warrant  any  very  dogmatic  statements  as  to  what  ought  to  have 
been  done  under  the  circumstances.  It  appeared  to  him  that  infec- 
tion had  spread  from  the  ligature  to  the  intestine  and  that  there  was 
a  traumatic  or  a  paralytic  ileus.  In  either  condition  the  rupture  of 
the  intestine  seems  to  have  been  secondary  to  the  general  infection  of 
the  peritoneal  cavity.  In  either  event  abdominal  section,  as  sug- 
gested by  Dr.  Martin,  seems  to  have  been  most  strongly  contra-indi- 
cated. It  is  an  anachronism  at  the  present  time  to  open  the  abdo- 
men for  general  peritonitis  when  the  patient  is  in  articiilo  mortis. 

The  case  points  an  important  moral  as  regards  the  operation  cf 
removal  of  the  appendages  ;  unfortunately  it  is  not  an  isolated  nor 
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is  it  a  unique  case.  You  put  a  silk  ligature  into  an  infected  cavity, 
it  becomes  infected  from  the  contents  of  the  tube  and,  sooner  or 
later,  in  a  certain  proportion  of  cases,  there  is  trouble.  A  case  came 
under  his  observation  in  which  the  tubes  and  ovaries  had  been  re- 
moved and  the  woman  was  in  a  very  much  worse  condition  after  the 
operation  than  before  as  regards  the  pain.  She  is  bedridden.  An 
abscess  formed,  and  twelve  months  after  operation  a  ligature  was  dis- 
charged through  the  bladder. 

During  the  last  year  he  saw  two  cases  of  acute  intestinal  obstruc- 
tion originating  from  a  ligatured  extremity  of  a  tube  that  required 
operation,  and  these  operations  were  peiformed  by  one  of  the  most 
expert  abdominal  surgeons  in  this  city. 

The  prognosis  in  this  operation  can  be  improved  by  using  some 
form  of  suture  that  can  not  be  infected  and  that  will  ultimately  be 
absorbed.  Recent  experiments  with  chromic-acid  catgut  indicate  that 
in  two  respects  it  is  preferable  to  silk  :  first,  it  is  not  so  liable  to  in- 
fection when  properly  prepared  and,  secondly,  after  a  time  it  is  com- 
pletely absorbed.  All  the  power  in  the  human  body  can  not  over- 
come germs  once  located  in  a  silk  ligature. 

Dr.  Henry  P.  Newman  said  that  it  is  easy  to  criticise  a  method 
of  treatment  on  the  living  subject  and  to  tell  what  we  would  have 
done  under  the  circumstances,  when  we  come  to  examine  the  post- 
mortem specimen.  He  thought,  with  the  indications  as  they  existed  in 
this  case  and  the  time  and  conditions  as  they  were,  secondary  lapa- 
rotomy was  certainly  not  as  strongly  indicated  as  some  of  our  Fellows 
insist.  Cases  where  adhesions  have  occurred  are  subject  to  frequent 
attacks  of  colic,  or  severe  abdominal  pain  for  protracted  periods,  and 
many  of  these  cases  survive  for  years  with  just  such  a  history  as  that 
related  by  Dr.  Etheridge.  A  patient  recently  came  under  his  obser- 
vation who  had  had  two  operations  for  the  removal  of  tubes  and 
ovaries.  During  the  third  laparotomy  extensive  adhesions  to  the  old 
stumps  were  found.  This  case  had  suffered  agonizing  pains  many 
times.  She  was  brought  here  from  Montana  in  a  very  critical  con- 
dition. The  adhesions  were  broken  up  and  two  infected  sutures, 
which  were  the  cause  of  her  suffering,  removed.  The  woman  was  re- 
lieved and  went  home  cured,  as  we  supposed  ;  but  he  has  since 
learned  that  she  is  subject  to  attacks  of  "cholera  morbus."  These 
adhesions  may  have  returned.  Some  cases  where  adhesions  have  oc- 
curred certainly  require  operative  treatment  ;  in  others  it  is  question- 
able whether  they  should  be  subjected  to  repeated  laparotomy. 

He  is  under  the  impression,  as  Dr.  Jaggard  has  outlined,  that  in- 
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fection  occurred  in  this  case  from  the  stump.  It  is  possible,  toe, 
that  there  was  some  fraying-out  of  the  broad  ligament  by  the  ligature 
at  its  point  of  constriction,  resulting  in  a  raw  surface  to  which  this 
firm  adhesion  took  place.  As  a  rule  adhesions  are  not  firm  in  acute 
sepsis,  they  break  down  readily  and  are  easily  separated  ;  but  this 
is  firm,  adherent  tissue  which  can  not  be  separated,  and  its  close 
continuity  with  the  old  stump,  as  well  as  some  other  manifestations, 
would  lead  him  to  suppose  that  infection  took  place  at  that  point. 

Dr.  F.  Byron  Robinson  said  that  he  must  have  been  misunder- 
stood ;  he  had  not  the  slightest  idea  of  criticising  Ur.  Etheridge. 
It  was  simply  his  interpretation  of  the  symptoms.  Dr.  Binkley  had 
either  misread  his  article  or  he  miswrote  it,  for  he  had  never  found 
more  than  one  third  of  indurations  in  all  the  cases  of  appendicitis  he 
had  ever  seen.  He  thinks  the  infection  occurred  from  tl  e  cut  end 
of  the  tube  and  not  from  the  ligature  which  was  buried  in  adhesions. 

Dr.  F.  A.  Stahl  said  that  he  would  like  to  ask  Dr.  Robinson 
whether  he  has  any  success  in  these  cases  where  he  reopens  imme- 
diately. It  is  of  some  interest  to  him  as  a  general  practitioner;  there 
are  times  when  we  get  cases  with  these  symptoms  which  have  been 
operated  upon  in  a  hospital.  He  remembers  a  case  a  few  months  ago 
which  had  been  operated  upon  by  a  member  of  this  Society  ;  the 
patient  was  sent  home  and  was  doing  apparently  well  when,  unfor- 
tunately, her  little  baby  fell  down  by  the  side  of  the  bed.  The  woman 
suddenly  leaned  over  to  try  and  lift  the  baby  up  and  in  so  doing  re- 
ceived an  injury  from  which  she  died  an  hour  and  a  half  later.  The 
symptoms  were  those  of  shock ;  there  were  no  symptoms  of  haemor- 
rhage. At  first  he  thought  of  making  a  secondary  laparotomy  but 
fortunately  decided  not  to  do  so. 

Dr.  J.  A.  Lyons  said  that  he  had  recently  had  a  case  similar  to 
that  reported  by  Dr.  Etheridge.  The  patient  was  left  in  his  care  nine 
days  after  the  removal  of  a  large  ovarian  cyst.  The  bowels  had  not 
moved  since  the  operation  and  the  doctor  directed  him  to  administer 
enemata  and  saline  cathartics,  which  produced  no  effect.  He  called 
in  a  consultant,  who  believed,  from  vaginal  examination,  that  faecal 
impaction  existed  and  advised  ox-gall  enemata.  These  were  also  of 
no  avail;  the  patient  gradually  became  worse,  stercoraceous  vomiting 
occurred  and  she  died  on  the  following  day.  He  favored  reopening 
the  abdomen  but  was  overruled  by  the  consultant,  who  believed  that 
cathartics  alone  were  indicated.  The  post-mortem  examination  re- 
vealed an  obstructicn  extending  upward  six  inches  from  a  point  five 
inches  above  the  anus  and  firmly  bound  down  by  plastic  exudate. 
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He  believes  this  was  a  case  in  which  reopening  of  the  abdomen  was 
indicated. 

Dr.  Franklin  H.  Martin  said  that  the  discussion  had  taken  so 
interesting  a  course  that  he  wished  to  make  a  little  explanation.  He 
based  his  remarks  this  evening  on  the  history  of  the  case  as  given  by 
Dr.  Etheridge  and  not  on  the  history  of  cases  of  temporary  shock  as 
described  by  Dr.  Binkley  and  others.  In  abdominal  surgery  we  often 
find  cases  where  in  two  or  three  weeks  after  operation  the  patient  is 
suddenly  attacked  with  severe  pain,  the  pulse  increases  at  once  to 
130,  140  or  150,  the  temperature  either  becomes  subnormal  tempo- 
rarily and  then  gradually  rises  or,  from  the  start,  rises  a  little.  In 
such  a  case  he  would  not  operate  at  once  ;  if  the  patient  is  going  to 
die  within  an  hour  she  will  do  so  before  he  can  get  ready  to  do  the 
operation.  Under  these  circumstances  he  would  simply  stimulate 
with  hypodermics  of  nitroglycerin  and  strychnine  and  apply  dry  heat. 
If  the  pulse  begins  then  to  go  down  and  the  subnormal  temperature  to 
rise,  he  feels  it  is  simply  one  of  those  temporary  shocks  occurring 
from  an  adhesive  band  giving  way,  a  sudden  change  of  position  of 
the  intestines  or  some  disturbance  in  the  intestinal  canal  and,  there- 
fore, no  operation  is  necessary.  If,  however,  in  spite  of  stimulants 
and  laxatives  the  patient  goes  on  twelve  hours,  the  pulse  going  faster 
and  faster  and  the  temperature  going  down,  he  should  give  her  the 
only  chance  left — an  abdominal  section. 

The  President  said  that  he  did  not  believe  obstruction  by  twist- 
ing occurred  in  this  case.  Obstruction  of  the  intestine  is  occasion- 
ally due  to  inguinal  hernia  and  to  volvulus  ;  when  this  occurs  there 
is  no  difficulty  in  pointing  out  the  exact  seat  of  the  trouble.  There 
is  usually  an  enlarged  bowel  above  and  a  flattened  bowel  below,  and 
the  seat  of  obstruction  can  be  located  with  great  exactness.  Strangu- 
lation frequently  follows  these  complications. 

That  adhesions  can  occur  without  traumatism  is  certain,  as  has 
been'  proved  conclusively.  Sepsis  leads  at  once  to  adhesions,  and 
any  one  who  makes  post-mortem  examinations  in  these  cases  will  find 
numerous  adhesions  of  the  intestines.  Paralysis  may  lead  to  apparent 
obstruction  of  the  bowels. 

In  regard  to  the  stand  taken  by  Dr.  Martin  as  to  reopening  the 
abdomen,  his  experience  is  decidedly  and  most  positively  against 
reopening  the  abdomen  unless  there  is  a  very  distinct  indication, 
much  more  than  symptoms  of  collapse.  He  has  reopened  the  abdo- 
men in  a  number  of  cases,  and  each  case  has  been  followed  by  an 
autopsy.    We  all  know  how  very  few  of  these  cases  of  secondary 
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opening  of  the  abdomen  recover — that  is,  where  sepsis  has  already 
developed  after  rupture.  Very  often  an  abdominal  surgeon  has  a 
case  which  points  clearly  to  rupture  of  a  pus  tube  ;  he  opens  the 
abdomen  and  takes  out  the  tube  at  once.  He  has  had  occasion  to 
see  those  cases  as  attended  by  the  general  practitioner  and  would  say 
that  if  there  be  a  rupture  of  a  pus  tube  and  one  can  open  the  abdo- 
men early  while  the  patient  is  in  a  condition  of  collapse,  death  will 
be  almost  certain  to  follow  within  twenty-four  to  forty-eight  hours. 
The  history  of  these  cases,  followed  out  intelligently  on  strict  medical 
lines,  is  that  the  patient  lies  in  a  state  of  collapse  from  twenty-four  to 
forty-eight  hours  ;  after  a  few  days,  if  the  patient  can  be  kept  alive 
by  stimulation  and  careful  feeding,  there  comes  a  time  when  Nature 
throws  out  an  exudate  and  then  the  temperature  usually  falls  and  the 
other  symptoms  improve.  About  the  fifth  or  sixth  day  chill  and  rise 
of  temperature  occur,  which  probably  means  that  suppuration  has 
taken  place.  This  is  the  time  for  laparotomy.  Immediate  opening 
is  followed  by  bad  results,  while  mediate  operation  is  followed  by 
good  results. 

The  discussion  of  this  class  of  cases  leads  to  a  consideration  of 
the  future  and  their  probable  treatment,  and  the  conclusion  to  be 
reached  is  an  important  one — that  is,  the  necessity  of  having  the  right 
kind  of  ligature  material,  as  so  plainly  pointed  out  by  Dr.  Jaggard. 
We  all  know  the  difficulty  of  perfectly  sterilizing  catgut  and  of  obtain- 
ing catgut  that  will  not  slip.  Many  operators  use  too  thick  silk.  He 
thinks  it  better  to  use  moderately  fine  silk ;  it  is  much  less  likely  to 
infect  the  broad  ligament.  He  has  been  in  the  habit  of  using  exclu- 
sively Chinese  silk,  which  seems  to  have  an  advantage  over  other 
varieties. 

He  cauterizes  the  end  of  the  stump  and  usually  operates  with 
the  patient  in  the  Trendelenburg  position,  so  that  he  can  see  what  he 
is  doing.  He  does  not  think  that  we  can  make  rapid  laparotomy  and 
still  do  perfect  work.  The  perforation  in  this  case  was  unavoidable. 
There  must  have  been  some  pathological  condition,  which  caused  the 
rupture  of  the  bowel,  and  possibly  some  infection  which  favored 
rupture. 

Dr.  Etheridge,  in  closing  the  discussion,  said  that  he  thought  the 
value  of  Dr.  Martin's  criticism  was  exhibited  in  what  he  said  on  the 
subject  of  causes  of  adhesions  of  the  bowels,  which  was  so  graphically 
alluded  to  by  Dr.  Robinson.  A  consultation  was  held  in  this  case 
and  there  was  unanimity  in  favor  of  not  operating.  If  Dr.  Martin 
had  been  present  his  would  have  been  the  only  contrary  opinion. 
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The  most  experienced  laparotomists  do  not  plunge  headlong  into  the 
abdomen  as  soon  as  they  find  a  little  trouble  there. 

At  first  there  was  some  little  digestive  disturbance  and  the  case 
was  treated  on  that  line.  Two  consultations  were  held  and  the  de- 
cision was  against  reopening.  If  the  abdomen  had  been  reopened 
the  patient  would  certainly  have  died  and  the  operator  would  have 
had  the  credit  of  killing  her — not  of  course  in  the  scientific  mind  but 
in  the  opinion  of  the  patient's  friends.  There  was  another  peculiar 
thing  about  this  patient  which  was  not  mentioned  and  which  is  per- 
haps not  relevant  to  this  discussion.  It  was  very  evident  to  his  mind, 
from  the  white,  fibrous  appearance  of  the  intestine,  that  the  contrac- 
ture was  of  long  standing.  For  several  years  she  had  had  at  times  com- 
plete melancholia  and  had  threatened  to  commit  suicide.  He  did  not 
learn  this  until  after  the  death  of  the  patient.  The  twist  in  the  in- 
testine which  he  spoke  of  as  a  possible  cause  of  the  obstruction  was 
merely  a  supposition  on  his  part,  as  he  did  not  know  to  what  else  to 
attribute  it.  The  only  thing  he  wished  to  call  attention  to  in  exhibit- 
ing this  specimen  was  the  fact  of  the  long,  contracted  intestine  and 
the  very  unusual  feature  of  the  rupture  of  the  bowel.  Apparently  the 
patient  was  awakened  by  the  rupture.  The  adhesion  to  the  broad 
ligament  is  so  beautiful,  pathologically,  that  he  could  not  resist  the 
temptation  of  exhibiting  it. 

Report  of  a  Case  of  Fibroid  Tumor  of  the  Uterus,  extending  into  the 
Left  Broad  Ligament,  removed  per  Vaginam,  with  Exhibition  of 
Specimen. 

Dr.  T.  J.  Watkins  reported  the  case  of  Mrs.  P.,  aged  thirty-five, 
who  had  suffered  for  several  months  from  continual  pain  in  the  left 
inguinal  region,  extending  down  the  left  thigh.  Examination  revealed  a 
fibroid  of  the  uterus  extending  into  the  broad  ligament  on  the  left  side. 

On  December  i,  1893,  he  operated.  About  an  inch  and  a  half 
of  the  vaginal  wall  was  detached  by  an  incision  around  the  left  half 
of  the  cervix.  The  connective  tissue  between  the  tumor  and  the  va- 
gina was  easily  separated  by  the  finger.  After  incision  of  the  capsule 
the  tumor  was  enucleated.  The  peritoneal  cavity  was  not  opened. 
It  was  impossible  to  determine  the  amount  of  uterine  wall  external  to 
the  tumor. 

Considerable  haemorrhage  ensued,  which  was  readily  controlled  by 
packing  with  gauze,  which  was  removed  on  the  third  day.  The  pa- 
tient made  an  uninterrupted  recovery  and  left  the  hospital  on  the 
ninth  day.    In  two  weeks  the  cicatrix  was  the  only  trace  of  the  opera- 
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tion  that  remained.  The  tumor  was  spherical,  two  inches  in  diameter, 
and  composed  of  dense  fibrous  tissue. 

Little  is  to  be  found  in  the  literature  regarding  uterine  fibroids 
which  extend  into  the  broad  ligament.  Skene  1  describes  them,  but 
considers  their  treatment  under  that  of  fibroies  in  general.  Vaginal 
section  for  the  removal  of  fibroids  receives  scant  mention  in  the  litera- 
ture. Pozzi2  advises  against  vaginal  operation  for  subperitoneal 
fibroids.  Martin  3,  of  Berlin,  says  :  "  In  cases  of  cervical  myomata 
.  .  .  not  developed  as  subserous  tumors  into  the  floor  of  the  pelvis 
.  .  .  extirpation  is  to  be  undertaken  from  the  vagina."  Stansbury 
Sutton4  once  divided  the  posterior  wall  of  the  vagina,  and  through 
the  opening  delivered  a  "supraperitoneal  fibromyoma."  He  saw 
Martin,  of  Berlin,  remove  a  small  subserous  tumor  per  vagi  nam.  Sut- 
ton also  says  :  "  The  tumors  properly  removed  through  the  vagina  are 
polypoid,  submucous,  and  interstitial."  Caselli5  removed  a  subperi- 
toneal fibroid  of  the  cervix  by  splitting  the  vaginal  wall  which  covered 
the  tumor.  VanderVeer6  removed  a  fibroid  tumor  by  opening  into 
Douglas'  pouch.  Czerny  7  records  three  cases  of  removal  of  fibromata 
by  vaginal  section,  with  one  death.  Olshausen8  removed  a  uterine 
fibroid  by  extraperitoneal  enucleation  through  an  opening  made  in 
the  posterior  vaginal  wall.  Gusserow9  says:  ''In  a  general  way  it 
may  be  stated  that  this  method  is  applicable  only  to  small  tumors 
which  are  situated  outside  of  the  cavity  of  the  peritonaeum.  Growths 
so  situated  are,  however,  very  apt  to  cause  considerable  disturbance." 
Lomer  10  mentions  a  successful  operation  by  Frankenhauser,  and  also 
one  by  Schroder,  in  which  the  tumor  occupied  the  anterior  wall  of 
the  uterus. 

This  case  is  the  only  one  of  which  he  has  observed  a  report.  He 
"believes  that  many  small  fibroids  of  the  cervix  might  be  removed 
without  entering  the  peritoneal  cavity,  and  he  reports  the  case  not  for 
the  purpose  of  recording  a  unique  operation  but  to  elicit  discussion. 
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Discussion. 

Dr.  Franklin  H.  Martin  said  that  he  was  opposed  to  abdominal 
hysterectomy  for  fibroid  tumors  if  possible  to  cure  them  symptomat- 
ically  by  a  less  dangerous  method.  He  says  that  he  has  relieved 
scores  of  cases  with  galvanism,  but  will  not  mention  this.  Under 
similar  circumstances  he  would  have  done  as  Dr.  Watkins  did.  The 
operation  described  accomplished  the  desired  result  with  the  mini- 
mum amount  of  traumatism  and  danger,  and  the  greatest  good  to  the 
patient  in  the  shortest  time.  If  there  was  but  one  center  of  develop- 
ment, ligation  of  the  broad  ligament  on  the  side  containing  the  arter- 
ies which  feed  the  tumor  would  undoubtedly  cause  it  to  shrink.  The 
operation  for  ligation  of  the  broad  ligament  is  not  yet  old  enough  for 
us  to  say  that  collateral  circulation  may  not  be  established  later  and 
the  tumor  grow  again.  But  were  it  a  question  of  ligating  the  broad 
ligaments  for  a  simple  interstitial  fibroid,  or  of  removing  it  by  abdomi- 
nal section  (if  for  any  reason  electricity  would  not  relieve  the  case),  I 
fhould  advise  ligation  of  the  broad  ligaments.  It  is  a  minor  and 
comparatively  simple  operation  when  contrasted  with  an  abdominal 
section. 

Dr.  F.  Bvron  Robinson  said  that  only  about  five  per  cent,  of  ute- 
rine fibroids  are  found  in  the  cervix.  He  saw  Jordan  Lloyd,  Lawson 
Tait,  and  others  remove  such  fibroids  ;  and  helped  Dr.  Goldspohn, 
about  a  year  ago,  operate  for  a  fibroid  without  pedicle  in  the  broad 
ligament,  and  himself  removed  one  of  the  same  variety  per  vaginam. 
The  broad  ligament  has  enough  muscle  to  develop  a  fibromyoma,  as 
the  platysma  muscle  originates  from  the  broad  ligament. 

Dr.  W.  W.  Jaggard  said  that  he  considered  this  case  to  be  a  pri- 
mary dermoid  tumor  of  the  uterus.  Dr.  Sanger  pointed  out,  a  few 
years  ago,  primary  dermoid  tumors  of  the  uterus  attached  only  by  the 
connective  tissue  and  originating  primarily  from  elements  in  the  broad 
ligament.  It  is  not  necessary  to  discuss  what  these  elements  are  ; 
there  is  a  difference  of  opinion  on  that  subject.  Dr.  Bayard  Holmes, 
three  or  four  years  ago,  presented  a  classical  paper  on  primary  der- 
moid tumors  of  the  broad  ligament  which  should  throw  some  light  on 
the  diagnosis  in  this  case. 

He  wished  to  know  why  this  dermoid  tumor,  which  did  not  en- 
danger life,  had  been  removed. 

Dr.  T.  J.  Watkins,  in  closing  the  discussion,  said  :  This  tumor 
was  not  a  fibroid  of  the  broad  ligament,  berause  it  was  firmly  attached 
to  the  uterus.    The  reason  for  the  operation  was,  as  already  stated, 
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for  relief  of  pain.  The  only  pathological  condition  this  patient  had. 
so  far  as  I  was  able  to  determine,  was  the  fibroid  tumor.  She  had 
constant  pain  in  the  left  side,  extending  down  the  thigh,  which  was  so 
severe  that  it  interfered  with  her  rest.  She  has  been  entirely  well 
since  the  operation. 

Exhibition  of  Specimen  of  Vermiform  Appendix. 

Dr.  T.  J.  Watkins  exhibited  a  vermiform  appendix  which  was 
attached  to  an  abscess  of  the  tube  and  ovary  on  the  right  side,  and  in 
its  separation  there  was  so  much  haemorrhage  from  the  wall  of  the  tube 
that  it  was  advisable  to  remove  the  appendix.  The  method  used  was 
eminently  satisfactory.  Firm  traction  of  the  appendix  was  made,  and 
then  with  a  sharp  scalpel  the  peritoneal  coat  of  the  appendix  was  in- 
cised. Still  continuing  the  traction,  the  peritonaeum  was  stripped 
back  for  about  a  quarter  of  an  inch,  and  ligated  and  the  appendix  ex- 
cised. The  peritonaeum  was  pulled  over  the  stump  and  secured  by 
means  of  a  ligature.  This  method,  although  it  may  not  be  new,  is,  it 
seems,  simpler  and  more  efficient  than  most  of  the  methods  that  have 
been  devised  for  amputation  of  the  appendix. 

Discussion. 

Dr.  F.  B.  Robinson  said  that  the  method  of  operating  on  the  ap- 
pendix described  by  Dr.  Watkins  is  not  new  ;  if  the  doctor  will  read 
my  Practical  Intestinal  Surgery  he  will  find  that  three  or  four  years 
ago  I  ligated  the  appendix  and  then  put  the  omentum  or  peritonaeum 
over  the  stump.  Whenever  a  wound  in  the  abdominal  cavity  is  cov- 
ered with  peritonaeum  adhesions  are  not  likely  to  occur.  A  good 
method  after  amputation  of  the  Fallopian  tubes  is  to  put  a  small  piece 
of  peritonaeum  over  the  stump.  I  have  used  the  omentum  for  this 
purpose  after  removal  of  the  appendix. 

Dr.  Jaggard  said  that  in  regard  to  the  modification  of  the  appen- 
dix operation,  as  Dr.  Robinson  says,  it  is  old  ;  it  is  even  more  than 
four  years  old.  It  brings  up  a  very  important  point  :  if  you  have  a 
circumscribed  space  in  the  peritoneal  cavity  cut  off  from  the  rest, 
there  is  a  good  deal  of  evidence  that  no  harm  will  come,  no  matter 
what  the  virulence  of  the  secretions  retained  in  that  cavity  may  be. 
On  this  point  Dr.  Frankel  has  suggested  a  very  important  modifica- 
tion that  I  have  been  on  the  point  of  applying  in  operations  on  the 
tube  in  just  such  a  case  as  Dr.  Etheridge's.  He  advises  the  pulling 
out  of  the  epiploic  appendages  and  sewing  them  to  the  uterus  over  the 
stump,  so  as  to  shut  out  the  infected  cavity  from  the  general  perito- 
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neal  cavity.  It  does  not  make  any  difference  what  the  virulence  of 
the  poison  may  be ;  experience  proves  that  if  it  is  partitioned  off 
from  the  general  peritoneal  cavity  it  does  no  harm  ;  but  this  is  still 
sub  judice.  In  the  last  operation  I  did,  about  a  month  ago,  I  exam- 
ined the  epiploic  appendages,  pulled  them  out,  and  thought  of  sewing 
them  over  the  infected  stump,  but  instead  of  this  I  drained,  and  the 
patient  recovered.  I  am  sorry  now  I  did  not  sew  the  epiploic  appen- 
dages over  the  stump. 

The  case  is  very  different  as  suggested  by  Dr.  Watkins  ;  he  turns 
the  infected  stump  into  the  connective  tissue — that  is,  into  a  dead 
space  liable  to  be  infected.  The  clinical  history  of  dead  spaces — 
todten  Reima,  as  the  Germans  call  them — is  familiar  to  you  all.  It  is 
the  one  procedure  in  operations  outside  of  the  serous  cavities  we  want 
to  avoid. 

Dr.  Watkins,  in  closing  the  discussion,  said  :  I  did  not  claim 
that  the  method  by  which  this  specimen  was  removed  was  new ;  my 
object  was  to  show  the  ease  and  safety  of  amputation  of  the  appendix 
by  this  method.  The  stump  is  not  turned  into  a  "  dead  space."  Cir- 
culation is  active  in  the  muscular  wall  of  the  appendix.  The  amount 
of  connective  tissue  between  the  muscularis  and  serosa  of  the  appen- 
dix is  so  insignificant  as  to  be  unworthy  of  consideration.  If  the  liga- 
ture becomes  infected  it  will  escape  into  the  caecum  and  therefore 
cause  no  trouble. 

Dr.  W.  W.  Jaggard  :  I  wish  to  present  this  specimen,  first,  be- 
cause Dr.  Etheridge  is  present,  and,  second,  on  account  of  its  inter- 
est.   The  specimen  is  a  beautiful  example  of 

Decidual  Endometritis, 

a  form  of  endometritis  that  does  not  receive  sufficient  attention  in 
the  modern  text-books  on  midwifery,  particularly  the  American  text- 
books. 

This  mass  that  I  hold  up  is  the  ovum  covered  by  the  decidua  re- 
flexa.  The  only  lesions  are  the  enormously  thickened  apoplectic  de- 
cidua that  is  also  infiltrated  with  white  infarcts.  The  history  of  this 
case  is  interesting.  For  the  last  four  years  I  have  presented  to  this 
Society  a  strictly  similar  specimen  from  the  same  patient.  She  has 
had  seven  miscarriages  in  ten  years,  each  at  the  same  time,  the  tenth 
week,  and  each  presenting  the  same  lesions,  a  decidual  endometritis, 
with  the  death  of  the  foetus  as  the  result  of  malnutrition.  I  learned 
the  other  day  that  she  had  at  one  time  been  a  patient  of  Dr.  Etheridge 
and  that  he  had  attended  her  in  two  miscarriages.    The  husband  had 
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syphilis  in  1875  ;  he  is  a  large,  vigorous  man  ;  he  was  put  under  a 
very  rigid  treatment  by  Fournier  in  Paris,  and  subsequently  by  Dr. 
Etheridge,  who,  I  believe,  also  subjected  the  wife  to  specific  treat- 
ment. However,  she  had  her  miscarriages  the  same  as  before.  This 
miscarriage  occurred  three  or  four  days  ago.  The  important  item  is 
as  to  the  causation  in  this  case.  I  think  syphilis  can  be  excluded  with 
a  high  degree  of  probability.  The  husband  does  not  show  the  slight- 
est trace  of  syphilis,  and  the  wife  has  been  subjected  to  the  severest 
treatment,  kept  up  for  a  sufficient  length  of  time,  and  both  individuals 
are  in  the  most  perfect  general  health.  During  the  last  year  I  have 
had  her  more  closely  under  observation  ;  I  find  she  is  the  subject  of 
desquamative  or  exfoliative  endometritis,  and  I  am  inclined  to  attrib- 
ute the  miscarriage  to  exfoliative  endometritis  rather  than  to  specific 
taint  on  either  side.  I  urged  her  as  strongly  as  I  could  to  permit  me 
to  use  the  usual  remedy  for  exfoliative  endometritis — namely,  curet- 
tage— but  she  refused  until  this  miscarriage  occurred. 

Martin  s  Operation  for  Vaginal  Ligation  of  a  Portion  of  the  Broad 
Ligaments  in  Uterine  Fibroids  :  a  Question  of  Priority. 

To  Dr.  E.  J.  Doering,  President,  Chicago  Gynecological  Society. 

Esteemed  Sir  :  In  the  January  number  of  The  American  Jour- 
nal of  Obstetrics  I  read  the  Transactions  of  your  Society,  of  Novem- 
ber 17,  1893.  I  send  to  you  the  following  remarks  in  relation  to  the 
communication  of  Dr.  Martin,  On  Six  Cases  of  Ligation  of  the  Broad 
Ligaments  for  Uterine  Fibroids  with  the  request  that  they  be  read  in 
the  next  meeting  of  your  Society,  and  printed  in  its  Transactions. 

As  you  will  perceive  from  the  accompanying  reprints,  I  recommend- 
ed, in  a  communication  to  the  International  Congress  held  at  Brussels, 
September  16,  1892,  the  bilateral  ligation  of  the  uterine  vessels,  by 
way  of  the  vagina  as  the  best  treatment  for  the  early  stages  of  uterine 
myoma.  I  had  performed  my  first  operation,  December  30,  1891,  by 
the  method  that  has  long  been  adopted  by  every  one  in  total  vaginal 
extirpation — viz.,  provisional  separation  of  the  bladder  and  lateral 
ligation  of  the  base  of  the  broad  ligaments  with  silk.  Since  this  op- 
erative procedure  has  been  long  known,  I  considered  it  superfluous,  in 
consideration  of  the  shortness  of  time,  to  describe  it  again. 

My  second  publication  was  on  March  10,  1893,  in  a  communica- 
tion to  the  local  obstetrical  and  gynaecological  society  here  (Centralbl. 
f.  Gyn.),  November  15,  1893. 

My  third  publication  is  that  referred  to  by  Dr.  Martin  on  page 
105,  quoted  from  the  Centralblalt,  No.  39,  of  August,  1893  ;  it  was 
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written  in  the  nature  of  a  reply  to  Prof.  Kiistner,  and  is  an  extension 
of  my  former  statements.  Dr.  Martin  appears  to  have  known  only  of 
my  last  publication,  and  not  to  have  seen  the  two  preceding  ones. 

Dr.  Martin's  communication  in  the  April  number  for  1893  reached 
rne  at  the  end  of  May.  His,  Martin's  first  case  was  operated  upon 
November  15,  1892,  about  eleven  months  after  mine,  and  two  months 
after  my  publication  in  Brussels.  His  first  publication  followed  eight 
months  after  mine. 

I  see  nothing  novel  in  the  method  described  by  Dr.  Martin.  All 
operators  have  thus  tied  the  uterine  vessels  in  every  case  of  total  vagi- 
nal extirpation.  That  the  nerves — of  Frankenhauser's  ganglion  cen- 
trum— are  also  imbedded  in  the  ligature  is  a  matter  of  course  from 
their  anatomical  positions  and  needs  no  special  mention. 

I  will  willingly,  nevertheless,  admit  that  Dr.  Martin  has  independ- 
ently discovered  this  operation.  But  since  I  put  it  into  practice  eleven 
months  before  him,  and  published  it  eight  months  earlier,  it  can  not 
possibly  be  called  after  him.  Very  respectfully  yours, 

S.  GOTTSCHALK. 

Berlin,  M.  Stieglitzustr.  49,  February  22,  1SQ4. 

Reph  to  Prof.  Sigmund  Gottsc/ialk's  Letter  to  the  Chicago  Gynecological 

Society. 

Prof.  Gottschalk  does  me  the  honor,  in  which  I  trust  my  colleagues 
here  will  acquiesce,  of  admitting  that  I  have  independently  discov- 
ered an  operation. 

The  question  at  stake,  however,  is  not  that  of  originality,  but  of 
priority.  In  order  that  Prof.  Gottschalk's  priority  claim  may  be  of 
any  value  to  him,  he  must  first  prove  that  the  idea  and  execution  of 
the  operation  in  question  had  priority  with  him.  Again,  in  order  that 
the  claim  for  priority  be  recognized  by  the  profession,  he  must  prove 
that  he  first  published  and  described  his  idea  and  technique  in  recog- 
nized periodical  literature.  Finally,  not  to  make  his  claim  of  priority 
for  my  operation  ridiculous,  he  must  show  conclusively  that  the  theory, 
execution,  and  description  of  his  operation  were  identical  with  mine. 

First,  then,  did  the  idea  and  execution  of  tying  the  uterine  artery 
as  a  cure  for  fibroids  of  the  uterus  have  priority  with  Gottschalk  ? 
Only  partially.  An  American,  Dr.  Walter  B.  Dorsett,  in  a  paper  read 
before  the  St.  Louis  Medical  Society  on  May  17,  1890,  entitled  A 
Case  of  Atrophy  of  the  Female  Genitalia  following  Pregnancy,  and 
Remarks,  said  :  "  1  believe  that  in  the  treatment  of  uterine  fibroids, 
whether  submucous,  intramural,  or  subperitoneal,  ...  to  ligate  the 
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uterine  artery  would  not  be  an  unscientific  procedure.  On  the  con- 
trary, the  more  I  have  thought  of  it  the  more  I  am  inclined  to  be- 
lieve that  it  would  be  the  most  rational  and  at  the  same  time  most 
certain  mode  of  treatment."  He  then  describes  a  technique  which 
involves  the  ligature  of  the  uterine  artery  through  an  incision  in  the 
vaginal  vault.  Dr.  Dorsett,  while  presenting  the  theory,  had  not  at 
that  time  carried  it  out  on  a  living  patient.  The  fact  of  the  execution 
was  not  published.  The  suggestion,  theory,  and  technique  contained 
in  the  article  the  title  of  which  I  have  quoted  was  published  in  the 
August,  1890,  number  of  the  St.  Louis  Courier  of  Medicine,  or  over 
two  years  before  Gottschalk  published  his  first  article. 

Second,  can  Prof.  Gottschalk  prove  that  he  first  published  and  de- 
scribed his  ideas  and  technique  in  recognized  medical  literature  ? 
Again  no.  In  an  article  read  at  the  Brussels  Congress,  September 
16,  1892,  on  Die  Histogenese  und  Aetiologie  der  Uterusmyome,  he 
had  a  few  paragraphs  bearing  on  this  subject.  He  said :  "  The 
bilateral  ligation  of  the  uterine  arteries  appears  to  be  the  thera- 
peutic measure  in  this  regard  for  the  earliest  incipient  stages  of 
myoma.  This  offers  no  difficulties  in  its  technique,  it  is  easily  per- 
formed in  a  few  minutes."  "  I  have  already  performed  this  ligation 
in  two  cases  in  which  I  was  able  to  early  diagnosticate  the  develop- 
ment of  multiple  myoma,  with  best  results."  He  gives  us  no  tech- 
nique ;  he  limits  the  operation  to  incipient  myomata. 

These  suggestions,  in  an  article  the  title  of  which  I  have  given 
above,  were  published  in  Archiv  f.  Gyndkologie,  Bd.  xliii,  Heft  3, 
which  reached  the  Newberry  Library  of  Chicago  April  4,  1893.  We 
have  seen  that  Dorsett  published  his  idea  and  technique  over  two 
years  before  Prof.  Gottschalk  read  his  paper  at  Brussels,  also  that 
Gottschalk  did  not  publish  the  technique  in  his  first  article  ;  nor  do 
we  find  anything  on  the  subject  of  technique  from  him  until  he  refers 
to  Kustner's  criticism  on  this  very  point  in  September,  1893.  This 
prjves  conclusively,  I  believe,  that  the  priority  of  suggestion  and  de- 
scription, if  not  of  execution,  of  ligating  the  uterine  artery  as  an  op- 
eration per  se  for  uterine  fibroids,  lies,  not  with  Prof.  Gottschalk,  but 
Dr.  Dorsett. 

Third,  not  to  make  his  claim  of  priority  over  me  ridiculous,  he 
must  show  conclusively  that  the  theory,  execution,  and  description  of 
his  operation  were  identical  and  prior  to  mine. 

My  operation,  as  described  in  my  first  article  (before  I  had  learned 
of  the  work  of  Dorsett  or  Gottschalk),  differed  from  theirs  in  three 
essential  features  : 
13 
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1.  I  included  in  all  cases  the  whole  base  of  the  broad  ligament, 
in  order  (a)  to  include  not  only  the  main  channel  of  the  uterine  artery, 
but  all  collateral  branches  ;  (/?)  in  order  to  include  the  nerves  as  well 
as  the  arteries  of  nutrition  ;  (c)  in  order  to  diminish  nerve  reflexes. 

2.  I  included  in  desperate  cases  not  only  the  base  of  the  broad 
ligament  with  the  uterine  artery  and  branches  in  my  ligatures,  but, 
when  practicable,  ligated  high  enough  on  one  side  to  include  the 
ovarian  artery. 

3.  I  advised  accomplishing  this  result,  if  possible,  without  opening 
the  peritoneal  cavity,  but  by  doing  so  if  necessary. 

Prof.  Gottschalk  says  :  "  I  see  nothing  novel  in  the  method  de- 
scribed by  Dr.  Martin,  as  all  operators  have  thus  tied  the  uterine 
vessels  in  every  case  of  total  vaginal  extirpation."  I  consider  that 
decidedly  juggling  the  case.  We  all  admit  that  all  operators  have 
thus  tied  the  uterine  vessels  in  every  case  of  total  vaginal  extirpation  ; 
so  do  they  all  tie  in  the  same  operation  both  ovarian  arteries,  and  oc- 
casionally the  Fallopian  tubes  ;  but  that  does  not  necessarily  imply 
that  Prof.  Gottschalk  or  any  other  operator  would  proceed  to  tie  all 
these  structures  in  simply  ligating  the  uterine  artery.  His  operation, 
as  we  can  judge  of  it  from  the  paragraph  already  quoted,  implies  liga- 
tion of  the  uterine  artery  pure  and  simple. 

In  the  April  number  of  The  American  Journal  of  Obstetrics,  1893, 
I  published  my  first  article  on  ligation  of  the  broad  ligaments,  giving 
minute  description  of  technique,  theory  of  action,  and  execution,  illus- 
trated by  two  cases.  Five  months  later  on  September  30,  1893,  in 
reply  to  Ktistner,  Gottschalk  first  published  his  technique  in  the  Cen- 
tralblatt  fiir  Gyndkologie,  No.  39,  which  coincides  with  mine,  not  only 
in  its  minutest  details,  but  also  in  description,  as  far  as  the  two  opera- 
tions could  be  alike. 

I  can  not  agree  with  Prof.  Gottschalk  that  the  incidental  including 
of  the  nerves  of  the  broad  ligament,  or  ligation  by  deliberate  fore- 
thought, needs  no  special  mention.  Take  almost  any  organ  or  por- 
tion of  the  body  of  an  animal,  and  deprive  it  of  its  nerve  supply  in 
one  instance,  and  of  the  arterial  supply  in  the  second,  the  fact  will  be 
demonstrated  that  the  greatest  disturbance  and  change  of  nutrition 
will  occur  in  the  organ  deprived  of  its  nerve  supply.  Again,  ligate  a 
large  artery  to  a  given  portion  of  the  body  in  two  animals,  and  in 
one  include  also  the  nerve  supply  ;  in  the  portion  of  the  animal  in 
which  the  artery  alone  is  ligated  collateral  circulation  will  become 
established  in  a  few  hours  or  days,  while  in  the  portion  of  the  animal 
deprived  of  both  blood  and  nerves  collateral  circulation  will  be  re- 
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stored  very  slowly,  frequently  never,  and  the  nutrition  of  the  part 
will  suffer  greatly. 

Prof.  Gottschalk  in  his  letter  completely  ignores  my  second  point 
of  difference — viz.,  the  including  of  the  ovarian  artery  on  one  side. 
He  likewise  ignores  my  third  point  of  difference,  or  my  suggestion  to 
disregard  the  peritonaeum  if  it  becomes  necessary  to  penetrate  it  in 
order  to  accomplish  the  desired  result. 

Starting,  then,  from  our  original  proposition  :  1.  Did  Prof.  Gotts- 
chalk first  suggest  the  idea  and  execution  of  the  operation  in  ques- 
tion ?  No  ;  since  that  was  done  by  Dr.  Dorsett  in  May,  1890,  or 
more  than  two  years  before  Prof.  Gottschalk's  paper  at  the  Brussels 
Congress.  2.  Did  Prof.  Gottschalk  first  publish  and  describe  his  ideas 
and  technique  in  recognized  medical  literature  ?  Again  no ;  since 
Dr.  Dorsett  published  the  idea  in  May,  1890  ;  while  I  myself  de- 
scribed in  detail  the  technique,  as  far  as  it  applied  to  ligation  of  the 
uterine  artery,  five  months  in  advance  of  him,  or  in  April,  1893.  3. 
Does  Prof.  Gottschalk  show  that  his  theory,  execution,  and  descrip- 
tion are  identical  with  mine  ?  A  third  time  no ;  inasmuch  as  the 
operation  claimed  by  Prof.  Gottschalk  includes  but  one  of  three  im- 
portant features  of  the  operation  claimed  by  me. 

Finally,  as  Prof.  Gottschalk  has  brought  up  the  delicate  matter  of 
whose  name  my  operation  should  bear,  I  submit,  as  the  completed 
operation  was  described,  executed,  and  published  and  named  by  me 
independently  and  without  the  knowledge  of  similar  but  minor  work 
in  the  same  direction,  that  the  operation  should  be  known  as  Martin's 
operation  of  vaginal  ligation  of  the  broad  ligaments  for  uterine  fibroids. 

Yours  very  truly,        Franklin  H.  Martin. 
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March  8,  1894. 

Discussion  of  Dr.  Mitchell's  Cases. 
Dr.  Ricketts  :  In  regard  to  the  first  specimen  presented,  I  merely 
want  to  make  a  supplementary  report  of  a  curetting,  three  years  ago 
last  May,  put  in  the  hands  of  four  microscopists,  of  whom  two  were 
in  favor  of  cancer  and  two  were  not.  The  same  slide  was  sent  to  a 
microscopist  of  Indiana,  and  I  have  a  letter  from  him  stating  he  would 
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not  like  to  express  an  opinion.  This  case  recently  came  to  the  city 
and  was  examined  by  myself.  The  diagnosis  was  an  old  granular  en- 
dometritis, and  she  is  now  about  as  perfect  in  health,  after  four  years, 
as  any  person  I  ever  saw  in  my  life,  so  I  think  the  microscopists  have 
to  make  a  step  forward  before  we  can  depend  upon  them  to  make  a 
diagnosis  of  cancer. 

Dr.  Hall  :  The  first  case  had  an  interesting  history  but  the  speci- 
men is  particularly  interesting  to  me  from  the  fact  that  about  ten  days 
ago  I  removed  a  polypus  about  the  size  of  this  with  something  near 
the  same  condition  present.  The  history  of  that  case  would  be  inter- 
esting in  connection  with  this  and  would  possibly  elicit  further  discus- 
sion. The  specimen  I  removed  was  from  a  patient  aged  fifty  years, 
who  had  had  it  removed  twice  before  in  the  period  of  two  years  ;  each 
time  it  was  removed  thoroughly  by  good  physicians.  When  I  removed 
it,  it  was  about  the  size  she  said  it  was  when  the  other  operations  were 
performed.  She  had  been  bleeding  several  months  quite  freely,  but 
for  the  last  six  months  she  has  changed  very  much  in  her  complexion 
or  color.  Always  heretofore  she  has  been  of  the  color  of  the  other 
members  of  the  race,  but  now  she  is  of  a  yellow  pine-wood  color  ;  she 
is  not  anaemic  from  loss  of  blood  because  she  has  had  no  very  severe 
haemorrhages.  Strange  to  say,  neither  of  the  specimens  removed  be- 
fore has  been  examined  microscopically.  This  one  was  so  peculiar 
and  the  fact  that  it  contained  a  cavity  in  which  was  a  half  ounce  or 
so  of  dark-colored  fluid,  that  it  led  me  at  once  to  have  the  specimen 
examined.  It  was  examined  by  two  different  men,  each  without  the 
knowledge  of  the  other  ;  both  say  it  is  a  sarcoma.  In  the  case  just 
reported,  possibly  when  the  specimen  is  examined  you  may  find  it  is 
more  than  a  simple  growth.  My  patient  was  operated  upon  at  the 
same  time  Dr.  Mitchell  operated,  and  she  is  very  feeble  and  not  yet 
able  to  sit  up.  She  has  had  no  trouble  so  far  as  the  operation  is  con- 
cerned ;  she  had  a  rapid  pulse,  above  a  hundred,  but  normal  tempera- 
ture. She  has  had  two  operations  within  a  year  or  a  year  and  a  half ; 
she  was  curetted  and  had  a  polypus  removed  each  time  about  the  size 
of  a  hen's  egg. 

Dr.  Stark  :  Unfortunately,  I  was  not  in  the  room  and  did  not 
hear  the  full  report ;  therefore  I  do  not  know  whether  the  subject  I 
am  going  to  broach  in  connection  with  the  first  specimen  exhibited 
was  spoken  of  or  not. 

It  has  been  my  good  fortune  to  meet  with  quite  a  number  of  these 
cases,  and  I  was  astonished  with  the  frequency  of  one  experience  I 
have  met  with  in  their  clinical  history.    The  patients  almost  invaria- 
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bly  told  me  that  they  had  a  slight  haemorrhagic  flow  of  one  or  two 
days'  duration.  In  other  words,  they  said  they  menstruated  for  two 
days  and  then  it  ceased  ;  then  they  would  have  a  flow  for  five  or  six 
days.  When  I  examined  them  I  almost  invariably  found  a  fibroid 
present.  I  do  not  know  whether  the  experience  of  others  is  similar 
and  I  would  like  to  hear  something  on  that  point.  I  formerly  re- 
moved them  with  a  snare  of  some  kind  but  recently  I  find  it  only 
necessary  to  snip  off  the  pedicle,  which  is  a  much  easier  method  than 
the  introduction  of  the  snare.  About  five  months  ago  I  removed  one 
from  a  woman  who  had  lost  a  great  deal  of  blood  and  was  very  anae- 
mic, and  in  that  case  I  found  it  impossible  to  get  the  snare  around 
the  tumor,  because  it  filled  out  the  entire  uterine  cavity.  It  was  a 
firm  submucous  fibroid  ;  still,  by  simply  pressing  the  pedicle  and  snip- 
ping it  off  I  had  no  trouble.  I  left  a  tampon  in  a  few  days  and  there 
was  no  subsequent  haemorrhage  whatever. 

Dr.  Bonifield  :  In  regard  to  the  removal  of  the  ordinary  fibroid 
polypus,  I  do  not  believe  there  is  any  danger  in  cutting  them  off  with 
scissors  if  the  pedicle  is  small  and  they  have  been  completely  extended 
from  the  uterus.  I  have  frequently  done  so,  have  never  packed  the 
uterus  and  yet  had  no  haemorrhage  to  speak  of.  The  most  interest- 
ing case  of  this  kind  I  have  seen,  I  saw  a  few  years  ago  with  a  gentle- 
man in  the  suburbs.  He  said  he  had  delivered  a  patient  about  a 
week  before.  The  day  before  asking  me  to  see  her,  he  examined  her 
and  found  the  uterus  inverted  and  the  body  filling  the  vagina.  I 
went  out  to  see  the  case  with  him  and  on  a  casual  examination  I  was 
inclined  to  agree  with  his  diagnosis,  but  after  putting  the  patient  un- 
der an  anaesthetic  and  examining  more  carefully  I  found  the  cervix 
and  the  pedicle  of  a  polypus  issuing  from  it.  The  growth  was  prob- 
ably as  big  as  a  cocoanut  or  larger,  but  after  removing  it  with  the 
scissors  we  had  no  trouble.  About  two  years  ago  I  removed  a  poly- 
pus a  little  larger  than  a  hen's  egg  in  Newport.  Recently  I  was  called 
to  see  the  patient  and  found  another  polypus  which  looked  as  much 
like  the  other  as  two  potatoes  ever  look  alike.  They  were  hard  speci- 
mens and  not  like  the  one  exhibited. 

Dr.  Wenning  :  The  case  reported  by  Dr.  Stark  calls  to  my 
mind  a  case,  which  I  saw  about  a  year  ago,  of  a  woman,  aged  forty 
or  forty-five  years,  who  had  menstruated  irregularly  for  some  time 
and  had  such  excessive  pain  that  she  had  to  be  kept  under  the 
influence  of  morphine  almost  all  the  time.  There  was  a  history  of 
relative  sterility  :  she  had  not  been  pregnant  for  some  time.  The 
pain  became  so  excruciating  that  she  sought  relief,  among  others 
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from  two  gynecologists  in  the  city  who  pronounced  it  extra-uterine 
pregnancy.  On  examination  1  found  the  uterus  enlarged  to  about 
the  size  of  three  or  four  months  of  pregnancy.  When  I  was  informed 
that  it  had  been  pronounced  a  case  of  extra-uterine  pregnancy,  I  was 
very  particular  in  the  examination  and,  after  thoroughly  examining  it, 
I  came  to  the  conclusion  that  it  was  either  an  intra-uterine  pregnancy 
or  a  polypus.  Dr.  Trush  agreed  with  me  but,  as  he  had  some  regard 
for  the  person  who  had  seen  the  patient  before,  he  wanted  to  fortify 
his  opinion  with  that  of  somebody  else.  I  said  that  if  it  was  a  preg- 
nancy an  abortion  would  result  in  a  few  days  and,  if  not  a  pregnancy, 
there  would  be  time  to  wait.  The  woman  when  seen  next  was  in  ex- 
treme pain.  The  doctor  asked  me  to  see  the  case  again.  I  said  the 
best  thing  to  do  would  be  to  place  the  patient  under  ether  and  if 
there  was  an  intra-uterine  pregnancy  there  would  be  no  use  of  keep- 
ing her  in  pain  any  longer,  for  abortion  would  result.  This  was  done 
and  on  introducing  the  fingers  we  discovered  a  body,  evidently  a 
fibroid  polypus.  She  was  sent  to  St.  Mary's  Hospital,  and  the  next 
day  I  removed  the  growth,  without  much  difficulty,  by  means  of  the 
scissors.  For  this  purpose  I  have  found  the  snare  very  unsatisfac- 
tory. After  removing  it  I  curetted  the  base.  The  patient  experi- 
enced relief  at  once  and  for  two  or  three  days  she  was  in  rather  com- 
fortable condition.  Then  the  pains  came  on  again  in  spite  of  any- 
thing that  could  be  done.  But  we  found  that  so  long  as  morphine 
was  brought  in  surreptitiously  by  a  friend,  the  pains  would  disappear  ; 
in  other  words,  she  was  a  morphine  fiend.  She  left  the  hospital  and 
Dr.  Trush  had  her  under  his  care  for  about  a  week  or  so,  when  I  got 
a  letter  from  him,  stating  that  all  our  science  was  for  naught;  a 
Christian  scientist  had  been  called  in  and  it  had  been  determined 
that  the  operation  was  unnecessary  !  To  explain  the  cause  of  the 
paroxysmal  pain,  I  attribute  it  to  an  old  pelvic  peritonitis.  The 
uterus  was  rather  bound  down,  and  I  think  with  the  development  of 
the  uterus  and  the  polypus,  the  peritonaeum  of  the  ligaments  was 
probably  put  upon  the  stretch,  which  caused  this  pain.  At  any  rate, 
I  am  satisfied  it  was  not  a  case  of  extra-uterine  pregnancy,  although 
the  subjective  symptoms  pointed  very  strongly  that  way. 

Dr.  Mitchell  (closing  the  discussion)  :  In  regard  to  haemorrhage 
after  the  removal  of  a  fibroid  polypus,  I  do  not  remember  that  this  is 
ever  regarded  as  an  element  of  danger.  I  have  never  seen  haemor- 
rhage of  any  degree  following  the  removal  of  a  polypus.  It  seems 
like  a  very  easy  matter  to  enucleate  or  cut  off  with  a  pair  of  scissors 
a  small  fibroid  polypus,  but  in  this  case  there  was  a  history  of  several 
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attacks  of  peritonitis  and  the  uterus  was  not  easily  dragged  down. 
After  I  had  dilated  with  the  Goodell  dilator  and  made  a  bilateral  in- 
cision of  the  cervix  it  was  difficult  to  introduce  my  finger,  and  it 
seemed  to  me  easier  to  slip  a  wire  over  it  than  to  try  to  cut  it  off  with 
the  scissors.  I  have  removed  polypi  very  easily,  where  the  tumor  did 
not  fill  up  the  entire  uterine  cavity  or  had  become  extruded  into  the 
vagina.  The  chief  point  of  interest  is  the  mistake  I  made  when  she 
called  at  my  office  ;  I  thought  it  was  a  mucous  polypus  and  that  it 
had  its  attachment  near  the  os  externum.  However,  before  she  left 
the  office  I  found  the  attachment  was  higher  up.  The  uterus  now 
measures  only  about  three  and  a  half  inches  ;  at  the  time  I  saw  her,  a 
year  ago,  the  uterus  was  fully  five  inches.  I  expect  to  have  a  micro- 
scopical examination  made  of  the  tumor,  though  I  do  not  think  it  is 
malignant. 
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Abstract  of  a  book  presented  to  the  Society,  entitled 

THE  TAT   SHANG  PIN,   OR  MIDWIFERY  MADE  EASY. 

By  John  G.  Kerr,  M.  D.,  Canton,  China. 

[Concluded  from  page  614.) 

25.  Some  one  may  say,  "According  to  your  teaching,  there  will 
never  be  any  difficult  labors."  I  answer,  there  will  be  occasionally- 
Difficult  labors  may  be  caused  by  the  weakness  of  the  mother,  or  by 
insufficient  nourishment  of  the  womb,  or  by  a  deficiency  of  blood  and 
spirits.  They  may  be  owing  to  the  injurious  effects  of  cold  and  fever 
in  the  womb,  or  unrestrained  passions  and  excessive  sexual  indul- 
gence. They  may  result  from  improper  diet,  such  as  things  seasoned 
with  ginger  and  pepper,  or  fried  in  oil,  or  heating  things  in  general, 
the  poisonous  vapors  of  which  injure  the  womb,  and,  lastly,  they  may 
be  caused  by  a  fall  or  blow.  In  all  these  cases  the  child  is  killed  in 
the  womb.  Except  the  above-mentioned  cases,  there  are  no  hard 
births.    During  the  cold  blasts  of  winter,  when  icicles  form,  the  poor 
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people  suffer  for  want  of  clothing  and  fire,  and  the  blood  becomes 
chilled  and  interferes  with  labor.  To  these  may  be  added  sitting  on 
the  tub  too  soon,  or  remaining  there  too  long  without  clothing.  These 
calamities  may  be  avoided  if  the  patient  will  lie  down  quietly  and 
cover  up  warm. 

26.  One  of  the  dangers  attending  childbirth  arises  from  the  cold 
of  winter.  When  the  child  is  born,  it  may  not  be  able  to  cry,  or  it 
may  be  already  dead.  It  should  be  quickly  wrapped  up  in  cloths,  and 
the  cord  then  burned  off  with  perfumed  oil  paper,  which  will  cause 
the  warmth  to  enter  the  stomach,  and  life  will  be  manifested  by  the  re- 
turn of  the  voice.    If  the  cord  has  already  been  cut,  the  child  must  die. 

27.  Some  one  may  ask,  "  How  is  the  diet  to  be  regulated  previous 
to  lying  in?"  I  answer,  that  at  this  time  there  is  oppression  at  the 
heart,  pains  in  the  stomach,  and  the  spirits  languish.  The  mouth  has 
lost  its  relish,  and  it  is  important  to  provide  palatable  food  and 
drinks.  Fatty  and  oily  things  are  to  be  avoided.  If  there  is  no  ap- 
petite, soup  of  chicken,  duck  or  pork,  from  which  the  oil  has  been 
taken,  are  to  be  administered  frequently.  This  will  strengthen  the 
body  and  nourish  the  spirits.  Because  it  is  regarded  as  nourishing 
the  life,  she  must  not  be  one  day  without  it. 

Section  3. — Regulation  of  the  Lying-in  Room. 

1.  When  the  period  of  confinement  has  arrived  the  old  people 
must  select  two  of  those  quiet,  steady  persons  to  be  in  attendance. 
There  must  not  be  too  many,  and  it  is  better  that  they  be  relatives. 
They  must  with  pleasant  words  request  persons  not  to  enter  the 
room.  In  hot  weather  it  is  important  not  to  have  too  many  in  the 
room,  for  the  air  becoming  vitiated  will  be  bad  for  the  patient,  and 
will  cause  giddiness,  the  evil  effects  of  which  will  not  be  small.  All 
persons  in  the  room  must  walk  lightly,  speak  gently,  and  must  not 
indulge  in  much  talking,  in  order  that  the  patient  have  quiet  repose. 

2.  It  is  of  the  first  importance  to  exhort  the  patient  to  dismiss  all 
fear,  to  be  quiet,  to  bear  the  pains,  and  not  to  be  tossing  about.  Any 
remarks  about  strange  and  alarming  things  are  especially  to  be  for- 
bidden, also  whispering  or  sighing,  for  all  these  things  cause  her  to 
be  in  doubt  and  troubled,  and  may  result  in  evil. 

3.  Everything  in  the  room  must  be  kept  quiet,  and  in  the  patient's 
presence  there  must  be  no  worshiping  of  the  God,  or  making  vows  or 
invocations  of  heaven  or  earth. 

4.  The  midwife  must  enter  the  room  alone,  sit  down  quietly  and 
not  make  confusion. 
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5.  A  little  food  must  be  given  to  the  patient  frequently,  such  as 
chicken  or  duck,  or  the  stomach  and  lights  of  hogs  ;  but  a  little  clear 
broth  is  better. 

6.  In  winter  a  fire  must  be  made  in  the  room  to  dissipate  the  cold, 
and  in  summer  a  large  quantity  of  well  water  must  be  placed  to 
absorb  the  heat. 

7.  Some  one  may  ask,  "  What  is  the  cause  of  false  pains  ? "  I 
answer,  that  at  the  seventh  or  eighth  month,  the  arms  and  feet  and 
five  viscera  are  all  formed,  and  are  capable  of  motion.  If  there  is 
heat  of  the  womb,  or  if  the  mother  is  irregular  in  taking  exercise,  the 
child  may  become  restless,  and  the  excessive  motion  will  cause  pain. 
It  is  not  to  be  considered  strange  if  this  happens  in  five  out  of  every 
ten  cases.  It  is  only  necessary  to  return  to  regularity  of  habits  in 
eating  and  sleeping,  and  after  one  or  two  days  all  will  be  right.  But 
if  the  pains  continue,  one  or  two  doses  of  quieting  medicine  are  to 
be  given,  and  they  will  be  certain  to  stop.  A  few  days  after  this,  per- 
haps a  month,  and  sometimes  three  or  four  months,  the  delivery  will 
be  accomplished. 

8.  If  a  woman  brings  on  premature  delivery  by  sitting  or  standing 
all  day  without  rest,  or  by  binding  the  body  or  pressing  the  stomach, 
or  by  pulling  the  child  out  with  the  hand,  or  by  forcing  it  with  medi- 
cine, then  in  nine  out  of  every  ten  cases,  both  mother  and  child  will 
perish.  Who  can  tell  the  miseries  endured  ?  All  the  difficult  labors 
in  the  world  result  from  such  causes  because  the  womb  is  imperfectly 
nourished,  and  the  spirits  and  blood  are  not  preserved.  It  is  just  like 
splitting  open  an  egg  to  get  out  the  chicken,  or  tearing  open  a  cocoon 
to  get  out  the  butterfly.  How  can  they  live  ?  But  some  will  say  that 
it  is  difficult  to  nourish  an  infant.  Who  is  there  so  ignorant  as  not  to 
have  discovered  this,  for  they  are  liable  to  be  affected  by  cold,  and  to 
suffer  from  improper  food. 

9.  Some  one  may  ask,  "  How  are  false  pains  to  be  known  ? "  I 
answer  that  it  is  only  necessary  to  notice  the  kind  of  pain.  When  the 
full  time  has  come,  each  successive  pain  is  more  severe,  but  false  pains 
are  slow  and  irregular. 

10.  It  may  be  asked,  "How  is  one  to  distinguish  between  the  ef- 
fects of  taking  cold  and  of  improper  diet  ?"  I  answer,  that  the  effects 
of  improper  food  may  be  known  by  the  pain  being  located  exactly  at 
the  navel :  it  is  more  severe  on  pressure,  and  there  may  be  a  lump  on 
one  side  of  the  navel.  If  the  pain  results  from  taking  cold,  it  is  below 
the  navel,  and  continues  without  increase  or  diminution.  Warm 
fomentations  will  ease  it  a  little. 
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It  may  be  said  that  "  the  persons  who  have  false  pains  are  very 
few."  I  answer,  the  cases  are  numerous.  If  it  is  asked  how  I  know, 
I  answer  that  it  is  shown  by  the  fact  that  difficult  labors  are  numerous. 

It  may  be  asked,  "  if  great  damage  will  not  result-  from  mistaking 
false  pains  for  true,  and  vice  versa."  I  answer,  there  will  be  none,  be- 
cause, when  the  full  time  has  come,  the  child  will  come  out  of  its  own 
accord.  If  it  appears  to  pass  the  time,  it  may  be  dropped  in  the 
pantaloons,  or  born  in  the  bed.  It  is  thus  plain  that  there  can  be  no 
damage. 

Section  4. — Examples. 

1.  The  wife  of  Po  Wa,  the  third  son  of  the  Mandarin,  Fok  Shan, 
was  young  and  robust.  In  every  pregnancy  she  was  delivered  at  the 
eighth  month.  After  each  confinement  she  suffered  excruciating  pains 
for  several  days,  and  her  children  died  when  a  year  old.  I  told  her 
that  the  next  time  she  must  let  me  know.  The  next  year  she  was 
taken  in  labor  at  the  eighth  month,  and  when  on  the  third  day  it  was 
not  accomplished,  they  suddenly  thought  of  my  words,  and  messen- 
gers flew  to  call  me.  When  half  way  to  the  house,  we  met  sedan 
chairs  going  for  her  parents,  that  they  might  see  her  before  she  died. 
When  I  arrived  it  was  already  dark  ;  I  found  her  gasping  for  breath, 
and  on  examining  the  pulse  discovered  that  it  was  still  in  connection 
with  the  viscera.  I  questioned  the  midwife,  and  she  said  that  the 
child's  head  was  at  the  outlet,  but  that  it  could  not  be  born.  I  re- 
quired her  at  once  to  lie  down  quietly,  put  an  end  to  all  confusion, 
and  gave  her  some  anodyne  medicine.  In  the  morning  her  husband 
came  out  smiling,  but  did  not  speak.  In  answer  to  my  questions,  he 
said  all  was  right.  I  remarked  that  last  night  the  child's  head  was  at 
the  outlet,  but  how  is  it  now  ?  He  replied,  It  can  not  be  felt.  Laugh- 
ing heartily  we  parted.  One  hundred  and  twenty  days  after  this,  or 
at  the  end  of  twelve  full  months,  she  gave  birth  to  a  son,  and  they 
called  me  his  father.  He  is  now  eight  years  old.  It  is  now.  evident 
that  formerly  the  children  had  been  prematurely  taken  away  by  force. 
It  is  fortunate  that  the  mother  was  young  and  strong,  for  she  owes 
her  safety  to  this. 

2.  Once,  when  on  a  visit  to  Mr.  Cheung's  house,  a  literary  gradu- 
ate, whose  surname  was  Sing,  requested  me  to  visit  one  of  his  concu- 
bines who  had  been  in  labor  two  days,  and  could  not  be  delivered. 
In  this  case  I  also  gave  the  anodyne  medicine,  and  after  seventeen 
days  she  gave  birth  to  a  daughter. 

3.  Mr.  Tai,  who  was  a  near  neighbor  and  intimate  friend,  had  a 
brother  whose  wife  had  three  sons  at  one  birth.    The  mother  and 
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children  all  died.  Again,  one  of  his  concubines  became  pregnant,  and 
being  very  large  she  was  in  great  anxiety.  At  her  confinement  I  caused 
her  to  lie  down  quietly,  gave  her  the  anodyne  medicine,  and  she  was 
delivered  every  twelve  hours  of  a  child,  until  three  were  born.  In  the 
forty-eighth  year  of  the  Emperor  Kanghi,  the  Governor-General,  Ip, 
communicated  this  case  to  the  throne. 

4.  The  wife  of  Mr.  Chan  was  in  labor  nine  days  and  nights,  and 
could  not  be  delivered.  When  her  breath  was  almost  gone  they  sent 
to  me  for  medicine.  They  informed  me  that  the  head  was  at  the  out- 
let, but  could  not  be  born.  I  ordered  them  to  make  her  sleep  and 
then  come  back  to  me  for  medicine.  I  afterward  gave  her  the  ano- 
dyne draught,  and  on  the  next  day  she  was  delivered,  both  mother 
and  child  being  saved.  From  these  cases  it  is  evident  that  bearing 
down  will  cause  the  child  to  be  crosswise  in  the  womb,  for  how  else 
could  it  be  suspended  for  ten  days  without  being  delivered. 

5.  There  was  also  a  woman  in  labor,  and  the  arm  having  come 
down  could  not  be  returned.  The  midwife  was  about  to  cut  it  off 
when  I,  hearing  of  it,  was  moved  with  pity  and  hastened  to  her.  After 
making  her  lie  down  quietly,  I  gave  her  a  large  dose  of  the  anodyne 
decoction.  The  arm  was  gradually  drawn  up,  and  the  next  morning 
she  was  delivered.  The  arm  was  black,  but  in  a  few  days  it  all  dis- 
appeared. 

Section  5. — On  Nourishing  the  Womb. 

1.  It  is  of  the  first  importance  in  nourishing  the  womb  to  restrain 
the  passions,  and,  it  this  can  not  be  done,  to  limit  them.  When  lust 
is  moderated,  the  heart  is  undisturbed,  and  the  spirits  of  the  womb 
are  more  quiet.  When  the  womb  is  at  rest  it  is  more  favorable  for 
the  nutrition  of  the  child  ;  it  will  be  more  easily  delivered,  and  will 
be  healthy  and  long-lived.  In  nourishing  the  womb  it  is  best  to  be 
moderate  in  doing  work.  Look  at  the  females  in  the  country,  the 
servants,  and  those  of  the  lower  orders.  They  suffer  very  little  from 
diseases  of  the  womb,  because  labor  promotes  the  circulation  of  the 
blood  and  spirits,  and  gives  strength  to  the  bones  and  muscles.  When 
the  womb  is.  accustomed  to  motion  in  the  abdomen  a  slight  fall  will 
not  be  followed  by  an  injury.  If  one  lives  in  luxury  and  ease  the 
bones  and  muscles  are  weak  and  delicate,  and  the  circulation  is  slug- 
gish. Any  accident  to  such  persons  is  immediately  followed  by  fall- 
ing of  the  womb. 

2.  It  is  not  advisable  after  conception  has  taken  place  to  begin 
taking  hard  exercise,  but  in  ordinary  times  ease  should  not  be  in- 
dulged in.    If  one  accustomed  to  ease  begins  to  work  after  concep- 
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tion  she  will  injure  the  womb,  for  the  bones  and  muscles  can  not 
then  gain  strength  and  firmness.  Mrs.  King  Keung's  family  had  a 
hundred  carriages,  but  she  wove  cloth  when  she  was  advanced  in 
years.  Therefore  females  in  moderate  circumstances  should  be  dili- 
gent in  their  work,  and  they  will  thus  avoid  such  diseases.  As  soon 
as  one  is  aware  that  conception  has  taken  place,  she  should  take  a 
strip  of  cloth  seven  or  eight  inches  wide  and  long  enough  to  go 
around  the  body  twice.  This  is  to  be  taken  off  when  labor  begins, 
but  if  the  pains  are  false  let  it  remain.  There  are  two  benefits  to  be 
derived  from  this  bandage, — first,  before  the  abdomen  is  enlarged  it 
gives  strength  to  the  back,  so  that  no  injury  will  result  from  a  fall; 
second,  it  keeps  the  abdomen  confined,  so  that  when  it  is  taken  off  at 
the  time  of  delivery  the  abdomen  enlarges  and  allows  the  child  to 
turn  with  more  ease.  The  females  of  my  town  are  acquainted  with 
this  plan,  and  it  is  my  desire  to  make  it  known  everywhere. 

3.  After  conception  one  must  avoid  sleeping  always  on  one  side, 
but  must  change  frequently,  so  that  the  child  may  become  accustomed 
to  lying  both  on  the  right  and  left  sides.  Then  at  birth  it  will  not  be 
difficult  for  it  to  come  out  by  the  middle  road. 

Section  6. — On  Diet  and  Drinks. 

1.  All  the  books  have  prescriptions  for  strengthening  the  womb, 
and  it  is  not  necessary  for  me  to  dwell  on  them  ;  but  none  of  them 
treat  on  diet.  I  therefore  add  a  few  words  on  this  subject.  The 
diet  must  consist  of  light  and  simple  things,  avoiding  those  that 
are  fat  and  rich.  It  must  be  moderate  in  quantity  and  digestible  in 
quality.  The  more  delicate  and  common  articles  are  to  be  pre- 
ferred, while  the  heating  and  burning  are  to  be  avoided.  Green 
herbs  and  white  rice  are  nutritious,  but  there  are  many  poor  fami- 
lies who  can  not  afford  these.  The  wealthy,  who  indulge  to  excess 
in  rich  and  delicious  food,  will  not  attend  to  directions.  I  have 
made  out  a  bill  of  fare  for  them,  neither  too  rich  nor  too  spare,  as 
follows  :  The  stomach  and  lights  of  hogs,  chickens,  ducks,  fresh  fish, 
dry  fish,  sea  slugs,  white  cabbage,  grains,  oil  of  sesamum,  beans,  bam- 
boo roots,  root  of  water  lily,  etc.  All  these  things  are  to  be  pre- 
pared in  a  simple  way,  and  the  use  of  them  in  soup  is  to  be  preferred. 
Frying  in  oil  is  to  be  avoided.  The  above  directions  are  designed 
chiefly  for  the  rich,  but  stomachs  that  are  accustomed  only  to  vege- 
tables should  have  fat  and  delicate  food  to  strengthen  them.  After 
the  sixth  or  seventh  month  the  oil  of  sesamum  and  bean  skin  must  be 
much  used,  and  one  need  not  fear  to  use  them  every  day.    The  oil  of 


The  Philadelphia  Obstetrical  Society. 


197 


sesamum  disperses  poison,  and  the  bean  skin  lubricates  the  womb. 
Rich  and  poor  must  use  these,  because  they  are  esteemed  the  very  best. 
After  two  hundred  or  three  hundred  pieces,  the  head  can  be  delivered 
with  perfect  ease.    The  oil  of  sesamum  must  not  be  heated. 

2.  The  following  things  are  not  to  be  eaten  :  Pepper,  ginger, 
things  fried,  wild  meats,  unusual  delicacies,  liver  of  pig,  flesh  of  the 
dog,  camel,  mule,  and  horse,  animals  that  die  of  themselves,  pig's 
blood,  crabs,  the  kap  fish,  shrimps,  and  eels.  Practice  moderation  in 
eating  and  drinking,  and  do  not  carelessly  take  medicine. 

3.  There  are  also  other  things  to  be  avoided  during  pregnancy. 
The  woman  must  not  see  the  slaughtering  of  animals,  nor  the  execu- 
tion of  criminals,  nor  any  such  thing.  She  must  not  look  at  the  re- 
pairing of  houses,  nor  the  first  breaking  up  of  the  soil.  She  must 
not  see  terrapins  nor  white  rabbits. 

Section  7.  — Abortion. 

1.  The  treatment  of  abortion  is  the  same  as  after  delivery  at  full 
term.  The  book  called  Piu  Chan  says  that  abortion  must  not  be 
lightly  regarded,  but  that  ten  times  more  care  must  be  taken  than 
after  a  proper  birth.  Dr.  Sit  Lap  Chai  says  that  abortion  is  much 
more  serious  than  a  birth  at  full  term,  for  the  latter  is  like  a  ripe 
melon  falling  from  the  vine,  while  abortion  is  like  tearing  off  the 
skin  and  cutting  off  the  roots.  Many  of  those  who  make  light  of  it 
die  :  abortion  is  followed  in  a  few  days  by  fever,  the  face  is  flushed 
and  the  eyes  red,  and  the  mouth  parched  with  intense  thirst,  espe- 
cially at  night.  This  is  disease  from  weakness  of  the  blood,  and 
tonic  medicines  must  be  taken.  If  the  case  is  mistaken  for  one  aris- 
ing from  cold  and  medicines  of  a  cooling  nature  are  given,  the  patient 
must  die. 

Section  8. — The  After-treatment. 

1.  All  the  books  treat  plainly  of  the  management  after  delivery, 
and  it  is  unnecessary  for  repetition  here,  but  I  have  selected  a  few  of 
the  most  important  points  which  are  overlooked,  so  that  they  may  be 
presented,  and  a  selection  can  be  made  for  all. 

2.  After  the  child  is  born,  the  patient  must  get  on  the  bed  and 
recline  on  a  high  pillow,  but  is  not  to  sleep.  Her  knees  are  to  be 
flexed  and  she  must  drink  a  cup  of  child's  urine.  Let  her  close  her 
eyes  and  rest  quietly  but  not  sleep,  lest  this  should  exhaust  her  and 
impede  the  circulation  of  the  blood,  which  would  cause  giddiness. 
The  attendants  are  not  to  disturb  her  by  loud  talking. 

3.  The  wind  must  be  excluded  from  all  sides,  and  whether  there 
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be  pain  or  not,  she  must  drink  a  mixture  of  whisky  and  boy's  urine,  a 
dose  of  which  is  to  be  taken  three  or  five  times  a  day  for  three  days, 
but  care  must  be  taken  not  to  give  too  much  whisky.  This  is  all 
that  need  be  done  if  there  is  no  unusual  sickness. 

4.  In  order  to  prevent  stagnation  of  the  blood  after  delivery, 
and  to  concentrate  the  spirits,  take  the  iron  pan  of  a  balance  or  the 
white  stones  of  a  running  stream,  make  them  red  hot  and  put  them  in 
vinegar,  and  then  let  the  patient  inhale  the  vapor  which  rises  from  it. 
This  also  has  a  cleansing  effect.  It  is  to  be  repeated  three  or  four 
times  daily  for  three  days. 

5.  If  there  should  be  great  uneasiness  and  unconsciousness  from 
the  settling  of  bad  blood  at  the  heart,  take  a  handful  of  scallions  (in 
winter  use  the  root),  cut  them  fine,  and  steep  them  with  hot  vinegar 
in  a  teapot.  Then  lift  up  the  patient  and  place  the  spout  near  her 
nose. 

6.  It  is  a  matter  of  great  importance  as  to  the  future  destiny  of 
the  father,  whether  the  children  be  male  or  female,  for  the  male  de- 
scendants are  the  managers  of  the  ancestral  worship,  but  females  have 
nothing  to  do  with  it.  It  is  no  uncommon  thing  for  a  mother  to  have 
a  succession  of  female  children,  and  when  this  is  the  case  the  husband 
should  not  come  about  the  bed  fretting  and  scolding,  and  thus  cause 
her  to  be  sad  and  downcast.  I  have  seen  a  stupid  man  get  angry  and 
scold,  until  his  wife  was  taken  sick  and  died.  The  husband  may  be 
either  merry  or  displeased,  but  every  one  should  encourage  a  woman 
during  pregnancy.  There  are  some  who  destroy  their  female  children, 
but  such  heartlessness  is  a  violation  of  correct  doctrine  and  their 
descendants  can  not  prosper. 

7.  In  the  after-treatment  the  customs  of  different  places  are  not 
the  same.  In  one  place  they  use  red  sugar,  in  another  Shau  Cha,  in 
another  Ng  Chaii-ii,  and  in  another  pepper  boiled  in  water,  but  none 
of  these  is  as  good  as  the  mixture  of  boy's  urine  and  whisky.  For 
pain  in  the  stomach,  the  infusion  of  Shang  Fa  is  infallible. 

8.  The  diet  also  varies  in  different  places.  It  is  the  custom  in 
On  Fai  to  give  fat  chicken  and  fried  rice  as  soon  as  the  child  is  born. 
It  is  the  custom  in  Ng  Sim  to  give  vegetable  soup,  and  after  the 
month,  to  allow  animal  food.  This  is  not  only  wrong,  but  the  incon- 
sistency excites  a  smile,  for  in  On  Fai,  soup  is  their  only  food  all  the 
year,  and  it  is  very  wrong  to  give  fat  chicken  and  fried  rice  after  con- 
finement when  the  stomach  is  weak.  Little  injury,  however,  is  said 
to  result  from  it.  In  Ng  Sim  they  use  rice  all  the  year,  and  after 
delivery,  when  the  appetite  is  weak,  they  should  have  good  food  to 
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nourish  the  blood  and  spirits,  but,  on  the  contrary,  they  give  them 
vegetable  soup.  It  is  thus  that  people  become  the  slaves  of  custom, 
and  are  not  open  to  conviction  when  taught  better.  My  opinion  is, 
that  serious  injury  results  from  these  things,  but  they  will  not  examine 
them.  The  consequences  are  weakness,  fevers,  and  coughs,  which 
are  serious  disorders.  When  the  blood  and  spirits  are  dissipated,  it 
is  necessary  to  give  immediately  large  doses  of  ginseng  and  lungwort, 
but  if  Tszya/i  is  given  to  remove  the  fever  which  follows  difficult 
labor,  the  patient  must  die  without  being  able  to  say  it  was  wrong. 
Aias  !    Alas ! 

9.  Some  one  may  ask,  <l  How  then  is  the  proper  way  to  manage 
the  after-treatment  ?  "  I  answer,  there  is  a  time  to  eat  congee  and  a 
time  to  eat  rice.  For  three  days  chicken  soup,  blowing  off  the  oil, 
may  be  used.  Within  ten  days  pork  is  not  to  be  eaten,  and  for  the 
first  month  lard  is  not  to  be  used,  because  these  things  obstruct  the 
blood-vessels,  so  that  the  blood  and  spirits  can  not  circulate.  It  is 
only  necessary  to  forbid  the  use  of  these  things. 

10.  Hen  eggs  dissipate  bruised  blood  and  generate  new,  and, 
therefore,  great  benefit  is  derived  from  their  use,  but  they  must  be 
thoroughly  cooked.  Boiling  from  morning  till  night  is  not  too  much. 
Soft-boiled  eggs  do  injury  by  causing  obstructions,  and  must  not  be 
eaten.    Duck  eggs  are  forbidden. 

11.  Some  one  may  ask,  "Is  it  necessary  to  avoid  oil  and  oily 
substances  ?  "  I  answer,  it  is  not  only  necessary  to  avoid  oily  things, 
but  too  much  salt  must  not  be  used,  because  a  clear  and  insipid  diet 
is  natural  and  nourishes  the  spirits,  while  that  which  is  heavy  does  not. 

12.  Some  one  may  ask,  "What  evidence  is  there  to  support  your 
practice  ?"  I  answer,  a  trial  will  be  sufficient  evidence.  Let  a  lying- 
in  woman  drink  weak  wine  and  eat  fresh  food,  but  if  she  eats  salt 
food  and  drinks  strong  wine,  they  will  cause  fever  and  dry  up  the 
milk.  It  will  be  very  wrong  to  imitate  the  women  of  Ng  Sim  and  eat 
vegetable  soup. 

13.  When  the  child  is  dead  in  the  womb,  the  Buddha's  hand 
powder  is  to  be  used.  If  delivery  is  not  accomplished,  give  a  dose  of 
the  Ping  Wai  powder,  to  which  a  little  peppermint  has  been  added, 
which  will  at  once  bring  on  an  easy  delivery.  The  prescriptions  of 
the  ancients  have  a  subtle  efficacy,  and  having  been  often  tried,  do 
not  deceive  us.  It  is  not  well,  therefore,  to  be  trying  strange  and 
wonderful  medicines,  thus  endangering  the  patient's  life. 

14.  Some  one  may  ask,  "  How  is  the  death  of  the  child  to  be 
known?"    I  answer,  that  when  the  mother's  face  is  red  and  the 
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tongue  green,  the  child  is  dead.  If  the  face  is  green  and  the  tongue 
red,  the  child  is  alive,  but  the  mother  will  die.  When  the  face  and 
tongue  are  both  green,  the  mother  and  child  will  die  together.  In 
cases  where  the  child  is  dead,  the  falling  of  the  womb,  dropsy,  bruises, 
and  pain  are  very  different  from  what  they  are  in  ordinary  deliveries. 

15.  Some  one  may  ask,  "If  the  afterbirth  does  not  come  away, 
what  is  the  cause?  "  I  answer,  that  it  is  because  the  birth  has  been 
forcibly  brought  on  too  soon.  During  labor,  the  joints  are  forced 
apart.  In  strong  persons  they  close  up  in  a  few  days,  but  in  weak 
persons  a  month  is  required.  Now  if  the  delivery  is  forced  before  the 
joints  naturally  open,  they  will  close  up  again  suddenly,  so  that  the 
afterbirth  can  not  come  away. 

16.  Some  one  may  say,  "  We  have  heard  that  this  is  very  dan- 
gerous." I  answer,  that  there  is  no  occasion  for  fear,  and  it  is  un- 
necessary to  take  medicine.  When  the  afterbirth  does  not  come 
away,  tie  a  hemp  thread  to  a  fold  of  the  cord  and  attach  a  weight  to 
it  to  keep  it  from  going  back.  Then  cut  the  cord  off  short.  In  from 
three  to  five  days  the  placenta  will  shrink  up  and  come  away. 

17.  The  patient  must  be  plainly  told  not  to  be  alarmed,  and  that 
she  must  not  listen  to  the  midwife  who  will  want  to  take  it  away  with 
the  hand,  which  would  be  the  cause  of  much  damage. 

18.  When  the  milk  is  insufficient  for  the  child,  it  is  owing  to  the 
thinness  of  the  blood.  This  will  be  the  case  when  there  has  been  ex- 
cessive haemorrhage  or  sickness  during  pregnancy,  or  when  the  family 
is  poor,  or  the  patient  a  servant,  and  for  want  of  proper  food  the  blood 
is  impoverished.  Sometimes  when  the  mother  is  forty  years  old,  the 
blood  naturally  becomes  thin.  In  all  the  cases  the  milk  will  be  in- 
sufficient. The  use  of  the  infusion  of  Tung  Mak  is  a  specific  for 
producing  milk.  The  Chun  Skau  Kap  and  Wong  Pat  Lau  have  been 
tried,  but  are  of  no  use.  They  may  force  the  breasts,  but  the  milk 
will  be  thin,  and  the  child  can  not  live  long.  They  also  injure  the 
constitution  and  cause  disease,  and  it  will  not  be  long  before  there  is 
no  milk. 

Abstract  of  a  paper  entitled 

INJURIES  TO  THE  PELVIC  FLOOR  AND  THEIR 
IMMEDIATE  REPAIR. 

By  George  M.  Boyd,  M.  D. 

It  is  my  purpose  in  this  paper  to  report  these  accidents  treated  in 
the  Philadelphia  Lying-in  Charity  for  the  past  three  years,  to  men- 
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tion  some  of  its  causes  and  describe  our  method  of  treatment.  From 
April,  1890,  to  April,  1893,  there  were  seven  hundred  and  twenty-one 
women  delivered  in  the  hospital,  and  I  find  a  record  of  one  hundred 
and  seventeen  cases  of  injuries  of  the  pelvic  floor  needing  some  repair 
One  hundred  and  seven  operations  are  reported  with  a  good  result 
Ten  with  an  imperfect  result.  This  somewhat  high  percentage  of  in- 
juries is  accounted  for  in  several  ways.  The  majority  of  the  cases 
were  first  labors.  Four  hundred  and  forty-eight  cases  of  the  seven 
hundred  and  twenty-one  delivered  were  primiparous.  Careful  ex- 
amination was  made  in  every  case  after  the  labor  was  completed  (this 
report  including  all  injuries  noted,  some  only  slight,  requiring  a  single 
stitch). 

The  hospital  follows  a  conservative  course  in  the  treatment  of  its 
patients.  Every  labor  is  left  much  to  Nature.  The  forceps  are  used 
in  about  six  per  cent,  of  cases.  Anaesthetics  are  used  little  for  other 
than  the  obstetrical  operations.  Ergot  is  used  in  exceptional  cases 
(in  my  own  service  not  at  all).  The  jacket  bandage  and  binder  are 
used  in  all  cases.  Finally,  the  fundus  uteri  is  held  by  a  nurse  for  one 
hour  from  the  completion  of  the  third  stage  of  labor. 

That  the  forceps  is  the  cause  of  many  tears  I  believe,  and  I  find 
in  the  forty-two  operations  reported  a  confirmation  of  this.  In  my 
experience  we  have  a  new  factor  in  the  axis-traction  rods  of  the  mod- 
ern forceps, — as  a  cause  of  these  injuries.  Let  us  be  mindful  that 
while  we  are  making  traction  in  the  axis  of  the  pelvic  canal  we  may 
be  also  producing,  by  pressure,  serious  damage  to  the  pelvic  floor. 
Is  the  use  of  the  bichloride  antepartum  douche  a  cause, — washing 
away  the  natural  secretions  and  producing  a  dryness  and  rigidity  of 
the  soft  parts,  as  it  is  claimed  by  some  ?  If  this  is  the  case,  then  we 
have  an  explanation  of  many  of  the  injuries  I  have  reported,  for  in  all 
cases  where  the  first  stage  of  labor  was  not  completed  before  admis- 
sion, the  patient  was  given  a  i-to-4,000  antepartum  douche. 

The  extent  and  location  of  laceration  found  is  of  interest,  and 
show  how  apt  they  are  to  be  overlooked,  unless  careful  examination 
is  made.  Although  I  find  no  record  of  a  complete  tear  involving  the 
sphincters  and  rectum,  the  pubic  segment  of  the  pelvic  floor  was  fre 
quently  the  seat  of  laceration  to  the  right  or  left  of  the  clitoris  ex 
tending  up  the  vagina.  Lateral  vaginal  lacerations,  sometimes  an 
extension  of  the  median  injury  often  found  when  no  apparent  dam- 
age to  the  perinseum  was  observed, — these  are  irregular  tears  extend- 
ing up  over  one  or  other  or  both  sulci  of  the  vagina, — some  superfi- 
cial, some  deep,  demanding  anaesthesia,  careful  exposure  of  parts,  and 
14 


202 


Abstracts. 


a  somewhat  tedious  operation.  The  scissors  are  often  needed  to  trim 
the  edges  of  the  wound.  Separation  of  vagina  from  vulva  was  noted 
several  times. 

The  most  frequent  injury  was  the  perineal  median,  extending  a 
short  distance  up  the  vagina,  demanding  from  three  to  eight  stitches. 

Can  the  pelvic  floor  be  protected  from  injury  by  any  method  of 
support  from  without  ?  Perineal  support  seems  of  no  service  in  our 
experience,  except  when  extension  of  the  head  was  favored  by  pull- 
ing the  rectum  forward.  Direct  pressure  or  guidance  of  the  present- 
ing part  in  some  cases  seemed  beneficial. 

I  once  felt  that  I  was  in  ignorance  of  the  secret  of  protecting  the 
perinaeum,  hearing  how  one  by  this  or  that  method  was  successful,  or 
how  he  saved  it  by  using  the  forceps,  but  have  concluded  long  since 
that  as  Dr.  Goodell  states  in  his  Lessons  in  Gynceco/ogy, — 

"  Some  place  their  hands  transversely  across  the  perinaeum  ;  some 
longitudinally,  with  the  fingers  looking  downward.  As  runs  our  nurs- 
ery rhyme  :  '  Simon  says,  "  thumbs  up  !  "  Simon  says,  "  thumbs 
down  !  "  '  and  yet  the  perinaeum  tears,  and  tear  it  will,  until  woman 
becomes — like  the  cherubs  of  the  old  masters — all  wings  and  no 
body." 

Treatment. — As  you  have  observed,  it  is  the  custom  in  the  hospital 
to  repair  about  all  injuries  found,  not  that  the  slight  injuries  would 
have  left  permanent  trouble.  But  from  the  standpoint  of  infection, 
is  it  not  wise  to  make  the  repair  if  only  one  stitch  brings  together  a 
wound  which  otherwise  would  remain  gaping  ?  I  believe  that  in  the 
operation  anaesthesia  to  the  surgical  degree  should  be  more  generally 
used.  It  is  impossible  otherwise  to  make  examination  and  repair  as 
carefully. 

Frequently  premeditating  a  laceration,  I  have  had  ether  or  chloro- 
form in  readiness,  and  with  the  evidence  of  injury  commenced  anaes- 
thetization;  by  the  time  the  third  stage  of  labor  was  completed  the 
patient  was  fully  under  control,  avoiding  the  delay  and  explanation 
to  patient  of  injury  done,  with  her  possible  refusal  to  have  the  repair 
made.  This  is  a  small  matter,  but  I  believe  an  additional  indication 
for  the  use  of  anaesthetics  in  the  second  stage  of  labor.  The  patient 
should  not  have  the  privilege  of  deciding  what  should  be  done.  It  is 
a  question  of  duty  on  the  part  of  the  physician. 

Anaesthetized,  she  should  be  placed  across  the  bed  in  the  lithoto- 
my position,  or  better  (if  the  bed  be  a  large  one,  as  is  usually  the  case 
in  private  practice)  remove  her  to  an  improvised  operating  table. 

The  field  of  operation  douched  to  wash  away  all  clots,  constant 
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irrigation,  if  possible,  by  the  fountain  method  is  very  valuable  for  care- 
ful placing  of  sutures,  and  should  be  used.  A  cotton  or  gauze  tam- 
pon with  a  string  attached  should  be  pushed  up  the  vagina  to  prevent 
flow  of  blood  from  uterus  interfering. 

The  suturing  should  be  done  from  within  out,  beginning  at  the 
upper  angle  or  angles  of  lateral  vaginal  tears,  and  continuing  down 
until  the  posterior  commissure  of  vulva  is  reached,  then  the  first  skin 
suture  should  be  introduced  in  the  perinseum,  as  is  the  crown  stitch 
of  the  Emmet  operation.  Bringing  the  vaginal  laceration  and  vulva 
together,  it  better  unites  the  torn  muscular  fibers  of  the  levator  ani. 
The  selection  of  suture  material  is  of  some  importance,  and  we  have 
found  in  our  work  that  Chinese  silk  is  best  of  all. 

Better  than  catgut  because  it  is  elastic,  the  knot  is  uncertain,  and 
material  hard  to  sterilize. 

Better  than  silkworm  gut  because  if  tied  the  stiff  ends  of  suture 
were  constantly  sticking  patient,  interfering  with  proper  catheterizing 
and  post-operative  douching. 

Chinese  silk  is  easily  sterilized.  The  knot  will  stay  ;  it  is  soft, 
and,  if  black  silk  is  used,  easily  seen  for  removal.  A  matter  of  no 
little  importance. 

After  operation  patient  should  be  kept  rigidly  quiet, — catheterized 
every  six  or  eight  hours, — given  bichloride  douche,  1  to  8,000,  daily. 

The  use  of  vaginal  suppositories  of  iodoform  is  of  much  value. 
Better  than  the  suppositories  made  with  cocoa  butter,  is  a  pencil,  four 
to  five  centimetres  in  length,  made  of  iodoform,  grs.  xxv,  and  suffi- 
cient starch  and  acacia  to  make  the  mass,  when  dry,  hard,  not  easily 
broken.  The  advantage  of  the  pencil  over  the  suppository  is  that 
while  the  suppository  will  dissolve  within  one  hour  and  iodoform  pos- 
sibly escapes,  the  pencil  will  dissolve  more  slowly,  requiring  twelve 
hours.  The  pencil  is  also  of  advantage  when  we  desire  to  carry  iodo- 
form into  the  uterine  cavity. 

In  conclusion,  I  would  state  that, — 

1.  As  every  obstetrical  case  is  greatly  a  mathematical  problem,  so 
is  the  safety  of  the  pelvic  floor  ;  if  the  passenger  is  too  large  for  the 
passageway  (something  must  give),  a  tear,  either  vaginal  or  perineal, 
will  follow. 

2.  As  it  is  our  duty  to  study  all  obstetrical  cases  before  labor  by 
palpation  and  pelvimetry,  just  as  much  is  it  our  duty  to  examine  the 
perinaeum  and  vagina  after  labor. 

3.  That  having  any  injury  to  the  pelvic  floor,  it  should  be  at  once 
repaired,  and  a  good  method  to  follow  is  to  perform  the  operation  un- 
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der  constant  irrigation,  using  sterilized  Chinese  silk  for  sutures,  and 
avoiding  infection  of  wound  by  placing  the  stitches  without  inserting 
the  finger  in  the  rectum. 

Discussion. 

Dr.  A.  B.  Hirsh  :  I  wish  to  call  attention,  in  connection  with  the 
repair  of  recent  injuries,  to  the  use  of  A.  Martin's  method  of  continu- 
ous suture.  If  the  tear  is  an  irregular  one,  and  if  it  is  a  deep  one, 
then  by  all  means  this  method  comes  into  play.  It  avoids  the  forma- 
tion of  pockets,  and  compels  accurate  apposition.  I  have  myself 
had  occasion  to  apply  it  on  only  one  or  two  occasions,  but  I  speak  on 
the  authority  of  Dr.  Martin.  He  claims  positively  good  results  in 
every  case,  and  such  I  invariably  witnessed  at  his  private  hospital  in 
Berlin.  Martin's  method,  as  is  well  known,  consists  in  the  applica- 
tion of  a  series  of  continuous  sutures  in  tiers,  according  to  the  depth 
of  the  tear. 

Dr.  Daniel  Longaker  :  I  was  struck  with  one  objection  raised 
to  the  use  of  silkworm  gut,  that  it  interfered  with  catheterization. 
Personally,  I  find  catheterization  rarely  necessary,  and,  if  so,  am 
rather  inclined  to  look  upon  it  as  a  symptom  of  septic  infection. 
During  the  last  year  I  think  that  I  have  not  used  the  catheter  in  one 
puerperal  case,  and  a  number  of  major  operations  are  included. 

Dr.  T.  Ridgway  Barker  :  It  has  been  my  practice  to  employ 
the  antepartun  douche,  and  I  have  yet  to  find  a  single  case  where 
there  was  not  sufficient  vaginal  mucus  to  facilitate  labor. 

With  reference  to  the  perinaeum,  I  agree  that  where  the  vulvar  ori- 
fice is  too  small  to  permit  the  passage  of  the  head  something  must  give 
way,  and  the  perinseum  being  the  weakest  point,  rupture  occurs  there. 
I  believe  that  the  method  of  protecting  the  perinaeum  that  he  sug- 
gests— that  is,  bringing  down  the  rectum — is  a  good  one,  and  perhaps 
the  best. 

With  reference  to  ergot,  I  think  that  it  has  no  place  during  any 
stage  of  labor,  although  it  fills  a  useful  place  after  the  completion  of 
the  third  stage.  The  objection  to  its  administration  before  this  pe- . 
riod  was  forcibly  brought  to  my  notice  in  a  case  where  I  was  called 
to  help  deliver  the  placenta.  I  found  an  hourglass  contraction  of 
the  uterus,  through  which  it  was  almost  impossible  to  pass  the  hand 
to  reach  the  afterbirth.  This  was  undoubtedly  due  to  the  giving  of 
a  teaspoonful  of  the  fluid  extract  of  ergot,  which  was  ordered  the 
woman  with  the  idea  of  assisting  in  the  expulsion  of  the  placenta. 

With  reference  to  anaesthetics,  I  consider  them  of  great  advantage 
in  saving  strength  and  relieving  pain.    I  think  that  the  patient,  how- 
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ever,  should  be  allowed  to  decide  for  herself  whether  or  not  she  will 
have  them. 

As  regards  suture  material,  I  decidedly  prefer  black  silk.  Its  ad- 
vantages are  the  ease  with  which  it  is  tied,  the  firmness  of  the  knot, 
and  the  readiness  with  which  it  is  seen  and  removed. 

Dr.  J.  M.  Baldy  :  I  am  in  accord  with  what  Dr.  Boyd  has  said, 
not  only  in  the  point  of  view  of  the  injury  done  to  the  pelvis  by 
laceration  of  the  pelvic  floor,  but  for  the  further  important  one,  which 
is  not  always  dwelt  upon, — that  is,  the  chance  of  sepsis  where  there  is 
an  open  wound  in  the  genital  tract.  I  can  not,  however,  understand 
his  objections  to  silkworm  gut.  The  only  vital  point  is  the  ease  of 
sterilization.  While  silk  is  more  easily  sterilized  than  catgut,  the 
silkworm  gut  is  even  more  readily  sterilized.  The  other  points  are 
only  of  secondary  importance.  I  can  not  understand  how  the  sutures 
will  interfere  with  catheterization.  As  a  matter  of  fact,  catheteriza- 
tion should  be  rarely  carried  out  after  operative  procedures. 

With  regard  to  the  ends  of  the  suture  sticking  the  patient,  I  use 
silkworm  gut  in  plastic  surgery,  and  have  always  been  in  the  habit  of 
shotting  the  ends  and  cutting  the  gut  off  close.  There  are  then  no 
ends  to  project,  and  the  shot  are  easily  found  and  removed.  It  is 
not  so  easy  to  pick  up  a  silk  knot  as  it  is  to  talk  about  it.  The  im- 
portant point  is  the  ease  with  which  the  suture  material  can  be  pre- 
pared. And  silkworm  gut  can  be  more  readily  prepared  than  any 
other  suture  material,  with  the  possible  exception  of  silver  wire. 

Dr.  Charles  P.  Noble  :  I  rise  more  particularly  to  say  a  word 
in  regard  to  the  suture  material.  I  think  that  silkworm  gut  is  a  nui- 
sance in  the  perinaeum,  and  shot  are  more  of  a  nuisance.  I  recently 
had  a  case  come  to  my  office  where  quite  a  formidable  operation  was 
required  to  remove  two  sutures  which  had  been  introduced  by  an  ad- 
vocate of  silkworm  gut.  It  is  said  that  it  is  easy  to  find  these  shot. 
In  this  case  the  gentleman  himself  took  out  the  sutures,  and  yet  he 
overlooked  two  of  them,  and  made  an  invalid  of  the  woman  for  nearly 
a  year.  The  shot  were  buried  in  the  mucous  membrane,  so  that  an 
incision  was  required  to  reach  them.  Some  years  ago  I  used  shot 
myself,  and  I  can  speak  from  experience  when  I  say  that  it  leaves  an 
ulcer,  which  has  to  heal  by  granulation.  I  have  not  used  shot  for  a 
long  while,  and  am  satisfied  that  I  can  get  along  without  them.  I 
agree  with  the  author  of  the  paper,  that  silk  is  an  entirely  satisfactory 
suture  material  in  the  perinaeum.  It  is  easy  to  put  in,  it  is  easy  to 
tie,  and  easy  to  take  out.  I  therefore  think  that  it  is  the  best  of  su- 
ture materials  for  the  perinoeum. 
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Dr.  J.  M.  Fisher  :  I  wish  to  indorse  what  has  been  said  with 
reference  to  shot  being  buried  in  the  tissues.  In  the  past  three 
months  I  have  had  three  patients  come  to  the  clinic  of  the  Jefferson 
Hospital,  who  had  been  operated  on  by  one  of  our  most  experienced 
operators.  These  patients  had  silkworm  gut  sutures  with  shot  left  in 
which  had  to  be  removed. 

Dr.  A.  B.  Hirsh  :  There  is  no  question  that  if  very  fine  silk  be 
used,  it  will  be  absorbed  in  the  tissues  of  the  perinaeum  just  as  readily 
as  in  intra-abdominal  work.  I  have  the  authority  of  Saenger  for  the 
use  of  fine  silk  in  perineal  work  to  the  exclusion  of  catgut  and  silk- 
worm gut,  and  he  obtains  ideal  results.  He  insists  that  the  finest  silk 
will  be  absorbed,  and  his  large  experience  warrants  us  in  respecting 
such  an  opinion. 

Dr.  M.  Price  :  With  regard  to  the  suture  material.  In  the  first 
place,  silk  does  not  answer  the  purpose  of  a  suture  after  the  third  or 
fourth  day.  It  is  a  material  that  will  absorb  all  the  dirt  and  filth  and 
carry  it  along.  It  will  cause  abscesses  in  the  perinseum,  and  probably, 
as  Dr.  Boyd  has  said,  ten  per  cent,  are  failures  from  abscess  from  silk 
infected  after  introduction.  Silkworm  gut  is  absolutely  non-irritating, 
and  almost  as  soft  as  silk,  if  it  is  properly  prepared.  It  splints  the 
tissues,  and  will  keep  them  in  position  any  length  of  time.  Those 
who  have  used  silkworm  gut  and  shot  in  such  a  manner  that  a  surgical 
operation  is  required  for  its  removal  do  not  know  how  to  use  it.  I 
have  never  seen  a  failure  in  a  primary  or  secondary  operation  that 
was  operated  on  by  myself.  I  defy  any  man  to  produce  a  case  that  I 
have  operated  on  that  was  a  failure  if  I  saw  the  case  at  the  time  of 
labor.  The  greater  number  of  accidents  occur  in  those  cases  where 
delivery  takes  place  before  the  arrival  of  the  physician.  I  have  one 
case  in  which  a  tear  extended  an  inch  and  a  half  up  the  bowel,  where 
a  young  woman  was  attended  by  her  mother.  If  you  keep  your  fin- 
gers off  the  perinaeum,  and  when  the  head  has  reached  the  perinaeum 
urge  the  patient  to  breathe  quickly  and  rapidly,  I  think  that  the  head 
will  pass  without  injury  to  the  perinaeum  if  it  is  possible  for  it  to  do 
so  at  all. 

When  these  gentlemen  come  and  say  that  they  have  all  these  cases, 
coming  from  the  hands  of  reputable  surgeons  where  shot  have  been 
buried  so  deeply  as  to  require  a  surgical  operation  for  its  removal,  I 
must  say  that  I  doubt  it. 

Dr.  J.  M.  Baldy  :  I  wish  to  speak  of  a  few  inaccuracies  that  have 
arisen.  If  any  one  ties  the  suture  too  tight,  it  will  cut.  If  the  shot 
sinks,  it  is  because  the  suture  is  too  tight.    It  is  not  the  fault  of  the 
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material  or  of  the  shot,  but  of  the  operator.  I  do  not  say  that  this 
has  not  happened  to  me,  but  if  I  make  this  mistake  with  silkworm 
gut,  I  should  make  it  all  the  more  with  silk.  As  Dr.  Price  has  said, 
silk  will  carry  sepsis  by  capillary  attraction  into  the  deeper  tissues. 
The  failure  in  ten  per  cent,  of  the  cases  reflects  very  seriously  on  the 
hospital  antisepsis  or  on  the  suture  material.  I  have  never  in  my  ex- 
perience seen  a  case,  whether  with  the  primary  or  secondary  opera- 
tion, where  union  was  not  secured.  Silk  will  cut  as  well  as  silkworm 
gut  if  it  is  tied  too  tight ;  it  is  hard  to  render  aseptic,  and  it  is  liable 
to  carry  sepsis  into  the  deeper  parts  and  cause  abscess. 

Dr.  J.  M.  Fisher  :  I  recall  another  case  in  which  quite  an  exten- 
sive operation  was  required  to  remove  a  shotted  suture.  The  suture 
had  been  introduced  by  one  whom  you  would  all  admit  was  a  gentle- 
man of  large  experience  in  this  line  of  work. 

Dr.  George  M.  Boyd  :  I  stated  in  the  paper  that  there  had  been 
one  hundred  and  seventeen  cases  of  injury,  and  that  one  hundred  and 
seven  of  these  had  been  repaired  with  a  good  result,  and  that  ten 
showed  an  imperfect  result, — I  did  not  say  ten  per  cent,  of  failures. 

It  seems  to  me  that  there  should  not  be  a  great  difference  between 
Chinese  silk  and  silkworm  gut.  They  are  practically  the  same  mate- 
rial, and  if  the  Chinese  silk  is  sterlized,  and  the  parts  kept  clean,  there 
is  no  reason  why  it  should  not  be  as  good  a  suture  as  silkworm  gut. 
The  reason  I  gave  up  the  use  of  silkworm  gut  was  that  I  always  tied 
the  suture,  and  the  patient  complained  of  the  ends  sticking.  It  is  im- 
possible to  make  it  as  pliable  and  as  soft  as  Chinese  silk. 

Abstract  of  a  paper  entitled 
TWO  SYMPHYSEOTOMIES  AND  AN  INDUCED  LABOR. 
By  Daniel  Longaker,  M.  D.,  Philadelphia. 

Case  I.  Labor  induced  at  the  Thirty-second  to  Thirty-fourth  Week. — 
Early  in  January,  1892,  twenty-eight  years  old,  a  native  of  Saxony. 
Pregnant  the  third  time.  Both  children  had  been  born  dead,  the  first 
after  a  greatly  protracted  and  severe  labor. 

The  second  child  not  so  large,  was  also  delivered  by  forceps,  and 
did  not  live. 

Inspection  and  palpation  disclosed  a  development  corresponding 
to  the  eighteenth  week  of  gestation.  Life  had  been  felt  within  a  few 
days.  These  measurements  were  taken  :  C.  V.  7.5  (estimated) ;  CD. 
9.5;  D.  B.  18.    Interspinal  25.5;  intercostal  26.5.    {Two  centimetres 
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were  deducted  from  the  diagonal  conjugate  because  of  the  unusual  depth 
and  angle  of  inclination  of  the  symphysis.  The  estimate  in  her  subse- 
quent pregnancy  was  C.  V.  7.) 

She  was  advised  to  have  labor  induced  six  or  eight  weeks  before 
full  time,  and  was  requested  to  report  again  about  the  middle  of 
March.  At  this  time  her  general  condition  had  improved,  and  near 
the  end  of  the  month  an  examination  yielded  the  following  data  :  The 
head  was  found  at  the  pelvic  inlet  ;  the  heart  to  the  left  of  the  um- 
bilicus, 132  per  minute.  It  was  not  possible  to  press  the  head  into 
the  pelvis.  On  March  30th,  at  the  patient's  own  home,  under  aseptic 
and  antiseptic  precautions,  a  bougie  was  introduced  into  the  uterus. 
At  the  end  of  twelve  hours,  although  there  was  little  or  no  dilatation, 
there  were  pains  and  the  bougie  was  removed.  As  no  progress  had 
been  made  at  the  end  of  twenty-four  hours  more,  it  was  reintroduced. 
Again  pains  began,  but  another  day  passed  and  little  or  no  dilatation 
of  the  os  was  accomplished,  and  a  second  bougie  was  introduced. 
These  remained  twenty-four  hours,  and  at  the  end  of  this  time  it  was 
possible  to  pass  a  small  Barnes'  dilator  into  the  os  uteri,  later  the 
medium,  and  finally  the  large  size.  During  this  time  frequent  irriga- 
tion with  hot  water  and  bichloride  1-4,000  was  used,  the  latter  being 
preceded  and  followed  by  hot  water. 

At  the  end  of  six  full  days,  there  was  complete  dilatation  of  the 
os;  membranes  intact;  the  head  at  the  pelvic  inlet,  but  not  fixed 
there.  The  pains  for  some  time  continued  strongly  expulsive  without 
any  engagement  of  the  head.  After  a  few  hours  they  were  less  strong, 
and,  although  the  patient  was  otherwise  in  good  condition,  it  was 
quite  clear  the  time  for  aid  had  come.  The  cervix  was  well  retracted, 
and  the  membranes  came  down  to  and  distended  the  vulva.  Foetal 
movements  were  frequent  and  strong.  Because  of  the  high,  unfixed 
head,  1  decided  to  make  bipolar  version.  In  this  I  had  the  assistance 
of  Dr.  Horn.  Turning  was  easy  by  the  two-finger  method,  the  breech 
being  depressed,  while  the  head  was  pushed  upward  by  my  assistant. 
The  left  leg  only  was  withdrawn, — it  came  to  the  sacrum.  The  ex- 
pulsion was  left  to  the  maternal  efforts  for  fifteen  minutes,  and  the 
breech  was  on  the  floor  of  the  pelvis  by  this  time.  A  loop  of  cord 
was  now  found  over  the  child's  perinseum,  and  during  the  pains  its 
pulsation  was  partly  interrupted.  Therefore  extraction  was  quickly 
completed,  my  assistant  making  efficient  suprapubic  pressure,  while  I 
made  moderate  traction,  and  when  the  contracted  brim  had  been 
passed,  flexion  of  the  head  by  the  finger  on  the  chin  and  in  the  mouth. 

The  child,  a  male,  weighed  about  five  and  a  half  pounds.  It 
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made  automatic  respiratory  movements  after  the  lapse  of  five  minutes, 
and  in  fifteen  minutes  it  was  breathing  fairly.  Its  cry  was  not  strong. 
It  was  quickly  dressed  and  placed  in  a  baby's  bath,  surrounded  by 
hot-water  bottles. 

A  slight  haemorrhage  followed  the  placental  expression,  but  it 
yielded  to  compression  and  a  hot  intra-uterine  injection.  No  ergot 
was  used.  Convalescence  was  afebrile,  and  the  patient  took  a  walk 
of  several  squares  on  the  fourteenth  day.  The  infant  died  at  the  end 
of  four  hours.  Its  death  was  hastened,  though  not  due  to  a  slight 
haemorrhage  from  an  insecurely  ligated  cord. 

The  head  had  the  following  measurements :  Bitemporal  diameter 
2%  inches;  biparietal  3  inches  ;  occipito-frontal  33/4  inches;  occipito- 
mental 4  inches. 

The  same  patient  consulted  me  again,  March  25,  1893.  From  the 
date  of  the  last  menstruation,  as  well  as  from  the  examination,  she  was 
within  a  month  of  time.  At  this  time,  I  estimated  the  true  conjugate 
at  two  and  three-quarters  inches  {seven  centimetres),  and  not  three  inches, 
as  before. 

The  foetus  was  lying  obliquely  in  the  cavity  of  the  uterus,  and  it 
was  not  possible  to  hear  the  fcetal  heart  sounds.  The  fcetal  move- 
ments were  strong.  She  was  advised  to  go  to  term,  and  to  have  a 
symphyseotomy.  It  is  of  interest  to  note  that  the  woman  was  op- 
posed to  the  premature  interruption  of  pregnancy.  Rather  than  this, 
with  the  risk  of  losing  another  child,  she  would  have  a  Csesarean  sec- 
tion. Her  urine  contained  a  trace  of  albumin,  but  repeated  micro- 
scopical examination  revealed  no  casts.  1  was  called  to  attend  her 
in  labor,  April  22d,  early  in  the  afternoon.  She  was  having  frequent 
dilating  pains  ;  the  membranes  intact  ;  os  almost  dilated ;  foetus 
transverse  with  a  shoulder  at  the  brim. 

At  the  outset  all  preparations  were  made  for  symphyseotomy,  and 
an  aseptic  delivery.  Cephalic  version  was  readily  made,  the  mem- 
branes were  ruptured,  but  it  was  evident  at  once  that  delivery  by  for- 
ceps was  out  of  the  question.  The  os  was  fully  dilated  ;  the  head  as- 
sumed a  position  at  the  brim  between  flexion  and  extension,  according 
to  the  mechanism  peculiar  to  the  flat  pelvis.  There  was  a  decided 
projection  over  the  symphysis.  Access  to  the  post-pubic  space  was 
gained  by  a  four-  or  five-centimetre  incision,  the  lower  end  reaching 
down  to  the  upper  border  of  the  symphysis.  The  joint  was  divided 
by  a  curved  Galbiati  falcetta,  cutting  from  above  downward  and  from 
behind  forward,  while  the  urethra  was  held  downward  and  to  the 
right  side  by  a  steel  sound. 
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The  divided  bones  at  once  separated,  the  separation  finally  reach- 
ing five  or  six  centimetres  ;  the  head  promptly  descended  to  the  floor 
of  the  pelvis,  where  it  was  grasped  by  Simpson's  forceps  and  the  de- 
livery completed  by  very  slight  traction.  Pressure  on  the  handles 
was  avoided,  because  the  head  was  held  with  one  blade  over  the  face, 
the  other  over  the  occiput.  The  head  had  descended  in  the  non- 
flexed  position  in  which  it  had  engaged,  as  just  stated. 

After  placental  expression  the  uterus  was  flushed  with  hot  water 
and  the  gauze  packing  removed  from  the  wound.  Free  bleed- 
ing embarrassed  us  for  some  time  ;  very  hot  water  would  not  arrest 
it.  It  was  finally  found  that  simple  apposition  of  the  divided  bones 
caused  a  cessation  of  the  haemorrhage.  The  wound  was  then  closed 
with  some  misgivings.  Iodoform  gauze  and  absorbent  cotton,  with 
three  two-inch  adhesive  straps  encircling  the  pelvis,  and  a  stout  un- 
bleached muslin  bandage,  secured  by  safety-pins  and  absorbent  cotton 
to  the  vulva,  completed  the  dressing.  The  patient  was  put  to  bed 
with  a  normal  temperature  and  pulse  of  ninety-six.  The  duration  of 
labor  had  been  ten  hours. 

The  child  was  a  boy,  weight  seven  pounds.  Biparietal  diameter 
three  inches  and  a  half  (nine  centimetres).  It  was  vigorous,  and  con- 
tinued to  thrive  in  spite  of  a  supply  of  maternal  milk  for  some  time 
deficient  in  amount.  Her  temperature  was  98.40  F.  on  the  28th  of 
April;  the  seventh  day  of  the  puerperium  it  was  1010,  and  this  was 
the  only  time  she  had  afebrile  temperature.  The  sutures  were  re- 
moved on  the  29th  of  April.  The  wound  had  healed.  Urine  was 
voided  into  a  bedpan  ;  the  catheter  was  not  used.  Her  appetite  was 
good,  and  she  was  put  on  a  liberal  diet.  The  recumbent  position  in 
bed  was  maintained  for  four  weeks,  although  the  last  was  under  pro- 
test, and  she  slipped  out  several  times,  contrary  to  orders.  After  this 
she  attended  to  her  household  duties  as  usual,  besides  taking  entire 
care  of  her  child.  There  was  not  the  slightest  disability.  She  was 
soon  in  better  health  than  ever  before. 

Case  II. — Height  is  fifty-seven  inches,  .rather  stout,  a  decided 
brunette,  German,  aged  thirty.  She  was  in  labor  with  her  fifth  child. 
I  was  requested  to  perform  craniotomy.  She  has  a  parturient  history 
as  follows  :  The  first  child,  a  girl,  was  delivered  by  craniotomy ;  the 
second,  a  boy,  now  six  years  old,  by  a  difficult  forceps  operation  ;  the 
third,  a  girl,  now  four  years  old,  in  the  same  way  ;  the  fourth,  a  boy, 
by  version,  had  his  neck  broken  in  extracting  the  head. 

In  the  present  labor  the  membranes  ruptured  early,  nineteen  hours 
before  I  saw  the  case  ;  and  four  hours  before  this  the  patient  had  been 
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etherized  and  delivery  attempted  by  forceps.  At  first  they  slipped 
off,  but  finally  held  ;  yet,  in  spite  of  strong  traction  efforts,  no  ad- 
vancement was  made,  and  the  attempt  to  deliver  by  this  plan  was 
definitely  abandoned.  The  woman  was  extremely  nervous  and  hy- 
peraesthetic,  shrieking  on  the  merest  touch.  Otherwise  her  condition 
was  fair.  Os  dilatable,  but  undilated,  and  in  advance  of  the  head, 
which  was  entirely  above  the  brim,  molded  ;  dorsum  to  left  ;  heart 
tones  distinct,  regular,  and  unintermittent  to  the  left  of  and  a  little 
below  the  umbilicus.  Abdominal  palpation  confirmed  the  existence 
of  insuperable  disproportion  between  the  head  and  pelvis  ;  but,  as 
the  child  was  unmistakably  alive,  I  objected  to  craniotomy.  It  was 
at  once  agreed  that  symphyseotomy  be  done  instead. 

The  measurements  of  the  pelvis,  taken  before  the  operation,  were 
as  follows:  7.5,  9.5,  17,  24,  26  centimetres.  The  symphysis  is  deep 
and  the  conjugato-symphseal  angle  acute.  For  this  reason  two  centi- 
metres are  deducted  from  the  diagonal  conjugate  for  the  true.  The 
technique  of  the  operation  was  the  same  as  that  of  the  first.  It  re- 
quired less  than  five  minutes  to  divide  the  symphysis.  When  the 
pubic  bones  spread  asunder  a  profuse  haemorrhage  occurred.  This 
was  permanently  arrested  by  gauze  packing. 

The  head  rapidly  descended  to  the  floor  of  the  pelvis  in  the  posi- 
tion it  had  occupied  at  the  brim,  the  sagittal  suture  approximately 
parallel  with  the  transverse  diameter  of  the  pelvis.  The  pubic  bones 
parted  six  centimetres. 

Ether  was  partly  withdrawn  in  the  hope  that  the  natural  forces 
would  complete  the  expulsion,  but  as  the  foetal  heart  became  inaudi- 
ble, the  delivery  was  completed  by  forceps  without  loss  of  time.  The 
child  was  deeply  asphyxiated,  but  the  heart  was  beating  slowly.  It 
was  resuscitated  by  Dr.  Gibb.  The  placenta  was  expressed,  the  uterus 
irrigated,  the  gauze  removed  from  the  wound,  which  was  irrigated  by 
plain  boiled  water,  and  the  pubic  bones  brought  together.  The  finger 
was  passed  down  behind  the  pubis  to  make  sure  that  the  soft  parts 
were  not  protruding  between  the  divided  bones.  The  post-pubic 
space  was  again  irrigated,  and  the  wound  closed  by  interrupted  silk 
sutures.  Iodoform  gauze  and  absorbent  cotton  and  three  two-inch 
adhesive  straps  completed  the  dressing.  From  the  commencement  of 
the  anaesthesia  to  the  delivery  of  the  child  was  just  one  hour.  The 
patient's  pulse  when  put  to  bed  was  108. 

The  child  was  a  girl  weighing  ten  pounds  and  a  half.  Head 
measurements  : 
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Centimetres. 


Inches. 


Bitemporal  

Kiparietal  

Occipitomental  

Suboccipito  bregmatic 


7 
9 
14 
9 

10 


(2J) 
(34) 


Fronto-mental . . 
Occipito-frontal 


The  very  long  fronto-mental  diameter,  due  to  the  flattening  of  the 
head,  is  worthy  of  note. 

The  child  had  two  bad  wounds  from  the  original  forceps  opera- 
tion, one  on  the  right  side  of  the  forehead,  the  other  on  the  left  side 
of  the  neck,  below  the  mastoid,  and  extending  forward  toward  the 
angle  of  the  jaw.  In  a  week  the  sloughs  separated,  and  the  pericra- 
nium and  bone,  as  well  as  the  muscles  of  the  neck,  were  exposed. 

Subsequently  a  pustular  eruption  covered  the  head  and  upper  part 
of  the  body,  the  child  developed  bronchitis,  and  died  with  wounds 
unhealed  just  four  weeks  after  birth. 

The  woman  was  sitting  up  in  four  weeks. 

The  patient  was  examined  at  the  end  of  seven  weeks.  She 
walked  without  pain  or  any  difficulty.  While  standing  and  swaying 
from  foot  to  foot  there  was  no  appreciable  motion  in  the  pubic  bones 
backward  or  forward.  Upward  and  downward  there  was  about  half 
a  centimetre.  Lying  down  and  swinging  the  legs  and  thighs,  the  up 
and  down  motion  was  one  centimetre,  while  backward  and  forward  no 
movement  was  perceptible. 

The  sole,  serious  complication  in  this  case  was  a  bedsore,  and  this 
resulted  from  inefficient  nursing.  The  primary  rise  of  temperature 
was  slight  and  due  to  the  traumatism  inflicted  by  the  original  forceps 
operation.  No  trouble  was  caused  by  the  symphyseal  wound.  The 
child's  death  can  not  in  any  way  be  attributed  to  the  symphyseotomy, 
which  must  be  considered  a  complete  success. 

The  second  symphyseotomy  belongs  to  the  class  of  unfavorable 
cases  which  contributes  most  of  the  failures  in  this  operation  as  well 
as  in  Csesarean  section.  Emergency  operations,  undertaken  after 
labor  has  been  inaugurated  many  hours,  the  waters  drained  away  a 
long  time,  the  uterus  perhaps  in  tetanic  contraction  with  cervix  bruised 
and  lacerated  by  ineffectual  efforts  at  forceps  delivery  or  version,  cer- 
tainly form  a  distinct  group  which  ought  to  be  kept  separate  in  any 
statistical  computation. 

Induced  Premature  Labor. — The  repeated  introduction  of  the 
bougie  into  the  uterus,  sometimes  necessary,  can  not  be  regarded  as 
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a  procedure  entirely  devoid  of  risk.  As  a  matter  of  fact  there  are 
accidents  and  deaths  directly  attributable  to  this  operation.  The 
weight  of  this  as  an  argument  against  it  is  only  fully  apparent  when 
it  is  remembered  that  such  cases  are,  as  a  rule,  in  good  condition  and 
in  the  hands  of  obstetric  surgeons.  Grant  these  conditions  in  sym- 
physeotomy, and  I  believe  the  maternal  mortality  will  not  be  any 
higher.  Bearing  in  mind  the  relatively  large  number  of  children  that 
perish  during  or  soon  after  delivery,  premature  labor  can  be  looked 
upon  with  but  little  more  favor  than  craniotomy.  No  doubt  many 
infants  born  six  to  eight  weeks  prematurely,  survive  and  grow  up  to 
maturity,  but  I  believe  an  equally  large  number  do  not.  When  they 
are  compelled  to  pass  through  a  three-inch  (7.5  centimetres)  pelvis, 
the  risk  of  immediately  fatal  injury  is  considerable.  While  we  are 
not  in  a  position  to  declare  against  the  operation  unqualifiedly  at 
present,  it  seems  to  me  the  considerations  just  presented  compel  a 
great  restriction  of  its  application.  It  might  be  resorted  to  where 
a  foetus,  above  the  normal  in  size,  encounters  a  slight  contraction 
a  few  weeks  before  term.  If  the  opportunity  is  lost,  there  remains 
only  symphyseotomy  so  long  as  the  child  is  alive.  Below  three  and 
one  quarter  inches  (8.2  centimetres)  we  ought  to  rely  on  this  as  the 
deliberate  choice.  Unless  the  full-term,  child  be  very  much  under 
size  in  its  cephalic  diameters,  this  degree  of  flattening  will  offer  an 
obstruction  otherwise  insuperable  or  to  be  overcome  only  at  some 
risk  of  serious  if  not  fatal  compression  of  the  child's  head  and  at  some 
risk  to  the  mother.  The  suggestion  has  been  made  to  increase  the 
range  of  symphyseotomy  by  inducing  labor  prematurely.  I  believe 
this  unwise,  since  a  conjugate  narrowed  to  two  and  one  half  inches 
or  near  that  point  is,  as  a  rule,  found  only  in  a  pelvis  generally  con- 
tracted. All  the  objections  made  against  premature  labor  remain. 
My  own  personal  decision  would  be  not  to  employ  symphyseotomy 
when  the  conjugate  is  below  two  and  three  quarters  inches  (6.7  centi- 
metres), but  to  regard  the  case  as  one  demanding  delivery  by  Csesarean 
section  under  the  absolute  indication. 

Discussion. 

Dr.  Horace  Fox  :  Symphyseotomy  is  an  excellent  operation  if  it 
is  confined  within  its  proper  field.  Where  we  have  a  sacro-pubic 
diameter  between  two  and  three  quarters  inches  and  three  and  three 
quarters  inches,  and  the  woman  is  in  active  labor,  it  may  be  of  great 
benefit,  but  where  a  case,  such  as  has  just  been  mentioned,  is  exam- 
ined prior  to  labor,  I  see  no  reason  why  the  induction  of  premature 
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labor  does  not  offer  less  risk  to  the  mother  and  child.  We  have  heard 
a  great  deal  about  the  statistics  of  symphyseotomy  and  those  of  pre- 
mature labor.  In  symphyseotomy  they  take  only  its  later  statistics  ; 
but  in  premature  labor  they  go  back  to  the  period  of  its  first  perform- 
ance, and  then  compare  the  results  ;  surely,  such  a  way  is  not  just  to 
premature  labor.  The  dangers  resulting  from  premature  labor  are 
not  fifty  per  cent,  as  great  as  they  are  from  symphyseotomy,  if  the 
premature  labor  is  induced  in  that  month  in  which  the  diameter  of 
the  fcetal  presenting  part  is  equal  to  ftr  slightly  less  than  the  contracted 
maternal  pelvic  diameter.  In  Dr.  Longaker's  case  he  induced  prema- 
ture labor  only  six  weeks  before  the  full  two  hundred  and  eighty  days 
of  pregnancy,  and  when  the  sacro-pubic  diameter  was  less  than  three 
inches,  and  the  biparietal  diameter  of  the  fcetal  head  measured  three 
and  three  sixteenths  inches.  Such  reckoning  is  hardly  compatible, 
and  the  death  of  the  infant  should  not  be  placed  against  the  statistics 
of  premature  labor,  but  upon  those  culpable.  If  the  premature  labor 
had  been  brought  on  in  that  month  when  the  biparietal  diameter  was 
equal  to  the  sacro-pubic  diameter,  there  might  have  been  an  excellent 
chance  of  the  mother  delivering  herself  of  a  living  infant. 

Again,  it  is  said  that  when  a  child  is  born  after  the  induction  of 
premature  labor,  and  which  dies  within  a  year  after  its  birth,  the  re- 
sult is  to  be  charged  to  the  premature  birth.  Why  should  the  ob- 
stetrician be  held  responsible  for  the  shortcomings  of  those  persons 
who  have  charge  of  the  child  after  its  birth  ?  Why  should  he  be  held 
responsible  for  all  the  diseases  which  the  child  is  liable  to  contract, 
and  for  those  hereditary  and  congenital  diseases  with  which  it  is  liable 
to  be  suffering  from  ?  Such  is  preposterous.  When  compiling  statis- 
tics, there  should  be  more  correctness  and  justice. 

I  can  not  comprehend  how  any  physician  can  either  compare  the 
excellent  results  of  premature  labor  as  regards  both  mother  and  child, 
or  the  dangers  to  mother  and  child  from  such  an  operation,  to  the 
hazardous,  imprecise,  and  superficial  operation  of  symphyseotomy. 
The  chief  danger  in  premature  labor  is  the  liability  of  infection,  but 
the  physician  is  the  culpable  party,  and  not  the  operation. 

Dr.  Charles  P.  Noble  :  I  was  much  interested  in  Dr.  Longaker's 
paper.  Perhaps  my  interest  was  somewhat  excited,  because  he  looks 
at  the  matter  much  as  I  do.  With  reference  to  symphyseotomy  versus 
premature  labor,  I  am  interested  because  I  was  the  first  person  to  de- 
liberately elect  symphyseotomy  over  premature  labor.  Statistics  show 
that  the  maternal  mortality  after  symphyseotomy  is  no  greater  than 
after  premature  labor,  and  the  prospects  of  the  child  are  much  better 
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at  full  term  than  at  any  other.  On  these  grounds  it  seemed  rational 
to  select  symphyseotomy.  I  reported  the  case  about  a  year  ago.  I 
had  previously  delivered  this  woman  by  induced  labor.  I  have  since 
reporting  the  case  again  delivered  this  woman  by  symphyseotomy. 
She  has  made  an  uncomplicated  recovery.  It  is  difficult  to  estimate 
the  relative  mortality  of  premature  labor  and  symphyseotomy.  In 
good  hands  the  risk  is  not  very  great  for  either  operation.  It  seems 
to  me  that  one  per  cent.,  in  cases  where  the  conditions  are  as  they 
should  be,  should  cover  the  maternal  deaths  either  from  induced  labor 
or  symphyseotomy,  and,  as  I  think  that  there  is  a  prospect  of  saving 
about  sixty  per  cent,  more  children  by  symphyseotomy,  I  shall  give 
that  method  the  preference. 

With  regard  to  technique,  I  should  like  to  speak  of  two  points.  I 
agree  with  Dr.  Longaker,  that  it  is  wise  to  begin  the  incision  from 
above.  It  was  at  my  suggestion  that  he  selected  this  method.  I  think 
trrat  it  is  a  decided  advantage  to  begin  above  where  you  can  strike  the 
joint.  In  one  case  where  I  began  below  the  joint  was  calcareous  or  I 
got  to  one  side,  for  I  had  considerable  difficulty  in  getting  through. 

Dr.  Longaker's  case  bled  a  great  deal,  and  my  second  case  bled  a 
great  deal,  so  at  my  second  symphyseotomy  I  made  a  silkworm-gut 
drain.  This  was  removed  in  four  or  five  days.  I  am  satisfied  that 
this  will  favor  prompt  union.  This  method  is  used  with  advantage  by 
Dr.  Edebohls  in  Alexander's  operation.  The  silkworm  gut  furnishes 
a  satisfactory  drain,  where  you  expect  simply  serous  oozing.  I  would 
recommend  that  the  drain  be  used  in  cases  where  considerable  oozing 
is  expected,  or  in  emergency  cases,  where  you  are  not  quite  sure  of 
your  asepsis. 

In  connection  with  Dr.  Longaker's  last  case  I  will  report  my  last 
case  which  belongs  to  the  same  class.  I  did  a  symphyseotomy  on 
Tuesday  night,  and  while  the  symphyseotomy  is  doing  very  well,  and 
while  the  woman  is  doing  very  well,  it  is  by  no  means  clearly  certain 
that  she  is  going  to  recover.  If  she  dies,  it  will  be  from  sepsis  in  the 
uterus.  I  can  not  say  that  I  feel  entirely  satisfied  with  my  own  course 
in  that  case.  I  was  called  in  consultation  after  the  woman  had  been 
in  labor  over  a  day,  and  the  waters  had  been  drained  for  many  hours. 
The  child,  however,  was  still  alive.  The  presentation  was  of  the 
brow.  The  physician  had  already  had  the  forceps  on,  but  had  been 
unable  to  deliver.  He  asked  me  to  try  the  Tarnier  forceps.  I  found 
that  traction  made  no  impression.  As  the  woman  had  had  five  or  six 
children,  some  alive  and  some  dead,  and  as  the  veins  over  the  vulva 
were  enormously  distended,  I  felt  that  it  would  be  wise  to  avoid  sym- 
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physeotomy,  and  concluded  to  try  version.  Although  I  got  a  foot,  it 
was  impossible  to  do  version,  so  after  working  a  long  time  I  had  to 
put  the  foot  back  and  do  symphyseotomy.  What  the  outcome  will  be 
I  can  not  say. 

Dr.  Richard  C.  Norris  :  The  question  of  version  versus  sym- 
physeotomy, with  a  conjugate  diameter  of  seven  to  eight  centimetres, 
is  an  interesting  one.  I  recall  five  cases  which  were  brought  to  my 
notice  in  the  past  year.  In  one  I  utilized  the  operation  of  symphyse- 
otomy, and,  after  a  prolonged  forceps  operation,  delivered  a  dead 
baby.  In  the  other  four  cases  I  did  version.  In  the  first  two  cases 
the  children  were  delivered  alive,  and  in  the  last  two  they  died  within 
a  few  days.  The  last  case  occurred  at  the  Preston  Retreat  a  week 
ago.  The  first  child  had  been  delivered  by  craniotomy.  The  second 
child  was  delivered  dead  after  a  difficult  forceps  operation.  The  third 
child  was  born  alive  at  seven  or  seven  and  a  half  months  after  a  fall 
downstairs.  She  came  to  the  Retreat  in  her  fourth  pregnancy.  I 
examined  her  and  found  that  she  was  three  weeks  over  time.  I  at 
once  made  a  careful  estimation  of  the  pelvis  and  found  the  conjugate 
a  little  over  eight  centimetres.  It  was  a  question  to  decide  what 
should  be  done.  I  thought  it  best  to  bring  on  labor  at  all  events. 
After  waiting  a  while  and  no  engagement  taking  place,  with  vigorous 
contractions,  I  concluded  that  either  symphyseotomy  or  version 
should  be  done.  Acting  on  my  previous  experience,  I  concluded  to 
try  version.  She  was  anaesthetized,  and,  failing  to  readily  grasp  the 
anterior  foot,  I  caught  the  posterior  foot  and  turned.  The  child  came 
down  in  a  posterior  position  of  the  sacrum.  During  the  birth  of  the 
body  I  decided  to  secure  its  anterior  rotation  if  possible,  and  thus 
favor  an  anterior  position  of  the  occiput.  I  wish  to  lay  some  stress 
upon  the  statement  that  under  similar  circumstances  this  is  a  manoeuvre 
I  would  hesitate  to  employ,  believing  it  better  to  leave  the  case  alone 
until  the  head  had  passed  the  pelvic  inlet.  By  forcibly  rotating  the 
body  there  was  produced  a  nuchal  displacement  of  the  arm.  The  left 
arm  was  brought  down  without  difficulty,  but  the  right  arm  was  caught 
between  the  occiput  and  the  symphysis.  I  made  considerable  effort 
to  bring  down  the  arm  without  avail,  and,  as  the  child  gasped  con- 
vulsively and  the  cord  ceased  to  pulsate,  I  knew  that  rapid  delivery 
was  necessary,  and  that  it  was  justifiable  to  fracture  the  arm,  which  I 
did.  The  head  came  through,  but  required  considerable  traction  and 
suprapubic  pressure.  After  working  twenty  minutes  the  baby  revived, 
and  I  congratulated  myself  upon  having  again  demonstrated  the  utility 
and  safety  of  version  as  compared  with  symphyseotomy  with  a  conju- 
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gate  of  about  eight  centimetres.  The  biparietal  diameter  of  the  child's 
head  was  nine  and  three  fourths  centimetres  ;  its  weight  nine  pounds 
Three  days  later,  however,  the  child  developed  convulsions  from  the 
cerebral  injuries  it  had  received  and  died.  This  case  has  made  me 
give  considerable  thought  to  the  comparative  merits  of  symphyseotomy 
and  version.  With  a  diameter  of  eight  centimetres,  where  we  act  in 
the  interests  of  the  child,  symphyseotomy  must  be  chosen  ;  where  the 
child  may  be  sacrificed,  version  may  be  selected.  My  own  feeling  is 
that  we  should  endeavor  to  save  both.  With  a  child  of  average  size 
the  choice  of  version  certainly  jeopardizes  its  life. 

There  will  be  admitted  to  the  Retreat  in  July  a  case  with  a  diame- 
ter between  the  tuberosities  of  the  ischii  of  7.5  centimetres,  and  I  shall 
probably  do  symphyseotomy,  and  perhaps,  after  studying  the  size  of 
the  child,  induce  labor  two  to  four  weeks  before  full  term.  I  think  it 
worth  while  in  view  of  this  discussion  of  the  relative  merits  of  prema- 
ture labor  and  symphyseotomy  to  throw  out  these  hints  with  reference 
to  the  relative  merits  of  symphyseotomy  and  version  in  certain  forms 
of  contraction.  I  should  select  symphyseotomy  under  the  conditions 
named  as  the  method  most  likely  to  give  the  best  results  for  the  mother 
and  child. 

Dr.  M.  Price  :  There  are  two  or  three  points  to  which  I  should 
like  to  refer.  I  am  afraid  that  the  symphyseotomy  rage  has  assumed 
about  the  same  proportion  that  Cesarean  section  did  a  few  years  ago, 
when  a  woman  had  to  be  in  a  hurry  to  have  her  baby  quickly  born,  or 
Csesarean  section  or  some  other  operation  would  be  done.  Where 
will  we  put  those  cases  which  have  been  measured  and  arrangements 
for  symphyseotomy  made, — two  of  them,  one  in  my  practice  and  one 
in  Dr.  Leaman's  ?  In  my  case  I  had  to  use  the  forceps.  In  Dr.  Lea- 
man's  case  the  patient  was  delivered  before  he  could  reach  her.  a 
square  and  a  half  away;  weight  nine  and  a  fourth  pounds-  I  think 
that  there  are  too  many  symphyseotomies  done.  The  operation  has 
its  place,  and  in  the  hands  of  skilled  and  careful  obstetricians  will  un- 
questionably be  of  great  benefit  to  mother  and  chili 

Dr.  Noble  states  in  regard  to  his  last  case  that  if  the  patient  dies 
it  will  not  be  the  result  of  the  operation.  I  hold  that  if  we  do  an 
operation  for  the  relief  of  mother  or  child,  and  if  either  dies,  that  the 
operation  has  not  accomplished  what  we  intended, — the  saving  of  two 
lives. 

I  should  like  to  ask  why  Dr.  Noble  applied  the  forceps  in  that 
case  and  made  efforts  to  deliver  and  afterward  attempted  version  5 
This  is  something  I  can  not  understand. 
15 
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Dr.  G.  I.  McKelway  :  In  regard  to  the  method  of  inducing  pre- 
mature labor,  there  is  a  more  satisfactory  method  than  by  the  intro- 
duction of  a  bougie.  I  have  a  number  of  times  injected  glycerin 
between  the  membranes,  being  perfectly  sure  that  everything  was 
absolutely  sterile.  In  every  case  labor  has  come  on  within  three 
hours  ;  in  one  case  within  half  an  hour.  I  can  see  no  special  danger 
in  this  method,  especially  if  you  avoid  forcing  air  through  an  empty 
catheter  by  filling  the  catheter  before  introducing  it. 

Dr.  Barton  Cooke  Hirst:  I  wish  to  say  a  word  in  favor  of  the 
induction  of  premature  labor,  which  has  received  but  scant  justice  in 
the  discussion,  I  think.  I  speak  from  an  experience  of  more  than 
one  hundred  operations.  In  the  last  four  weeks  of  pregnancy  the 
infantile  death-rate  is  no  greater  than  it  is  at  full  term,  if  the  child's 
parents  can  give  it  good  nursing  and  attention.  As  for  the  mothers, 
I  have  not  myself  seen  a  single  maternal  death  following  the  induc- 
tion of  labor.  I  recall  a  report  from  a  French  maternity,  I  think  in 
Liege,  in  which  there  were  also  one  hundred  operations  and  more 
without  a  death.  Dr.  Noble's  comparison,  therefore,  of  the  mortality 
of  induced  labor  and  the  mortality  of  symphyseotomy  struck  me  as 
particularly  unfair  and  incorrect.  I  wish  I  could  think  that  I  could 
do  more  than  a  hundred  symphyseotomies  without  losing  a  single 
woman ;  but  I  doubt  my  ability  to  do  so.  Dr.  Longaker  also  refers 
to  the  induction  of  premature  labor  in  anything  but  complimentary 
terms,  but  he  tells  us  that  he  induced  labor  six  or  eight  weeks  before 
full  term,  which  explains  his  dislike  of  it.  I  never  induce  labor  be- 
fore the  last  four  weeks  of  gestation.  If  the  pelvis  is  so  small  that  in 
addition  to  premature  labor  some  other  operation  is  required,  it  is 
easier  to  perform  it  than  it  would  be  at  term.  I  desire  to  repeat  that 
if  premature  labor  is  induced  within  four  weeks  of  term  by  some  safe 
method  (the  injection  of  glycerin  not  being  entirely  safe  nor  always 
efficient),  the  mortality  of  the  mothers  will  be  nil,  and  the  mortality 
of  the  children  so  small  as  to  be  a  negligible  quantity. 

Dr.  Charles  P.  Noble  :  I  should  like  to  explain  my  case  a  little 
further,  as  Dr.  Price  thinks  that  I  acted  so  unwisely.  This  woman 
had  been  delivered  of  four  or  five  children,  and  some  were  living. 
The  head  did  not  feel  unduly  large.  The  labor  had  been  long  and 
there  had  been  great  molding.  The  brow  was  jammed  down.  I 
thought  that  I  might  deliver  with  the  Tarnier  forceps,  but  the  effort 
showed  that  I  could  not.  The  question  was,  What,  then,  should  be 
done?  Here  was  a  living  child  which  could  not  be  delivered  with 
the  forceps.    Killing  the  baby  was  out  of  consideration,  so  far  as  I 
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was  concerned.  We  had  to  consider  version,  symphyseotomy,  and 
Csesarean  section.  In  that  case  I  thought  it  wisest  to  avoid  opening 
the  symphysis  on  account  of  the  enormous  distention  of  the  veins. 
In  such  a  case  the  haemorrhage  is  severe,  and  the  danger  of  phlebitis 
extreme.  By  using  care  I  thought  that  I  could  take  some  chances 
with  the  uterus.  After  bringing  down  the  foot,  it  was  evident  that  it 
was  impossible  to  turn  without  extreme  risk  of  rupturing  the  uterus. 
We  therefore  had  to  do  either  symphyseotomy  or  Caesarean  section, 
and  I  proceeded  to  do  the  former.  I  might  say  that  I  had  to  do  alt 
that  by  myself,  but  got  along  very  well. 

Dr.  Richard  C.  Norris  :  In  the  case  reported  by  Dr.  Noble,  it 
seems  to  me  that  it  was  an  error  to  apply  the  forceps  to  a  brow  pres- 
entation with  the  expectation  of  pulling  the  largest  diameter  of  the 
foetal  head  into  a  contracted  pelvis.  Again,  if  the  hand  could  pass 
the  obstruction  and  grasp  an  extremity  of  the  child,  it  seems  to  me 
that  it  would  have  been  possible  to  have  flexed  the  head,  converting 
it  into  a  vertex  presentation,  and  then  perhaps  the  forceps  would 
have  delivered.  I  do  not  know  that  this  was  tried.  If  this  should 
have  failed,  the  presentation  might  have  been  converted  into  one  of 
the  face,  with  the  chin  anterior,  and  the  application  of  the  forceps 
might  have  given  birth  to  a  living  child.  In  a  brow  presentation 
some  such  manipulation  as  this  should  if  possible  be  persistently 
tried  under  ether  before  resorting  to  symphyseotomy. 

Dr.  Daniel  Longaker  :  With  reference  to  the  remarks  of  the 
president  in  regard  to  induced  labor,  I  would  say  that  my  condemna- 
tion of  induced  labor  does  not  include  all  cases.  In  the  paper  I  re- 
ferred to  cases  contracted  to  the  extent  of  three  inches.  If  the  presi- 
dent will  recall  the  features  of  the  case,  I  think  that  he  will  agree  that 
I  did  not  act  unwisely  in  inducing  labor  eight  weeks  before  term.  In 
this  case  the  true  conjugate  was  three  inches  or  less.  The  child's 
biparietal  diameter  was  three  inches,  and  the  bitemporal  two  and  a 
half  inches.  The  difficulty  even  then  was  so  great  that  the  child  died 
from  haemorrhage  in  the  tissues  beneath  the  scalp.  There  was  de- 
cided injury  to  that  biparietal  bone  which  came  in  contact  with  the 
sacral  promontory.  Had  I  waited  longer,  the  child  could  not  have 
been  delivered,  even  living,  as  it  was.  I  think,  therefore,  that  induced 
iabor  should  be  condemned,  even  in  cases  where  the  conjugate  is  not 
so  much  contracted  as  in  this  case. 

One  of  the  speakers  suggested  that  in  Dr.  Noble's  case  there 
might  have  been  some  advantage  in  flexion  of  the  head.  I  think  that 
it  is  well  recognized  that  the  position  of  partial  flexion  which  takes 
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place  in  flat  pelves  is  the  best  adaptation  which  can  occur,  for  by  that 
means  we  have  brought  into  relation  with  the  contracted  conjugate 
the  bitemporal  and  not  the  biparietal.  Where  the  vertex  or  face  is 
brought  down,  the  biparietal  comes  into  relation  with  the  true  con- 
jugate. 

After  completing  my  paper,  I  had  an  interesting  case  bearing  on 
the  point  of  version  versus  symphyseotomy,  and,  had  I  seen  the  case 
originally,  I  should  have  advised  symphyseotomy.  The  woman  had 
given  birth  to  seven  children,  and  all  are  dead.  Her  labors  were 
instrumental,  and  in  only  one  had  the  child  been  born  alive.  In  that 
instance  the  head  had  been  so  badly  injured  with  the  forceps  that  it 
survived  only  a  short  time.  The  patient  has  a  flat  pelvis,  with  a  true 
conjugate  a  little  under  three  and  a  half  inches.  This  woman  in  the 
labor  in  question  was  under  the  care  of  an  intelligent  midwife.  The 
membranes  ruptured  and  the  cord  prolapsed,  and  I  was  sent  for.  I 
did  not  see  the  patient  until  two  hours  after  the  rupture  of  the  mem- 
branes. I  found  it  impossible  to  replace  the  cord  ;  the  head  was 
entirely  above  the  brim ;  the  cord  was  still  pulsating,  and  the  fcetal 
heart  could  be  heard.  The  cord  was  beating  feebly,  and  so  I  did 
version.  In  doing  version  it  is  important  to  have  competent  assist- 
ance. Here  I  had  the  aid  of  Dr.  Robertson,  who  on  extraction  of 
the  body  made  powerful  suprapubic  pressure  on  the  head,  and  I  was 
able  to  deliver  the  child  alive.  I  am  not  sure  that  the  child's  head 
did  not  suffer  injury,  and  that  it  may  not  develop  cerebral  palsy. 
The  child  is  a  vigorous  one,  weighing  eight  and  one  fourth  pounds. 
The  biparietal  diameter  was  three  and  a  half  inches,  and  the  bitem- 
poral a  little  over  three  inches.  At  one  point  the  biparietal  bone 
looked  as  though  it  had  been  fractured.  Had  I  seen  the  case  earlier, 
with  the  history  and  measurements  of  the  pelvis,  I  should  have  per- 
formed symphyseotomy.  It  may  yet  prove  that  this  would  have  been 
wiser. 

Abstract  of  a  paper  entitled 

THE  INDICATIONS  FOR  CESAREAN  SECTION. 
By  B.  C.  Hirst,  Philadelphia. 

I  know  of  no  problem  in  obstetrics  that  gives  more  concern  to  the 
conscientious  man  than  the  choice  of  the  proper  operation  in  those 
cases  near  the  border  line  between  the  absolute  and  relative  indica- 
tion for  Cesarean  section.    There  is  unlimited  opportunity  for  mis- 
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take,  and  I  suppose  the  time  will  never  come  when  error  can  be  surely 
avoided.  A  collective  experience,  however,  and  a  wide  interchange 
of  views  among  those  to  whom  this  problem  is  frequently  presented 
will  do  much  in  the  course  of  time  to  establish  rules  of  practice  that 
will  make  a  decision  easier  than  it  is  to-day.  I  have  seen  this  winter 
six  cases  in  which  Csesarean  section  was  seriously  considered. 

In  four  the  operation  was  performed  ;  in  each  instance  for  an  ab- 
solute indication.  In  two  cases  a  mistake  was  made  :  in  one  by  per- 
forming symphyseotomy  when  Csesarean  section  was  demanded  ;  in 
the  other  by  proposing  to  perform  Csesarean  section,  when,  as  the 
event  proved,  symphyseotomy  was  the  appropriate  operation. 

As  our  mistakes  are  usually  more  instructive  than  our  successes, 
and  as  these  two  cases  bear  directly  upon  my  theme,  I  shall  confine 
myself  to  their  description. 

Case  I. — This  case  has  been  already  reported  in  detail  elsewhere, 
and  has  been  referred  to  here,  so  that  I  shall  dismiss  it  in  a  few  words. 

The  diagonal  conjugate  diameter  was  nine  centimetres,  but  the 
true  conjugate  proved  to  be  less  than  six.  There  was  an  exceptional, 
but  by  no  means  unique,  difference  between  the  diagonal  and  true 
conjugate  of  more  than  three  centimetres.  I  succeeded  in  delivering 
the  woman  after  opening  the  symphysis,  but  only  by  destroying  the 
child. 

Case  II. — This  woman,  a  Philadelphia  Hospital  patient,  I  proposed 
at  first  to  deliver  by  symphyseotomy  at  term.  She  refused,  however, 
and  went  more  than  three  weeks  beyond  it,  before  spontaneously  fall- 
ing into  labor.  During  the  first  part  of  this  period  I  repeatedly  urged 
her  to  let  me  induce  labor,  intending  to  open  the  symphysis  when  the 
cervix  was  well  dilated.  She  stubbornly  refused  my  proposition.  At 
length,  however,  she  became  alarmed  herself  at  the  delay,  and  volun- 
teered to  let  me  operate  on  her.  By  this  time  the  foetus  was  over- 
grown, and  by  abdominal  palpation  I  got  the  idea  that  it  was  larger 
than  was  really  the  case.  The  abdominal  walls  were  very  fat,  and 
there  was  considerable  liquor  amnii,  so  that  the  palpation  was  unusu- 
ally difficult.  Fearing  the  impracticability  of  delivery  by  symphyse- 
otomy I  told  the  woman  that  her  chance  for  a  comparatively  safe  de- 
livery had  gone  by,  and  I  felt  compelled  to  resort  to  Csesarean  section. 
She  agreed  to  this,  with  the  stipulation  that  I  should  wait  three  days 
longer.  The  next  day  she  fell  in  labor,  and  the  following  day  she 
delivered  herself  spontaneously.  This  bald  statement  sounds  as 
though  a  serious  mistake  had  been  made  in  proposing  operative  treat- 
ment at  all,  but  the  history  of  the  case  shows  that  the  only  error  was 
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in  proposing  to  do  Caesarean  section  instead  of  symphyseotomy.  The 
woman  had  had  six  children  previously,  the  first  three  delivered  by 
difficult  forceps  operations,  the  last  three  by  embryotomy.  She  had 
a  rhachitic  pelvis,  with  a  true  conjugate  estimated  to  be  scant  nine 
centimetres.  Her  children  had  all  been  large,  though  she  had  not 
before  advanced  beyond  term.  When  she  fell  in  labor  two  days  be- 
fore the  term  she  had  agreed  upon  for  the  operation,  I  urged  her  to 
let  me  operate  at  once.  She  refused,  but  agreed  to  have  the  opera- 
tion done  if  she  were  not  delivered  in  twenty-four  hours.  To  this  we 
perforce  assented.  Knowing  what  was  ahead  of  her  if  the  child  were 
not  born  spontaneously,  the  woman  made  superhuman  efforts  during 
the  whole  of  her  labor  to  deliver  herself.  With  every  pain  she  exerted 
an  expulsive  force  that  was  truly  phenomenal.  After  sixteen  hours 
of  such  effort  the  head  still  remained  above  the  brim  of  the  pelvis, 
when,  in  consequence  of  a  tremendously  violent  action  of  the  uterine 
and  abdominal  muscles  combined,  the  head  was  fairly  shot  through 
the  inlet  and  cavity  of  the  pelvis,  and  the  child  was  born  in  five  min- 
utes. It  died,  however,  shortly  after  birth  from  head  injury,  and  the 
woman  herself  soon  developed  symptoms  pointing  to  a  rupture  of  the 
uterus.  Her  temperature  was  1040  F. ;  she  was  wildly  delirious  ;  there 
was  great  tympany  and  abdominal  tenderness,  and  a  foul  discharge. 
After  an  illness  of  some  two  weeks  the  woman  recovered.  She  had 
run  a  risk  meanwhile  much  greater  than  my  proposed  operation  would 
have  entailed  upon  her,  and  her  child  was  practically  destroyed  in 
labor. 

I  undoubtedly  could  have  delivered  this  woman  by  symphyse- 
otomy. I  made  the  mistake  of  proposing  to  do  Caesarean  section, 
instead,  in  obedience  to  a  rule  that  governs  my  practice  in  such  cases  : 
If  there  is  good  reason  to  doubt  the  practicability  of  delivery  after 
symphyseotomy,  by  reason  of  extreme  pelvic  contraction  or  over- 
growth of  the  foetus,  perform  Caesarean  section. 

Discussion. 

Dr.  Richard  C.  Norris  :  I  have  practically  little  to  say,  except 
perhaps  to  state  my  belief  that  there  is  no  problem  in  obstetrics  more 
difficult  to  wisely  solve  than  the  proper  course  of  action  in  individual 
cases  of  pelvic  deformity  in  which  the  pelvic  measurements  are  on  the 
border  lines  between  the  indications  on  the  one  hand  of  symphyse- 
otomy and  Caesarean  section  (say  a  conjugate  six  and  a  half  to  seven 
and  a  half  centimetres),  and,  on  the  other  hand,  between  symphyse- 
otomy, version,  and  high  forceps  (conjugate  eight  to  nine  centimetres). 
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The  only  case  which  I  have  had  that  has  come  within  the  former  limit 
was  one  on  which  I  performed  symphyseotomy,  but  was  unable  to  ex- 
tract a  living  child.  In  that  case  the  conjugate  was  6.5  centimetres, 
and  it  would  have  been  better  for  the  child  if  Cesarean  section  had 
been  performed. 

In  connection  with  this  subject  a  recent  case  is  of  interest,  in  the 
first  place  as  regards  accurate  pelvimetry,  and  in  the  second  place  as 
regards  the  choice  of  operation.  In  this  case,  a  flat  rhachitic  pelvis, 
the  diagonal  conjugate  as  measured  in  the  ordinary  way  was  9.75  cen- 
timetres. Subtracting  two  centimetres  for  the  change  in  height  and 
angle  of  the  symphysis  the  true  conjugate  was  estimated  to  be  7.75 
centimetres.  I  afterward  measured  the  pelvis  with  Hirst's  pelvimeter 
and  found  the  true  conjugate  a  trifle  over  eight  centimetres. 

In  this  case  the  first  child  had  been  delivered  after  a  difficult  for- 
ceps operation  ;  the  head  received  severe  compression,  and  the  child 
lived  but  a  few  weeks.  She  first  came  to  me  in  her  second  pregnancy 
two  or  three  weeks  past  term.  The  patient  was  only  four  feet  six 
inches  in  height,  and  it  was  thought  that  perhaps  symphyseotomy 
would  be  justifiable.  We  must  in  these  cases  bear  in  mind  the  size  of 
the  child  in  conjunction  with  the  size  of  the  pelvis.  In  this  case  it 
seemed  apparent  that  the  child  was  small,  although  pregnancy  had 
been  prolonged  three  weeks.  If  it  had  been  a  full-sized  child,  I  have 
no  doubt  that  symphyseotomy  would  have  been  necessary.  The 
child  was  thought  to  be  under-sized,  labor  was  brought  on,  the  for- 
ceps was  applied  and  adjusted  to  the  sides  of  the  child's  head,  the 
right  blade  being  behind  and  above  the  symphysis,  and  the  left  in 
front  of  and  above  the  promontory.  The  occiput  was  toward  the 
left.  Using  great  care,  I  brought  the  head  into  the  inlet  of  the  pelvis, 
removed  the  instrument,  and  allowed  delivery  to  occur  spontaneously. 
The  child  was  asphyxiated,  but  revived  and  is  now  doing  well.  Its 
weight  was  five  pounds  twelve  ounces.  The  biparietal  diameter  meas- 
ured eight  centimetres,  and  the  bitemporal  a  little  over  seven.  It  was 
a  difficult  forceps  operation.  It  is  clear,  therefore,  that  when  we  make 
an  accurate  estimate  of  the  size  of  the  pelvis  we  must  also  bear  in 
mind  the  size  of  the  child.  There  is,  however,  nothing  more  difficult 
than  to  determine  even  approximately  the  size  of  the  child's  head  by 
palpation  or  by  any  other  means.  Where  we  have  to  reach  a  conclu- 
sion between  symphyseotomy  and  Csesarean  section,  by  taking  into 
account  the  history  of  previous  labors,  an  accurate  estimation  of  the 
size  of  the  pelvis,  and  an  approximate  estimate  of  the  size  of  the 
child's  head,  the  only  way  to  reach  a  safe  conclusion  in  the  matter  is 
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to  depend  more  upon  the  pelvic  measurements  than  upon  anything  , 
else.  Where  the  conjugate  is  8.5  or  9  centimetres,  it  seems  to  me 
that,  if  forceps  and  version  are  out  of  the  question,  no  matter  what 
the  history  of  previous  deliveries  may  be,  symphyseotomy  could  be 
successfully  performed,  and  should  be  selected  rather  than  Caesarean 
section  with  its  larger  maternal  mortality.  I  think  that  it  would  rarely 
be  found  that  the  child  was  too  large  to  be  drawn  through  a  pelvis  of 
that  size  with  the  symphysis  open.  When,  however,  the  pelvis  is  more 
markedly  contracted  and  the  lower  limits  of  symphyseotomy  are  ap- 
proached,— viz.,  6.5  to  7.5  centimetres, — the  selection  of  Caesarean  sec- 
tion should  be  made  for  the  greater  degree  of  contraction,  especially 
if  the  child  were  judged  to  be  of  average  or  large  size.  There  might 
be  other  elements  in  the  case  to  make  it  desirable  to  do  Caesarean  sec- 
tion. A  man  who  is  a  good  operator  might  be  inclined  to  do  Caesa- 
rean  section,  while  one  who  looked  upon  symphyseotomy  as  an  easier 
operation  and  one  with  a  lower  mortality  would  consider  that  opera- 
tion more  desirable.  I  am  convinced,  however,  that  in  these  perplex- 
ing problems  the  pelvic  measurements  are  our  most  valuable  guide. 

Dr.  Robert  P.  Harris  :  I  think  that  the  most  interesting  part  about 
this  case  of  Dr.  Hirst's  depends  upon  whether  he  was  right  or  wrong 
in  proposing  Caesarean  section.  I  do  not  think  that  he  made  a  mis- 
take. I  think  that  it  is  a  mistake  to  allow  a  woman  to  judge  for  her- 
self where  it  is  possible  to  avoid  it.  The  woman  ran  as  much  risk  of 
losing  her  life  in  the  process  that  she  went  through  voluntarily  as  she 
would  have  done  from  Caesarean  section. 

We  have  had  one  hundred  Caesarean  sections  in  the  United  States 
since  the  Sanger  operation  was  introduced,  with  a  loss  of  thirty-eight 
women,  which  is  a  frightful  mortality.  When  we  look  at  the  cases,  we 
can  readily  see  why  some  women  have  lived  and  others  have  died. 
The  greatest  obstacle  to  success  is  length  of  labor.  When  fourteen 
Caesarean  sections  by  the  horns  of  animals  caused  the  death  of  only 
ten  women  and  seven  children,  it  can  not  be  such  a  dangerous  thing 
to  operate  before  labor.  The  mortality  in  this  country  is  less  than  in 
many  other  countries.  In  Great  Britain  for  the  last  seven  years  it  has 
been  thirty-two  per  cent.,  while  in  the  city  of  London  it  has  reached 
forty  per  cent.,  although  they  appear  to  think  that  it  has  been  less. 
There  have  been  sixteen  improved  Caesarean  sections  in  this  city  since 
January  1,  1888,  with  three  deaths  of  women  and  two  of  children. 
Two  of  the  deaths  of  women  were  foregone  conclusions,  and  the  other 
was  the  result  of  an  accident.  I  do  not  see  why  there  should  be  such 
great  danger  in  Caesarean  section.    I  do  not  think  that  it  lies  so  much 
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in  the  operation  as  in  the  condition  of  the  patient.  If  Dr.  Hirst  had 
been  allowed  to  do  a  symphyseotomy  when  he  wanted  to,  the  child 
would  no  doubt  have  been  delivered  alive.  If  he  had  performed  a 
Cesarean  section  before  labor,  or  directly  after  it  commenced,  the 
woman  would  not  have  had  one  tenth  of  the  suffering  or  danger  that 
she  did  have.  Because  a  woman  can  by  the  exercise  of  tremendous 
uterine  force  deliver  a  child  barely  alive,  it  does  not  prove  that  Cesa- 
rean  section  would  have  been  wrong.  I  was  invited  to  be  present  at 
the  Cesarean  section  to  be  performed  upon  this  woman,  and  I  was 
surprised  when  I  heard  that  she  had  delivered  herself  ;  but  when  I 
knew  the  circumstances  of  her  delivery,  I  was  not  surprised.  Had 
Dr.  Hirst  operated  upon  her  after  some  hours  of  such  labor,  she  would 
in  all  probability  have  died. 

Dr.  George  I.  McKelway  :  Dr.  Hirst  is  not  the  only  operator 
who  has  made  preparation  to  do  Cesarean,  section,  and  has  had  the 
woman  deliver  herself  before  the  time  set  for  operation.  I  know  of 
two  such  cases.  One  was  in  the  practice  of  one  of  the  most  eminent 
men  in  this  city  or  in  America.  The  other  was  in  the  practice  of  a 
younger  man,  since  deceased.  Each  of  these  gentlemen  invited  a 
number  of  spectators  to  see  the  operation,  but  in  each  case  the  woman 
forestalled  the  operation  by  delivering  herself  the  night  before  the 
day  set  for  it. 

I  am  in  accord  with  Dr.  Hirst  as  to  the  propriety  of  doing  Cesa- 
rean section  where  there  is  grave  doubt  as  to  the  successful  result  of 
symphyseotomy.  Dr.  Harris  has  said  that  in  sixteen  Cesarean  sec- 
tions in  this  city  there  have  been  three  deaths.  That  is  a  high  mor- 
tality, but  he  also  says  that  two  of  the  deaths  were  from  causes  not 
dependent  on  the  operation.  There  is  this  reason  for  the  difference 
between  the  mortality  of  symphyseotomy  to-day  and  the  mortality  of 
Cesarean  section.  Symphyseotomy  has  been  done  in  the  light  of  our 
present  knowledge  of  aseptic  surgery,  and  only  by  skilled  and  aseptic 
operators.  Cesarean  section  has  been  performed  by  many  men  who 
probably  had  never  before  opened  the  abdomen.  It  would  seem  to 
me  true  that,  at  the  hands  of  careful  operators,  with  the  knowledge 
that  we  have  to-day  of  methods  and  precautions,  the  mortality  of  Ce- 
sarean section  should  be  very  greatly  reduced. 

I  have  seen  this  operation  done  four  times,  and  I  can  not  see  where 
the  excessive  danger  lies.  It  seems  a  much  easier  and  much  less 
dangerous  operation  than  the  removal  of  large  adherent  pus  tubes.  I 
believe  that  in  the  future,  in  proper  hands,  the  operation  will  show  a 
much  less  mortality  than  the  present  figures  indicate. 
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Dr.  Eugene  P.  Bernardy  :  The  discussion  so  far  seems  to  me 
more  on  the  advisability  of  performing  symphyseotomy  than  the 
Csesarean  operation  or  any  answer  to  the  question  of  Dr.  Hirst. 

In  regard  to  symphyseotomy,  I  have  expressed  myself  rather  clear- 
ly in  the  County  Medical  Society,  where  I  held  that  the  field  of  the 
operation  was  extremely  limited.  Legault  himself  stated  that  any- 
thing below  three  inches  called  for  Csesarean  section.  Two  things 
are  to  be  taken  into  careful  consideration  in  deciding  upon  what 
operation  should  be  performed  in  a  given  case.  First,  the  obtaining 
of  accurate  measurements  of  the  pelvis,  a  thing  I  consider  impossible  ; 
all  measurements  are  only  proximates.  Secondly,  the  size  of  the 
child  :  in  many  of  these  deformed  pelvic  cases  the  child  is  abnormal- 
ly large  or  the  head  preternaturally  ossified.  Symphyseotomy  per- 
formed under  such  circumstances  would  prove  a  failure. 

Last  summer  I  was  called  in  consultation  in  a  case  of  labor;  the 
patient  had  been  in  labor  seventy-two  hours  ;  the  face  had  presented 
in  a  posterior  position.  Version  had  been  attempted,  then  craniot- 
omy, both  unsuccessfully.  The  patient  had  a  generally  deformed 
pelvis.  I  performed  Caesarean  section.  The  child,  an  abnormally 
large  one,  was  delivered  in  five  minutes.  The  woman  was  back  in 
bed,  and  operation  completed  in  twenty  minutes.  If  symphyseotomy 
had  been  performed,  as  it  was  first  intended,  it  would  have  been  un- 
successful. 

The  second  case,  mother  of  ten  children,  height  of  about  five  feet, 
extremely  fat,  labors  always  prolonged,  lasting  from  two  to  four  days  ; 
no  instrumental  interference,  with  the  exception  of  the  ninth  child  ; 
high  forceps  delivery  ;  well-marked  rhachitic  pelvis.  In  January  of 
this  year  I  was  called  to  see  the  patient,  who  was  in  labor,  and  had 
been  in  labor  about  three  hours.  This  was  about  five  o'clock  A.  m. 
The  os  was  dilated  and  head  presenting  in  left  occipito-anterior  posi- 
tion,— labor  making  no  headway.  I  applied  Wallace's  forceps  high 
up,  but  it  was  impossible  to  engage  the  head.  Realizing  I  had  a  Cae- 
sarean-section  case  to  deal  with  I  sent  for  Dr.  Hirst  and  Dr.  George 
Rex.  On  the  arrival  of  Dr.  Hirst,  Tarnier's  forceps  was  applied,  but 
they  slipped.  Version  was  readily  performed,  and  on  pulling  down 
the  leg  we  realized  that  we  had  to  deal  with  an  abnormally  developed 
child.  It  was  impossible  to  pull  down  the  leg  farther  than  the  knee. 
Caesarean  section  was  decided  upon.  The  extraction  of  the  child  was 
done  within  five  minutes,  and  the  entire  operation  I  completed  in 
twenty-five  minutes.  Here  is  a  case  in  which  the  history  pointed 
to  symphyseotomy  as  the  proper  operation.     Yet,  had  it  been  per- 
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formed,  it  would  have  proved  a  failure  as  regards  the  extraction  of 
the  fcetus. 

I  can  not  feel  but  that  Csesarean  section  is  the  operation  to  be 
performed.  We  start  with  definite  ideas  and  obtain  definite  results. 
I  should  hesitate  considerably  before  performing  symphyseotomy,  un- 
less I  was  positive  that  we  had  a  small  child  to  deal  with.  My  ex- 
perience is  that  in  many  instances  it  is  not  the  woman  that  is  entirely 
at  fault,  but  that  we  have  an  abnormally  developed  child. 

Dr.  Daniel  Longaker  :  I  feel  myself  that  there  can  be  little 
chance  of  mistake  in  accepting  the  proposition  which  Dr.  Hirst  has 
made,  that  where  there  is  any  doubt  about  being  able  to  deliver  after 
division  of  the  symphysis,  there  should  be  no  hesitation  in  performing 
Caesarean  section.  I  want  to  emphasize  a  point  already  referred  to 
by  several  speakers  in  regard  to  the  spontaneous  delivery  of  this 
child.  I  think  that  is  no  argument  in  favor  of  a  mistake  in  this  case. 
I  have  been  so  frequently  disappointed  in  a  very  similar  way  that  I 
fully  realize  the  difficulty  in  ascertaining  the  existence  of  dispropor- 
tion between  the  head  and  the  pelvis.  I  have  seen  a  few  instances 
where,  with  pelves  of  about  three  inches,  I  have  given  a  prognosis  of 
difficult  labor,  and  have  suggested  the  induction  of  premature  labor, 
and  in  more  than  one  instance  the  patient  has  gone  on  to  term  ;  in 
one  case  the  woman  was  delivered  spontaneously  by  a  midwife.  The 
child  was  small,  and  there  is  no  doubt,  that  at  some  future  time,  if 
the  woman  has  a  large  child,  there  will  be  great  difficulty.  I  think 
that  with  a  child  of  average  size  there  will  be  no  error  in  assuming 
that  below  6.5  centimetres  Caesarean  section  is  indicated,  and  not 
symphyseotomy.  While  the  estimation  of  the  degree  of  disproportion 
between  the  fcetal  head  and  the  pelvis  is  difficult,  yet  I  think  that 
prolonged  practice  in  abdominal  palpation,  and  the  use  of  the  con- 
joined method,  will  enable  us  to  arrive  at  a  reasonable  degree  of  ac- 
curacy in  the  majority  of  cases. 

Dr.  Charles  P.  Noble  :  I  did  not  hear  the  paper,  but  having 
been  informed  of  its  contents,  and  as  the  subject  is  one  in  which  I  am 
interested,  I  wish  to  make  some  remarks.  I  think  that  the  next  ad- 
vance to  be  made  in  obstetrics  is  in  the  line  of  saving  babies  ;  not 
only  to  save  their  lives,  but  to  have  them  born  in  a  condition  to  be- 
come normal  beings.  It  has  been  a  blot  on  obstetrics  in  the  past  that 
often  children,  although  born  alive,  have  not  been  capable  of  normal 
development,  on  account  of  injuries  to  the  head  received  in  labor. 
They  are  "spoiled"  babies.  We  know  that  many  babies  that  are 
born  alive  die  in  a  few  hours  or  days  after  labor,  because  of  injury  to 
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the  head  with  haemorrhage  within  the  skull.  These  facts  are  well 
recognized  by  every  one,  and  it  seems  to  me  that  the  next  advance  in 
obstetrics  will  be  to  deliver  these  children  in  such  condition  that  they 
can  grow  up  to  be  well-developed  human  beings.  This  improvement 
will  come  along  the  line  of  symphyseotomy  and  Caesarean  section. 
Of  course,  heretofore,  when  the  mortality  of  Cesarean  section  was 
supposed  to  be  so  terrible,  it  was  only  natural  that  the  family  physi- 
cian, as  well  as  the  patient,  should  have  looked  upon  it  as  a  very 
serious  matter,  and  that  it  should  have  been  consented  to  only  under 
the  most  extreme  conditions.  It  seems  to  me  that  the  experience  of 
the  last  few  years  has  demonstrated  that  the  operation  done  at  the 
proper  time  before  labor,  or  at  the  beginning  of  labor,  and  done 
secundem  artem,  is  as  nearly  without  danger  as  any  major  abdominal 
operation  can  be.  There  is  a  possibility  that  such  cases  may  die,  but 
every  probability  that  they  will  get  well,  and  i  or  2  per  cent,  mor- 
tality should  cover  these  cases.  The  same  is  true,  in  my  opinion,  of 
symphyseotomy  ;  done  in  a  proper  way  at  a  proper  time,  the  mor- 
tality will  practically  be  zero.  That  being  the  case,  the  question 
comes  up  whether  or  not  we  are  justified  in  taking  the  risk  of  killing 
or  injuring  the  child,  which  is  as  bad  as  killing,  by  trying  to  extract  it 
through  a  pelvis  which  is  too  small  to  permit  delivery  in  the  ordinary 
way.  I  am  satisfied  that  the  next  few  years  will  show  a  revolution  of 
sentiment  in  this  matter.  The  induction  of  premature  labor  is  an  old 
operation,  but  I  believe  that  symphyseotomy  will  largely  supplant  it. 

With  reference  to  the  case  reported,  it  is  a  typical  illustration  of 
what  I  have  said.  Here  delivery  per  vias  naturales  was  possible,  and 
yet  much  more  dangerous  to  both  mother  and  child  than  either 
symphyseotomy  or  Caesarean  section.  Of  course,  care  and  prudence 
must  be  exercised,  lest  operation  be  resorted  to  with  undue  frequency, 
and  without  just  cause. 

When  one  is  dealing  with  a  moderate  degree  of  disproportion,  it 
is  evident  that  a  mistake  might  be  made.  The  argument  to  be  drawn 
from  that  fact  is  that  it  would  be  wise  to  let  such  a  woman  go  into 
labor,  being  careful  to  watch  the  patient  closely,  for  if  Caesarean  sec- 
tion is  done  in  the  first  stage,  or  early  in  the  second,  the  woman's 
chances  have  not  been  jeopardized,  unless  she  has  been  infected  by 
vaginal  examination.  I  believe  that  in  that  way  mistakes  will  be  less 
apt  to  be  made.  After  the  woman  goes  into  labor  there  is  an  oppor- 
tunity for  molding  to  occur,  and  the  chance  of  error  is  small.  With 
reference  to  symphyseotomy  the  possibility  of  error  is  very  slight,  be- 
cause symphyseotomy  is  not  done  until  the  second  stage  of  labor  has 


The  Philadelphia  Obstetrical  Society. 


229 


molded  the  head,  and  the  powers  of  Nature  have  had  an  opportunity 
to  demonstrate  whether  or  not  the  head  will  come  through. 

What  I  have  said  concerning  such  border-line  cases,  where  the 
operations  of  high  forceps  and  version  must  be  considered  as  against 
symphyseotomy  and  Caesarean  section,  does  not  alter  my  opinion  con- 
cerning the  desirability  of  performing  Caesarean  section  before  labor, 
when  the  pelvic  deformity  is  extreme — two  and  three  quarters  inches 
or  less. 

Dr.  George  M.  Boyd  :  I  wish  to  indorse  the  statement  made  by 
Dr.  Noble  with  regard  to  the  advisability  in  doubtful  cases  (if  Caesarean 
section  is  contemplated)  of  permitting  the  patient  to  go  into  labor 
before  the  operation  is  performed.  I  think  that  this  is  wise,  because 
we  can  not  elect  the  operation  on  pelvic  measurements  alone,  and  it 
seems  impossible  to  measure  the  size  of  the  child's  head.  Therefore, 
in  my  opinion,  it  does  not  seem  justifiable  to  do  Caesarean  section  be- 
fore the  woman  falls  in  labor.  I  have  had  at  the  Philadelphia  Lying- 
in  Charity,  during  the  last  year,  two  or  three  cases  of  narrowing  of 
the  true  conjugate  sufficient  to  have  indicated  symphyseotomy. 

I  made  careful  measurements  in  contemplation  of  the  operation, 
but  fortunately  the  children  were  small,  and  the  labors  terminated 
successfully.  The  fact  that  we  can  not  depend  upon  the  measure- 
ments of  the  true  conjugate  to  decide  the  question,  and  the  fact  that 
it  is  almost  impossible  to  estimate  the  size  of  the  child's  head,  makes 
it  essential,  in  my  opinion,  that  where  Caesarean  section  is  elected,  to 
delay  the  operation  as  long  as  we  are  justified  in  so  doing. 

Dr.  Horace  Fox  :  I  should  prefer  to  adopt  the  plan  suggested  by 
Dr.  Hirst  in  the  performing  of  Caesarean  section,  when  there  was  any 
doubt  as  to  the  delivering  of  the  foetus  by  the  natural  way  and  by  the 
maternal  forces,  in  preference  to  the  policy  of  waiting,  as  suggested  by 
Dr.  Noble  and  Dr.  Boyd,  as  I  think  the  waiting  policy  would  materi- 
ally jeopardize  the  lives  of  mother  and  child.  'Tis  always  better  to 
err  on  the  safe  side,  and  very  strongly  does  it  appear  to  me  that 
Caesarean  section,  performed  under  the  conditions  named  by  Dr. 
Hirst,  would  be  not  only  justifiable,  but  the  safest  procedure.  When 
the  patient  has  a  sacro-pubic  diameter  of  two  and  three  quarters 
inches  or  under,  and  the  diameter  of  the  fcetal  presenting  part  is  about 
normal,  I  think  it  would  be  entirely  justifiable  not  to  permit  the 
woman  to  enter  the  active  stage  of  labor,  but  to  perform  Caesarean 
section.  Exceptive  facts  should  not  be  considered  as  being  justifiable 
in  the  relinquishing  of  general  rules. 

As  regards  symphyseotomy  and  premature  labor,  it  is  the  same  old 


23° 


Abstracts. 


question  over  again.  Symphyseotomy  is  an  excellent  operation  if  re- 
stricted to  the  limits  of  its  demonstrable  use,  but  there  is  just  where 
the  trouble  lies  ;  it  is  not  restricted.  You  can  not  obtain  from  the  par- 
tisan symphyseotomist  the  limits  in  which  it  is  justifiable.  Symphys- 
eotomy is  of  decided  use  when  the  sacro-pubic  diameter  is  between 
two  and  three  quarters  and  three  and  three  quarters  inches,  and  the 
woman  is  in  the  active  stage  of  labor.  When  the  above  pelvic  contrac- 
tion exists,  and  is  discerned  before  the  setting  in  of  active  labor,  pre- 
mature labor  offers  many  advantages  over  symphyseotomy, — to  wit : 
it  is  based  on  more  accurate  and  scientific  grounds,  the  risk  to  the 
mother  and  child  is  much  less,  and  the  results  are  not  only  much 
better,  but  they  are  much  more  satisfactory. 

Dr.  H.  A.  Slocum  :  There  seems  to  be  three  points  of  view  from 
which  we  can  look  at  this  matter — induced  labor,  symphyseotomy, 
and  Caesarean  section.  The  first  is  applicable  only  where  the  patient 
is  seen  one  to  four  weeks  before  labor  begins.  A  conjugate  under  six 
and  seven  tenths  centimetres  admits  of  only  one  thing,  and  it  is  fairly 
safe  to  prepare  for  Caesarean  section.  When  we  are  brought  in  con- 
tact with  a  case  during  labor,  the  time  has  come  to  select  between 
symphyseotomy  and  Caesarean  section. 

I  should  have  liked  to  have  Dr.  Hirst  give  his  experience  in  the 
line  which  Dr.  Fox  has  mentioned.  Although  he  intimates  that  there 
are  no  hard-and-fast  rules,  yet  there  are  limits  above  and  below  which 
it  is  not  wise  to  do  symphyseotomy.  Below  a  certain  diameter 
Caesarean  section  should  be  preferred.  Above  a  certain  point  sym- 
physeotomy might  be  necessary  and  it  might  not  be.  It  would  have 
been  of  service  if  he  had  told  us  the  points  which  appeal  to  his  judg- 
ment and  which  he  used  in  determining  what  he  was  going  to  do. 
The  size  of  the  pelvis  and  of  the  child's  head  are  the  main  points  to 
be  considered.  The  size  of  the  child's  head  is  of  great  importance, 
and  may  be  partly  arrived  at  by  noting  its  compressibility.  This  may 
be  determined  by  the  width  of  the  sagittal  suture  and  the  looseness 
of  the  parietal  bones.  I  have  found  that  a  comparatively  large  head 
with  poorly  developed  bones  will  pass  a  small  pelvis,  whereas  a  head 
with  better  developed  bones  will  not  pass  through  a  pelvis  with  larger 
diameters. 

When  we  come  to  a  case  that  has  been  long  in  labor,  the  question 
of  symphyseotomy  or  Caesarean  section  will,  I  think,  be  modified  by 
what  Dr.  Harris  has  said  with  regard  to  the  difference  between  the 
elective  and  the  necessary  Caesarean  operation,  and  the  greater  mor- 
tality of  the  latter.    In  spite  of  the  long  labor  I  should  prefer  Caesa- 
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rean  section  to  symphyseotomy.  The  opportunity  for  drainage  and 
for  asepsis  would,  I  think,  be  better,  and  if  any  such  rupture  as  Dr. 
Hirst  has  mentioned  occurred,  there  would  be  a  possibility  of  clos- 
ing it. 

Dr.  Barton  Cooke  Hirst  :  As  usual,  Mr.  President,  the  discus- 
sion has  wandered  rather  far  from  the  original  theme.  I  asked  for 
information  in  regard  to  the  best  rules  for  determining  which  was  the 
proper  operation — symphyseotomy  or  Csesarean  section — in  cases 
near  the  border  line  between  the  relative  and  absolute  indication  for 
the  latter.  Some  of  the  gentlemen  have  discussed  anything  but  that 
one  subject.  To  touch  first  upon  the  extraneous  matters  that  have 
been  introduced,  I  was  struck  with  what  Dr.  Noble  said  in  his  advo- 
cacy of  symphyseotomy  and  Caesarean  section  in  preference  to  high 
and  difficult  forceps  operation.  His  views  are  ours,  of  course,  but 
the  tone  of  his  remarks  suggested  to  my  mind  a  danger  greater  than 
that  which  he  wishes  to  see  avoided.  I  can  imagine  no  more  dan- 
gerous adviser  to  the  woman  in  labor  than  a  man  with  strong  surgical 
proclivities  and  an  imperfect  acquaintance  with  the  ordinary  obstetri- 
cal operations.  He  will  be  pretty  certain  to  resort  unnecessarily  to 
the  graver  obstetrical  operations  once  in  a  while.  There  is  not  the 
danger  to  the  child  in  a  high  forceps  operation  that  we  are  often  told 
there  is  by  men  who  seek  opportunities  for  Csesarean  section  and 
symphyseotomy.  I  have  done  many  difficult  forceps  operations,  but 
I  have  never  seen  a  child  in  my  care  permanently  disabled  by  brain 
injury.  I  am  naturally  not  prejudiced  against  the  graver  operations 
when  they  are  necessary.  I  have  a  personal  experience  in  seven 
Csesarean  sections  and  four  symphyseotomies — a  larger  experience  in 
these  two  operations,  I  believe,-  than  that  of  any  other  man  in 
America.  But  I  also  know  from  experience  what  can  be  accom- 
plished by  forceps  and  by  version. 

Dr.  Norris  has  struck  the  keynote  of  the  discussion.  I  agree 
with  him  that  the  pelvic  measurements  are  the  most  valuable  factors 
in  any  case.  The  man  who  relies  upon  them  alone  will  make  few 
mistakes.  But  occasionally  he  will  fall  into  grievous  error.  The  case 
to  which  Dr.  Bernardy  has  referred  was  particularly  instructive  in  this 
respect.  The  woman  had  had  nine  children,  and  only  one  was  de- 
livered by  the  forceps,  though  the  pelvis  was  markedly  flat.  In  the 
face  of  that  history,  however,  it  would  have  been  apparently  a  fool- 
hardy procedure  to  have  attempted  at  once  a  radical  operation.  This 
decided  us  against  a  serious  operation  at  first.  Forceps  was  tried 
therefore  without  avail.    Then  version  was  attempted.    As  soon  as 
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one  foot  was  extracted,  it  was  discovered  that  the  obstruction  was 
rather  an  enormous  child  than  the  contracted  pelvis.  The  child 
weighed  within  one  ounce  of  fifteen  pounds.  It  was  impossible  even 
to  engage  the  two  thighs  in  the  pelvis.  When  such  a  factor  is  present, 
the  reduction  of  pelvic  diameters  becomes,  of  course,  much  more 
serious. 

In  answer  to  what  Dr.  Slocum  asked  with  reference  to  the  thoughts 
that  influence  us  in  our  choice  of  operation,  I  would  reply  that  an 
adequate  answer  to  his  inquiry  would  occupy  a  long  time.  It  is  im- 
possible in  short  compass  to  give  all  the  ideas  that  influence  our  de- 
cision in  a  case  of  difficult  obstructed  labor,  but  in  a  general  way  I 
should  say  we  must  be  governed  by  accurate  pelvic  measurements 
and  by  our  estimation  of  the  size  of  the  child.  Basing  our  conclu- 
sions on  these  two  principal  factors,  we  must  allow  plenty  of  latitude 
in  cases  of  doubt  in  order  that  we  may  deliver  the  child  without  muti- 
lation. Again  I  repeat  that  our  plan  of  action  in  these  difficult  cases 
is  to  choose  in  cases  of  reasonable  doubt  Csesarean  section  in  prefer- 
ence to  symphyseotomy,  if  the  labor  occurs  at  term.  Occasionally  this 
rule  will  lead  us  into  the  error  of  doing  Cesarean  section  when  sym- 
physeotomy might  have  sufficed,  but  I  believe  that  a  man  will  make 
fewer  bad  mistakes  by  this  plan  than  by  resorting  to  symphyseotomy 
in  doubtful  cases,  and  thereby  running  the  risk  of  a  failure  to  deliver 
the  woman  even  after  the  symphysis  is  cut. 
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GYNAECOLOGY  IN  BAGDAD. 
By  John  C.  Sundberg,  M.  D.,  Bagdad,  Turkey-in-Asia. 

The  honor  of  your  request  to  give  "  a  description  of  obstetrical 
practices  and  customs  in  regard  to  the  reproductive  system  of  Bagdad 
women  "  I  appreciate  ;  but  the  difficulty  of  obtaining  correct  informa- 
tion on  any  subject  relating  to  the  fair  sex  is  well-nigh  insurmount- 
able, owing  to  the  strict  privacy  of  home  life  among  all  classes, 
whether  Mohammedans,  Jews  or  Christians,  and  the  distrust  as  to 
motive,  if  one  asks  impertinent  questions. 

That  the  reproductive  function  is  very  active  in  this  region  of  the 
world  is  evident  from  the  rapid  increase  of  population  under  exceed- 
ingly adverse  conditions.  • 

In  1830  Bagdad  had  about  150,000  inhabitants  ;  but  of  these  more 
than  two  thirds  were  swept  away  the  following  year,  in  less  than  two 
months,  by  plague,  flood  and  famine,  leaving  but  40,000  sorrowing 
souls  in  weak  and  emaciated  bodies  to  begin  repopulation.  By  1849 
these  had  increased  to  70,000,  when  another  inundation  caused  a  fatal 
fever,  to  which  12,000  fell  victims  in  three  months.  Since  then  chol- 
era, plague,  flood  and  famine  have  chased  each  other,  and  the  popu- 
lation has  repeatedly  been  decimated  ;  yet,  with  no  immigration,  to 
speak  of,  and  a  considerable  emigration,  it  has  grown  to  at  least 
200,000.  Of  these  only  5,000  are  Christians — mostly  of  Eastern  rites  : 
Chaldeans,  Syrians  and  Armenians,  with  a  handful  of  300  Latins, 
50,000  Jews,  and  the  others  Mohammedans.  The  Jewish  population 
wa?,  after  the  great  plague  of  1831,  estimated  at  10,000  ;  and  it  has 
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since  preserved,  numerically,  the  same  relation  to  the  whole,  to  wit : 
one  fourth. 

Mortuary  returns  are  very  defective.  Thus  during  the  fiscal  year 
ended  February  28,  1893,  only  385  deaths  were  reported,  which  would 
give  a  mortality  of  1.9  per  1,000  !  !  !  Since  then  the  methods  of  get- 
ting reports  have  been  improved  with  the  result  of  bringing  the  total 
number  of  deaths  for  the  year  ended  February  28,  1894,  up  to  2,042, 
or  raising  the  death-rate  to  10.21  per  1,000.  But  this  is  hardly  one 
third  of  the  true  number.  Although  the  mortality  among  children  is 
known  to  be  great,  yet  their  deaths  are  seldom  reported.  There  were 
705  deaths  recorded  last  year  as  being  caused  by  cholera  ;  but  even 
the  health  inspector  admits  that  these  probably  represent  not  more 
than  one  half  the  actual  number,  as  surreptitious  burials  in  the  cellars 
of  dwelling  houses  were  known  to  be  extremely  common. 

The  mortality  of  Bagdad  during  normal  years  can  not  be  less  than 
30  per  1,000,  for  one  can  not  leave  the  city  in  any  direction  without 
walking  through  extensive  and  densely  crowded  cemeteries.  But 
every  two  or  three  years  there  is  an  epidemic  of  some  kind  ;  add  to 
this  frequent  devastations  of  famine  and  flood,  and  yet  the  popu- 
lation doubles  every  twenty-five  years.  What  then  must  the  birth- 
rate be  i 

It  does  not  appear  to  me  that  women  mature  earlier  here  than  in 
the  United  States.  The  Sisters  at  the  French  convent,  where  some 
six  or  seven  hundred  girl  pupils  receive  instruction,  inform  me  that 
the  catamenia  usually  appear  at  the  age  of  eleven  or  twelve,  and  my 
own  observation  is  that  girls  between  ten  and  fifteen  are  as  much 
children  in  appearance  as  those  of  similar  ages  in  Europe  or  America. 
Yet  among  the  Mohammedans  and  Jews  girls  of  nine  or  ten  years 
marry  and  cohabit  with  their  husbands,  and  even  among  the  Chris- 
tians as  early  as  eleven  and  twelve.  To  be  a  great-grandmother  at 
thirty-six  is  a  privilege  enjoyed  by  Bagdad  ladies. 

It  is  fair  to  state  that  the  Roman  Catholic  missionaries  here  have 
for  years  done  all  in  their  power  to  discourage  child  marriage  under 
the  age  of  fourteen,  and  as  a  result  spinsters  of  sixteen  and  even  eigh- 
teen are  no  longer  a  rarity. 

Last  year  I  assisted  Dr.  Sutton,  a  medical  missionary,  in  an  oper- 
ation on  a  married  child,  aged  eleven,  for  recto-vaginal  fistula.  She 
was  of  small  stature  for  her  age,  her  manners  and  expression  of  coun- 
tenance were  those  of  a  child,  her  mammae  were  wholly  undeveloped, 
and  there  was  an  absence  of  even  a  suspicion  of  hair  on  the  pubes. 
But  the  recto- vaginal  sasptum  had  been  almost  wholly  torn  away  in 
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coitus.  She  was  a  Mohammedan  and  her  sister,  aged  six,  was  already 
betrothed. 

Young  girls  as  well  as  boys  are  made  use  of  for  sodomitic  prac- 
tice, which  is  here  common  and  practiced  openly — I  mean,  with  but 
slight  attempt  at  concealment. 

Among  the  desert  Arabs  as  well  as  among  the  Telkefians  (Chris- 
tians from  the  village  of  Telkef  who  form  the  servant  and  laboring 
classes  here)  accouchement  is  easy.  An  Arab  woman  at  full  term  of 
pregnancy  will  carry  a  large  dish  of  milk  to  the  city,  and  perhaps  give 
birth  to  a  child  on  the  way.  After  having  disposed  of  her  milk,  she 
will  put  the  infant  in  the  empty  dish  and  with  it  on  her  head  start  on 
her  home  journey,  to  bring  another  load  of  milk  in  the  same  dish,  the 
next  day.  A  Telkef  woman  will,  after  having  given  birth  to  a  child, 
carry  it  down  to  the  river  to  wash  it,  and  then  bring  home  with  her  a 
two-gallon  jug  of  water  for  domestic  use — the  child  in  her  apron,  the 
water  jug  on  her  shoulder. 

As  regards  the  more  refined  city  women,  those  who  recline  day 
out  and  in  on  luxurious  cushions  in  the  sanctuary  of  harems  (Chris- 
tian and  Jewish  women  live  almost  as  secluded  as  their  Mohammedan 
sisters),  I  have  every  reason  to  believe  that  their  accouchements  are 
not  less  slow  and  tedious,  nor  less  painful,  but,  for  obvious  reasons, 
much  more  fatal  than  apiong  European  or  American  women. 

In  order  to  learn  something  of  the  management  of  labor,  I  sent  for 
a  famous  midwife  who  enjoys  the  euphonious  name  of 


Lousia,  as  she  is  commonly  called,  is  a  Christian  (I  am  told  that 
nearly  all  the  midwives  are  Christians,  and  that  they  also  attend  Jew- 
ish and  Mohammedan  ladies),  apparently  about  forty  years  of  age, 
bright  and  intelligent,  and  she  says  she  has  been  a  midwife  twenty- 
five  years. 

I  found  her  anxious  enough  to  tell  me  all  she  had  learned  from 
European  doctors,  but  it  was  with  difficulty  she  could  be  induced  to 
teach  me  native  midwifery. 

However,  here  is  what,  by  asking  frequent  questions,  I  managed 
to  get  out  of  one  lecture  : 

A  preliminary  visit  to  prepare  the  parturient  woman  is  seldom 
made,  the  midwife  being  called,  when  the  pains  have  set  in. 
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She  first  makes  an  examination,  with  unwashed  hands,  to  find  out,  if 
the  head  is  "  straight  in  the  middle  "  ;  if  not  she  changes  it  by  external 
manipulations,  and  then  examines  no  more.  She  said  that  few  mid- 
wives  examine  at  all,  as  they  do  not  understand  about  the  position  of 
the  head.  This  shows  them  to  be  more  honest,  for  Lousia  is  herself 
quite  innocent  of  any  knowledge  on  the  subject,  except  what  her  in- 
struction given  below  indicates  ;  and  I  do  not  hesitate  the  opinion  that 
her  examinations  and  manipulations  to  "  straighten  the  head  "  are  a 
sham.  I  have  no  doubt  but  that  the  head  always  needs  "  straighten- 
ing." The  parturient  woman  usually  kneels  on  the  floor  supporting 
her  arms  on  a  chair,  while  the  midwife  kneels  behind  her  pressing 
with  both  hands  on  her  abdomen.  Sometimes  the  midwife  sits  down 
on  the  floor,  and  the  patient  lies  in  her  lap. 

I  asked  about  the  different  head  presentations,  and  learned  that 
there  were  two — one  for  boys,  the  other  for  girls,  the  former  being 
born  with  the  occiput  toward  the  pubic  bone  (occipito-anterior  posi- 
tion), the  latter  in  occipito-posterior  position.  The  reason  of  this  is 
that  it  would  be  a  shame  for  a  boy  to  look  on  his  mother's  pudendum, 
so,  if  he  be  a  good  and  modest  boy,  he  will  come  down  with  the  back 
of  his  head  foremost,  hiding  his  face,  as  long  as  he  can,  behind  the 
perinasum.  Girls  on  the  contrary  advance  boldly,  face  to  the  front. 
I  asked  if  this  rule  was  always  observed,  and  she  admitted  that  "  some 
boys  had  no  shame  in  them,"  while  there  were  a  few  girls  who  were 
unnecessarily  modest. 

In  six  per  cent,  of  labors  she  said  the  breech  presented  and  in  the 
same  proportion  a  foot.  In  these  cases  the  children  were  all  still- 
born. Why  this  was  so  she  did  not  know.  In  one  per  mille  of  cases 
a  shoulder  or  an  arm  presented.  Then  all  the  midwives  in  the  city 
would  generally  be  sent  for.  These  cases  are  treated  as  follows  : 
After  amputating  the  presenting  arm  the  patient  is  placed  in  a  ham- 
mock with  the  feet  elevated,  the  head  end  of  the  hammock  being 
quickly  lowered  until  her  walking  position  has  become  reversed. 
This  is  done  in  order  to  give  the  child  a  chance  to  turn  around.  Ef- 
forts, however,  are  vain,  as  both  mother  and  child  invariably  die. 

When  the  placenta  is  retained,  the  midwife  stuffs  her  long  braids 
of  hair  down  the  patient's  throat  in  order  to  provoke  retching.  Down- 
ward pressure  is  at  the  same  time  made  on  the  abdomen  together  with 
traction  on  the  cord. 

Duration  of  labor  is  from  one  hour  to  twelve  days. 

When  doctors  are  called  in  and  forceps  used,  mother  and  child 
always  die. 
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Puerperal  convulsions  are  also  generally  fatal,  doctors  being 
called. 

To  control  haemorrhage  give  lemonade. 

After  delivery  the  woman  must  not  wash  for  fifteen  days  ;  then 
she  takes  a  Turkish  bath.  This  is  the  orthodox  practice.  Lousia, 
however,  told  me  that  she  procures  certain  herbs  and  makes  a  decoc- 
tion with  which  the  genitalia  may  be  washed  with  safety.  What  a 
blessing  that  a  few  herbs  can  cure  such  ingrown  hydrophobia !  But 
even  Lousia  who  prides  herself  on  having  discarded  old  superstitious 
practices,  considers  cleanliness  in  the  lying-in  chamber  out  of  place 
and  any  old  and  dirty  rags  are  good  enough  to  pack  around  the  wom- 
an to  catch  the  discharges. 

The  child  is  put  to  the  breast  on  the  second  or  fourth  day  ;  mean- 
while it  is  fed  on  sugar  and  butter. 

Fever  frequently  follows  confinement,  and  is  caused  by  the  milk. 
It  is  never  fatal,  if  the  midwife  knows  her  business.  Lousia  never 
loses  a  case  by  fever — so  she  said  ;  but  I  know  she  lied  ;  for  puer- 
peral fever  is  common  and  fatal. 

No,  I  take  it  all  back  ;  perhaps  she  did  not  lie.  As  she  has  the 
aristocratic  practice  of  Bagdad,  it  is  probable  that  in  all  her  puerperal 
fever  cases  (she  knows  them  only  as  milk  fever)  a  dozen  physicians 
are  called  in  (not  together)  before  the  fatal  end,  and  the  last  one 
there  gets  the  blame. 

Lousia  said  the  perinaeum  was  often  torn  in  labor,  and  that  if 
the  woman  was  strong  enough,  she  sewed  it  up  at  once.  The  cervix 
uteri  she  said  was  never  torn.  I  have  only  examined  one  woman  here 
who  had  borne  children,  and  in  her  both  cervix  and  perinasum  were 
badly  torn.  This,  however,  in  no  way  interfered  with  the  reproduc- 
tive function,  for  in.  April,  1893,  she  aborted,  and  now  she  has  a  baby 
several  months  old  and  is  again  pregnant. 

Many  women,  Lousia  said,  conceive  forty  days  after  delivery. 
Certainly  large  families  are  the  rule,  and  the  dwelling  houses,  espe- 
cially in  the  Jewish  quarter,  are  literally  swarming  with  children. 

Ophthalmia  neonatorum  is  common.  The  popular  remedy  in  all 
eye  affections  is  powdered  sugar.  Cleanliness  is  objected  to,  and  the 
flies  are  given  full  freedom  with  children's  eyes. 

I  have  twice  seen  puerperal  women  in  consultation  ;  both  died 
within  half  an  hour  of  my  visit — a  fatality  fatal  to  my  reputation. 
The  first  I  saw  with  Dr.  Baker,  the  British  Residency  Surgeon  and 
a  very  able  man.  The  case  was  one  of  general  anasarca,  albumi- 
nuria and  heart  disease.    The  second  case,  one  of  puerperal  fever, 
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I  saw  with  Rev.  Father  Damien,  a  saintly  monk  of  the  Carmelite 
order  and  a  skillful  physician,  who  has  labored  here  without  re- 
ward (pecuniary)  or  thanks  for  twenty-seven  years.  As  we  entered, 
an  interloping  physician  walked  out.  We  found  the  woman  un- 
conscious, pulseless,  hands  and  feet  cold,  temperature  1060  in  axilla, 
and,  in  short,  dying.  The  house  and  courtyard  were  thronged  with 
visitors,  each  offering  a  remedy.  The  interloper,  a  European  physi- 
cian of  local  fame,  and  who  always  rides  an  ass,  had  left  a  prescrip- 
tion for  dilute  nitric  acid  to  be  given  alternately  with  bicarbonate  of 
soda ! 

I  must  not  omit  to  relate  that  on  the  day  after  I  had  sat  at  the 
feet  of  Lousia  and  imbibed  obstetrical  lore,  all  Bagdad  was  greatly 
excited  about  the  fate  of  American  women.  The  current  report,  dis- 
cussed in  harems  and  cafes,  in  the  bazaars  and  in  churches,  was  that 
American  women  were  all  dying  in  confinement,  and  that  the  doctors 
had  requested  the  Government  to  get  me  to  find  out,  if  possible,  the 
secret  of  the  phenomenal  success  of  Bagdad  midwives. 

There  are  many  curious  beliefs  and  sayings  related  to  pregnancy, 
reproduction,  and  kindred  subjects,  which  I  will  endeavor  to  collect 
and  present  in  another  letter.  Now,  while  being  suspected  of  want- 
ing to  purloin  wisdom,  I  dare  not  open  my  mouth  to  ask  questions. 

I  have  seen  two  cases  of  abdominal  tumor,  but  in  neither  was  it 
possible  to  operate. 

Case  I  was  a  young  unmarried  woman  said  to  be  twenty-five 
years  old.  The  tumor  was  hard,  lobulated,  and  would,  if  removed, 
have  weighed,  perhaps,  twenty  pounds.  Patient  was  thin,  emaciated, 
ansemic,  and  the  urine  was  loaded  with  albumin.  She  was  poor  and 
her  surroundings  extremely  filthy. 

Case  II. — Married  woman,  apparently  between  forty  and  fifty 
years  of  age,  had  no  home  but  the  desert  (a  dweller  in  tents).  Large 
cystic  tumor.  I  tapped  and  removed  two  gallons  of  a  dark  greenish- 
gray,  grumous  fluid.  She  returned  in  a  month  when  I  removed  about 
a  gallon  of  thick  and  very  offensive  pus.  I  have  not  seen  her  since. 
At  her  second  visit  her  appearance  had  changed  materially  for  the 
worse  ;  yet  she  had  come  on  foot  some  three  or  four  miles  to  be  made 
lighter. 

Had  I  had  a  suitable  place  to  keep  them  I  should  have  given  both 
of  these  their  only  chance  (laparotomy).  Case  II  might,  I  think,  have 
got  well.  Open  life  in  the  desert  had  given  her  considerable  vitality. 
Case  I  belonged  to  a  degenerate  town-Arab  family,  and  they  are  poor 
stock. 
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I  do  not  know  the  average  age  of  the  menopause,  but  have  known 
two  women  who  menstruated  regularly  after  the  age  of  fifty.  One 
was  fifty-two  and  the  mother  of  a  very  large  family;  the  other  fifty- 
six  but  had  remained  a  spinster  up  to  a  few  months  previous,  when, 
being  rich,  she  had  bought  a  husband. 

June  \()tk. — I  have  just  been  to  see  a  sick  Telkefian  woman,  and 
a  description  of  the  sick  chamber  and  surroundings  may  be  of  some 
interest.  On  entering  the  courtyard  which  was  very  small  and  sur- 
rounded by  solid  walls,  I  found  gathered  about  eight  or  nine  women 
and  fully  a  dozen  men,  besides  children.  Passing  thence  through  a 
low  and  narrow  opening  I  found  myself  in  a  dimly  lighted  room 
about  six  by  six  feet,  the  ceiling  being  also  about  the  same  height. 
The  floor,  which  was  the  bare  ground,  or  rather  a  stratum  of  com  - 
pressed filth  over  the  natural  soil,  was  quite  wet,  and  on  it  was  spread 
a  quilt,  the  original  color  of  which  could  not  be  even  guessed  at  ; 
nay,  the  texture  was  concealed  under  a  thick  coating  of  grease  and 
dirt.  On  this  lay  what  appeared  to  be  a  bundle  of  rags  around  one 
end  of  which  a  million  flies  were  swarming.  A  brutish-looking  man 
clad  in  what  had  once  been  a  flannel  shirt,  and  nothing  else,  stirred 
up  the  rags  at  the  end,  where  the  flies  were  holding  carnival,  and  out 
popped  a  woman's  head.  In  another  corner  on  a  heap  of  indescrib- 
ably filthy  rags  lay  a  naked  female  child  about  a  year  old,  that  looked 
as  if  she  had  never  been  washed — as  if  a  year's  dirt  had  accumulated 
and  fastened  itself  on  the  thick,  sticky,  cheesy  substance  with  which 
some  children  are  covered  at  birth.  The  woman  suffered  from  menor- 
rhagia,  and  had  been  flowing  twenty  days.  The  rag  heaps  were  satu- 
rated with  the  dirt  of  ages  and  the  blood  the  woman  had  lost  during 
the  twenty  days.    Temperature  in  the  shade  is  1060. 

The  picture  is  finished.  I  have  been  a  missionary  since  I  came 
here,  and  have  preached  the  Gospel  of  Soap  and  Water,  but  it  is  of 
no  avail.  A  despotic  sanitary  dictator  is  needed.  Otherwise  it  will 
be  ages  before  ordinary  ideas  of  cleanliness  are  thought  of. 

Graves  are  robbed  to  get  the  clothing  in  which  corpses  are  buried, 
no  matter  of  what  disease  they  may  have  died. 
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A  SERIES  OF  INTERESTING  CASES  IN  THE  SERVICE 
OF  DR.  HORACE  TRACY  HANKS  AT  THE  WOMAN'S 
HOSPITAL. 

By  John  H.  Rishmiller,  M.  D., 

House  Surgeon  to  the  Woman's  Hospital  in  the  State  of  New  York. 
{Continued  from  page  124.) 

Salpingo-odphorectomies  for  Cystomata  of  the  Uterine  Annexa. 

Case  VIII.  Large  Multiloatlar  Cyst.  Operation.  Recovery. — Mrs. 
D.,aged  sixty-seven  years;  married  twenty-five  years,  but  never  preg- 
nant. Menopause  seventeen  years  ago.  Three  years  ago  had  influ- 
enza and  has  since  menstruated  at  fairly  regular  intervals,  ceasing  five 
months  ago.  These  menstrual  periods  being  similar  to  previous  men- 
struations excepting  less  pain.  Complains  of  weakness  and  pain  in 
lower  part  of  abdomen  on  exertion  for  last  ten  years  but  gave  it  slight 
consideration  until  six  months  ago  when  abdomen  commenced  to  en- 
large very  rapidly  and  has  continued  to  do  so  since.  The  patient  lost 
weight  during  last  six  months. 

Physical  Examination. — There  is  emaciation,  anaemia,  sallow  skin, 
painful  defecation,  and  dyspnoea.  Hindered  locomotion  due  to  pres- 
sure of  neoplasm.  Painful  pressure  symptoms  and  increased  interfered 
respiration  due  to  intraperitoneal  pressure.  Lower  abdominal  wall 
and  inferior  extremities  together  with  labia  majora  present  cedema- 
tous  infiltration.  Palpation  and  percussion  of  abdomen  demonstrated 
hydroperitongeum  (slight)  with  multilocular  cystoma  extending  beyond 
umbilicus  and  filling  lower  abdomen  and  whole  pelvis.  Vaginal  ex- 
amination negative  and  malignancy  doubtful.  Atheromatous  degen- 
eration and  aortic  regurgitation  giving  water-hammer  pulse  very  dis- 
tinctly. Urine  :  Turbid,  acid  reaction,  specific  gravity  1.020,  albu- 
min trace,  few  pus  cells,  and  bladder  epithelium.  Dr.  Cleveland's 
opinion  in  consultation  coincided  in  favor  of  immediate  cceliotomy. 

April  iglh. — Dr.  Hanks,  assisted  by  Dr.  Coe  and  Dr.  Rishmiller, 
made  a  median  abdominal  incision  of  six  inches,  disclosing  neoplasm. 
Patient  turned  on  left  side  permitting  escapement  of  ascitic  fluid. 
Trocar  and  cannula  thrust  into  cyst  for  evacuation  but  contents  found 
too  thick  for  tapping.  Cystic  opening  seized  with  large  forceps,  en- 
larged and  closely  pulled  to  abdominal  wound  preventing  contents 
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escaping  into  peritoneal  cavity.  Organized  lymph  and  papillomatous 
material  evacuated  by  hand  and  the  mass  was  gradually  drawn  through 
the  abdominal  wound.  One  of  the  compartments  contained  an  old 
blood-clot  of  considerable  size.  Intestinal  and  omental  adhesions 
were  very  strong.    The  patient  made  a  good  recovery. 

Case  IX.  Enormous  Multilocular  Cystoma  and  Dermoid  Cyst.  Re- 
covery.— Mrs.  R.,  aged  fifty  years  ;  admitted  June  9th.  Married  and 
the  mother  of  six  children  ;  oldest  thirty  years  and  youngest  sixteen 
years  old.  Her  first  confinement  had  been  difficult  and  instrumental. 
She  had  two  miscarriages  in  early  married  life.  Reached  menopause 
over  two  years  ago.  A  year  ago  she  first  observed  a  gradual  enlarge- 
ment of  her  abdomen,  while  since  last  September  the  increase  has  been 
more  rapid.  Three  months  ago  her  family  physician  drew  off  twelve 
quarts  of  fluid  but  her  abdomen  rapidly  refilled. 

On  examination  an  enormous  multilocular  cyst  was  found  and  the 
patient  had  all  the  symptoms  of  intraperitoneal  pressure. 

June  15///. — Paracentesis  was  performed  fourteen  quarts  of  dark- 
colored  fluid  being  withdrawn.  This  procedure  was  necessary  as  an 
unusual  number  of  emergency  cceliotomies  prevented  an  immediate 
section  and  the  patient  presented  dangerous  pressure  symptoms. 
Thirty-six  hours  after  paracentesis  the  temperature  commenced  rising 
and  reached  1020  F.  so  that  immediate  interference  was  determined 
upon. 

17th.— Dr.  Hanks  assisted  by  Dr.  Coe  and  Dr.  Rishmiller,  the  pa- 
tient being  under  ether,  made  a  median  abdominal  incision  of  five 
inches.  The  patient  was  turned  on  the  side  and  the  larger  cyst 
grasped  with  strong  forceps,  then  a  trocar  was  thrust  into  it  and  about 
three  gallons  of  fluid  were  evacuated.  The  entire  peritoneal  cavity  pre- 
sented chronic  inflammatory  thickening  and  the  numerous  firm  intes- 
tinal and  omental  adhesions  were  gently  broken  up — ligated  with  cat- 
gut and  divided  when  necessary.  The  sac  was  drawn  through  the  in- 
cision and  the  broad  pedicle  which  sprang  from  the  right  horn  of  the 
uterus  was  ligated  in  sections  with  catgut  and  the  tumor  removed. 
Left  ovary  was  enlarged  to  the  size  of  alien's  egg  and  presented  areas 
of  inflammatory  hardness  so  that  it  was  also  ablated.  Both  pedicles 
were  cauterized  and  the  peritoneal  cavity  was  thoroughly  irrigated 
with  warm  sterilized  water  (1120  F.).  The  lower  part  of  the  abdomi- 
nal wound  above  the  bladder  and  peritonaeum  (not  cavity)  was  drained 
by  a  narrow  strip  of  iodoform  gauze  which  was  gradually  removed. 
The  abdominal  wound  was  closed  with  silkworm-gut  sutures  and  a 
moist  bichloride  dressing  was  applied.     Time  forty-five  minutes 
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Counting  the  fluid  (twenty-eight  pounds)  which  was  removed  two 
days  previous  to  the  operation  and  the  fluid  removed  during  the  op- 
eration (about  twenty-eight  pounds)  together  with  the  weight  of  the 
cystic  sac  the  whole  tumor  weighed  originally  about  sixty  pounds. 
The  patient  made  an  astonishingly  rapid  recovery  without  the  slight- 
est complication.  All  the  sutures  were  removed  on  the  ninth  day  and 
the  patient  was  discharged  cured  three  weeks  after  the  operation. 

Pathologist 's  Report. — Very  large  multilocular  cyst.  The  cysts  are 
filled  with  different  fluids  while  the  walls  are  studded  with  smaller 
cysts.  The  small  ovarian  tumor  from  the  left  side  is  a  dermoid  cyst 
containing  hair  and  bones. 

Case  X.  Ovarian  Cystoma.  Celiotomy.  Uneventful  Recovery. — 
Mrs.  F.,  aged  twenty-eight  ;  married  eight  years  ;  one  child,  two  and 
a  half  years  old.  Dysmenorrhcea  with  general  weakness  and  malaise. 
Catamenia  profuse,  lasting  six  days,  recurring  every  twenty-eighth 
day.  Leucorrhcea  for  eight  years  brownish  color,  foetid  and  increased 
after  menstruation.  Constant  pain  in  sacral  region  and  right  groin  of 
a  dull,  aching,  bearing-down  character,  sometimes  sharp  and  shooting. 
Anorexia,  nausea,  constipation,  excessively  nervous,  insomnia,  and 
constant  frontal  and  occipital  headaches. 

March  8th. — Patient  etherized.  Left  ovary  enlarged  and  pro- 
lapsed. Cervix  divulsed  and  uterine  cavity  curetted  and  irrigated 
with  bichloride  (1-10,000).  Cavity  of  uterus  tamponed  with  iodoform 
gauze,  which  was  removed  on  third  day. 

22(/. — Dr.  Hanks.  Patient  etherized.  Abdominal  incision  of  three 
inches.  Right  tube  and  ovary  normal.  Ovarian  cystoma  found  on 
left  side,  which  was  removed,  using  catgut  ligatures.  Abdominal 
wound  closed,  utilizing  silkworm  gut  and  wet  bichloride  dressing  ap- 
plied. Time  fifteen  minutes.  Sutures  removed  on  ninth  day.  Tem- 
perature constantly  remained  below  ioo°  F.  Patient  made  an  un- 
eventful recovery.    Discharged  cured. 

Pathologist's  Report. — The  cyst  is  ovarian  and  the  tube  shows 
chronic  salpingitis. 

Case  XI.  Cystic  Ovaritis  and  Salpingitis.  Operation.  Recovery. — 
Mrs.  S.,  aged  thirty  ;  married  five  and  a  half  years  ;  two  children, 
oldest  three  and  a  half  ye&rs  and  youngest  one  and  a  half  year. 
Both  confinements  were  hard  and  tedious,  and  delivery  effected  by 
instruments.  She  had  one  miscarriage  four  years  ago  at  third  month, 
and  puerperal  fever  during  last  confinement.  Catamenia  lasts  seven 
days,  returning  irregularly  in  from  twenty-one  to  twenty-eight  days 
with  pain  after  menstruation.    She  complains  since  birth  of  first  child 
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of  a  dragging  bearing-down  pain  in  the  right  pelvic  region  which 
has  got  worse  since  birth  of  second  child.  Pain  is  increased  during 
defecation. 

April  13///. — Patient  was  subjected  to  an  ether  examination  and  a 
mass  was  detected  in  the  recto-vaginal  pouch,  size  of  a  goose  egg, 
involving  probably  the  right  ovary. 

26th. — Dr.  Hanks  made  a  median  abdominal  incision  of  four  inches 
long  and  a  thin-walled  parovarian  cystoma,  size  of  an  orange,  was 
found  on  the  right  side  which  was  removed  including  tube  and  ovary. 
Catgut  No.  4  was  used  for  the  pedicle  ligature  and  the  stump  was  cau- 
terized. Ovary  and  tube  on  left  side  normal.  Abdominal  wound 
closed  and  aristol  dressing  applied.  Time  twenty  minutes.  Tem- 
perature continually  remained  below  ioo°  F.  Sutures  were  removed 
on  ninth  day  with  perfect  coaptation  and  primary  union. 

May  17th. — Patient  is  walking  about  and  free  from  the  distressing 
feeling  in  the  right  pelvic  region. 

Pathologist 's  Report. — The  ovary  is  ovai  in  shape  and  surface 
covered  with  adhesions.  Measures  forty  millimetres  long,  nineteen 
millimetres  wide,  and  twenty  millimetres  thick.  Between  the  ovary 
and  tube  there  is  a  spherical-shaped  cyst  twenty-five  millimetres  in 
diameter  adherent  to  both  organs.  Tube  is  slightly  enlarged  and 
winds  around  the  above-mentioned  cyst.  Starting  from  the  fimbriated 
end  of  the  tube  and  the  external  end  of  the  ovary  there  is  a  spherical- 
shaped,  thin-walled  cyst,  forty-one  millimetres  in  diameter.  Ovary 
shows  chronic  ovaritis,  follicular  cysts,  large  and  numerous  corpora 
fibrosa.    The  tube  shows  chronic  salpingitis  and  inflammatory  cysts. 

Case  XII.  Hemorrhage  into  an  Ovarian  Cystoma.  Operation.  Re- 
covery.— Mrs.  McA.,  aged  thirty-six  ;  married  fourteen  years  ;  one 
child  five  years  old.  Labor  tedious.  Dysmenorrhcea,  otherwise  men- 
struation normal.  For  .  the  past  eight  months  she  has  had  excessive 
leucorrhcea  with  rectal  tenesmus.  The  patient  has  complained  of 
pain  in  the  suprapubic  region  and  right  groin  with  a  constant  bearing- 
down  sensation.  She  is  very  fidgety  and  irritable,  and  has  had  ano- 
rexia with  occasional  vomiting  and  constipation. 

An  examination  disclosed  a  semi-fluid  immovable  tumor  posterior 
to  and  at  the  right  of  the  uterus.  Dr.  Thomas  Addis  Emmet  saw  the 
patient  in  consultation  and  agreed  with  the  diagnosis. 

June  2\st. — Dr.  Hanks  made  an  incision  in  the  median  line  four 
inches  long.  The  urine  contained  a  trace  of  albumin  therefore  chloro- 
form anaesthesia  was  employed.  The  mass  about  the  size  of  a  child's 
head  was  situated  at  the  right  of  the  uterus  and  in  Douglas'  pouch 
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evidently  originating  from  the  right  ovary.  It  was  firmly  adherent  to 
the  uterus  and  pressed  into  the  pelvis,  requiring  considerable  manipu- 
lation for  breaking  up  the  adhesions.  The  tumor  was  found  to  be 
cystic,  and  it  was  ruptured  while  being  enucleated — coagulated  blood 
escaping.  The  sac  was  ligated  with  catgut  close  to  the  uterus  and 
removed.  The  raw  peritoneal  surfaces  left  after  breaking  up  the  ad- 
hesions were  united  with  a  fine  running  catgut  suture.  The  left  ovary 
was  generally  cirrhotic  and  nodulated  so  that  it  was  also  removed. 
Both  stumps  were  cauterized  with  the  thermo-cautery  and  the  peri- 
toneal cavity  was  flushed  out  twice  with  boiled  water.  Abdominal 
wound  closed  with  silkworm-gut  sutures  and  dry  dressing  applied. 
Time  forty  minutes.  Patient  had  no  shock  and  made  an  unusually 
satisfactory  convalescence.  The  abdominal  sutures  were  removed  on 
the  tenth  day  and  the  patient  was  discharged  cured  three  weeks  after 
the  operation. 

Pathologist 's  Report. — Ovarian  cyst  in  which  there  are  the  remains 
of  a  haemorrhage  of  long  standing.  The  left  ovary  shows  chronic 
ovaritis. 

Case  XIII.  Cyst  of  the  Broad  Ligament.  Recovery.— Mrs.  N., 
aged  thirty-one  ;  married  fourteen  years  ;  two  children,  first  twelve 
years  and  last  ten  years  ago.  The  last  labor  was  slow  and  instru- 
mental. Her  menstrual  periods  have  always  been  normal  until  six 
months  ago  when  dysmenorrhcea  and  metrorrhagia  developed.  Bow- 
els are  constipated  and  she  has  occasional  temporal  headaches.  For 
the  past  year  she  has  suffered  with  constant  pain  in  her  left  side  of  a 
sharp  and  shooting  character,  radiating  down  left  thigh. 

February  23d. — The  uterus  was  found  enlarged  and  pushed  to  the 
right  side  of  pelvis  by  a  tumor  of  the  left  ovary  or  broad  ligament. 

25th. — Dr.  B.  Emmet  saw  the  patient  in  consultation  and  found 
the  left  ovary  prolapsed  and  cystic  and  agreed  as  regards  the  indica- 
tion for  cceliotomy. 

26th. — Patient  etherized  and  in  Trendelenburg's  position.  Dr. 
Coe  made  a  median  abdominal  incision  of  three  and  a  half  inches 
which  was  afterward  enlarged  with  scissors.  A  broad  ligament  cyst 
was  found  on  the  left  side  the  pedicle  of  which  was  ligated  with  silk 
and  the  tumor,  including  tube  and  ovary,  removed.  The  ovary  on 
the  right  side  was  found  to  be  enlarged  and  indurated  and  the  tube 
occluded  so  these  were  also  removed.  After  fully  ascertaining  with 
the  patient  in  the  horizontal  position  that  haemorrhage  was  checked, 
the  abdominal  wound  was  closed  with  silkworm-gut  sutures  and  was 
dressed  with  aristol.  The  time  of  the  operation  was  thirty-five  minutes 
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March  \oth. — When  the  abdominal  sutures  were  removed  a  stitch 
abscess  was  observed.  This  was  then  dressed  with  hot  carbolic-acid 
compresses  every  six  hours  and  healed  quickly  under  antiseptic  dress- 
ings. 

19///. — Patient  is  sitting  up  in  bed  and  making  a  good  convales- 
cence. 

Pathologist 's  Report. — 11  a."  Ovary  and  Tube. — The  ovary  is  small 
and  corrugated.  The  tube  is  twisted  and  enlarged.  Growing  from 
the  meso-salpinx  and  extending  outward,  is  a  thin-walled  spherical- 
shaped  cyst  measuring  6.5  ctm.  in  diameter  being  a  cystoma  of  the 
parovarium.  "/>."  Ovary  and  Tube. — The  ovary  presents  chronic 
ovaritis  while  the  fimbriated  end  of  the  tube  is  rounded  off  and  lumen 
obliterated. 

Miscellaneous  Celiotomies. 
Case  XIV.  Chronic  Ovaritis  and  Catarrhal  Salpingitis.  Ablation 
of  Annexa.  Cured. — Mrs.  N.,  aged  thirty-one  ;  married  twelve  years; 
two  children,  oldest  eleven  years  and  youngest  nine  years.  Both  labors 
were  difficult  and  tedious.  She  had  one  miscarriage  three  years  ago 
which  had  advanced  to  three  months.  Menstruation  very  irregular, 
scanty,  light  red,  odorless,  clotted,  lasted  from  one  to  two  weeks  and 
returned  from  three  weeks  to  four  months.  For  the  past  two  years 
she  suffered  pain  of  a  dull  aching  and  bearing  down  character  in  the 
right  iliac  region  and  back  occasionally  shooting  down  the  thigh. 
The  pain  has  been  constant  with  exacerbation  and  increased  by  mo- 
tion and  micturition.  Leucorrhcea  since  birth  of  last  child.  The  pa- 
tient was  troubled  with  indigestion,  nausea,  anorexia,  constipation, 
insomnia  and  dyspnoea  on  exertion.  She  had  been  accustomed  for 
the  past  year  to  take  morphine  or  some  hypnotic  to  produce  sleep. 
An  examination  disclosed  an  anteversion  with  the  uterus  soft  and  en- 
larged due  to  impaired  circulation.  The  right  tube  and  ovary  were 
enlarged,  exquisitely  sensitive  and  fixed  under  the  anterior  superior 
iliac  spine.  It  was  considered  advisable  to  give  her  the  benefit  of 
daily  house  treatment  and  observe  what  headway  this  would  afford 
before  resorting  to  surgical  interference,  but  after  faithful  trial  no 
appreciable  amelioration  was  derived  and  operation  was  determined 
upon. 

April  27th.— Ether.  The  uterine  canal  was  divulsed  and  cavity 
curetted  in  Sims'  position  by  Dr.  Rishmiller  while  the  patient  was 
under  ether.  The  uterus  was  swabbed  with  carbolic  acid  and  glycer- 
in in  equal  parts  and  tamponed  with  iodoform  gauze. 

May  14th. — The  patient  was  etherized  and  placed  in  Trendelen- 
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burg's  position.  Dr.  Hanks  made  a  median  abdominal  incision  of 
four  inches.  The  right  ovary  presented  nodulations  with  cystic  de- 
generation and  both  tube  and  ovary  were  ligated,  quilted  with  cat- 
gut (No.  4)  and  ablated.  Left  annexa  normal.  The  appendix  ver- 
miformis  was  found  inflamed  and  abnormally  elongated  with  central 
enlargement  and  adhesions.  Appendectomy  was  performed  utiliz- 
ing catgut.  The  stump  was  cauterized  with  carbolic  acid  and  the 
peritoneal  surfaces  were  brought  together  over  the  wound  with  fine 
silk  sutures.  Abdominal  cavity  closed  with  silkworm-gut  sutures. 
Time  twenty-five  minutes.  All  the  sutures  were  removed  on  the 
tenth  day  and  the  wound  showed  perfect  primary  union.  The  pa- 
tient made  a  quick  recovery  and  was  discharged  cured. 

Pathologist 's  Report. — Macroscopic  Examination. — Appendix  :  sur- 
face congested.  Ovary  :  normal  shape,  surface  slightly  corrugated, 
bands  of  adhesions  between  ovary  and  tube.  Measures  31  X  20  X 
15  mm.  Tube  enlarged,  8  mm.  in  diameter,  mirth  twisted  surface 
slightly  roughened. 

Microscopic  Examination.  —  Appendix  is  intensely  congested. 
Ovary  shows  chronic  ovaritis,  follicular  cysts,  large  number  of  small 
corpora  fibrosa  and  cortex  still  contains  a  number  of  Graafian  fol- 
licles. Tube  shows  catarrhal  salpingitis  with  slight  dilatation  of  the 
lumen. 

Case  XV.  Retroversion  with  Diseased  Annexa,  Salpingo-oophorec- 
tomy  and  Hysterorrhaphy. — Miss  S.,  aged  forty.  Catamenia  scanty  with 
clots  lasting  three  days  and  recurring  on  the  ninetieth  day.  Pain  be- 
fore, during  and  after  menstruation.  Very  nervous,  hysterical  par- 
oxysms, dyspeptic  and  anaemic.  Leucorrhcea  and  dysuria.  Present 
trouble  dates  from  fall  on  ice  nine  years  ago.  Since  has  suffered  from 
bearing-down  pains  in  lumbar,  iliac  and  suprapubic  regions.  Severe 
vertical  and  occipital  headaches.  All  symptoms  greatly  exacerbated 
during  menstruation.  Examination  disclosed  a  rstroverted  uterus 
with  enlarged  and  prolapsed  right  ovary. 

February  19th. — Dr.  Hanks.  Ether.  Abdominal  wall  cleansed  in 
the  usual  manner.  Incision  below  umbilicus  of  about  four  inches. 
Right  ovary  undergone  cystic  degeneration — cyst  size  of  English  wal- 
nut. Left  ovary  was  found  indurated  and  nodular.  Both  tubes  and 
ovaries  were  removed,  utilizing  No.  4  catgut  for  pedicle  ligatures  and 
quilted  with  No.  1  catgut.  Both  stumps  were  cauterized.  Anterior 
surface  of  fundus  uteri  scarified  and  attached  to  the  abdominal  wall 
by  one  silkworm-gut  suture  passing  through  the  integument.  Ab- 
dominal cavity  closed  with  silkworm-gut  sutures  and  dressed  with 
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aristol  and  dry  bichloride  gauze.  All  sutures  removed  on  the  twelfth 
day  and  patient's, condition  gave  excellent  satisfaction.  Five  weeks 
after  operation — uterus  anterior  and  in  position  with  general  amelio- 
ration of  symptoms. 

Pathologist 's  Report. — Both  ovaries  show  chronic  ovaritis,  follicular 
cysts  and  corpora  fibrosa.    Tubes — catarrhal  salpingitis. 

Case  XVI.  Procidentia  Uteri  with  Lacerated  Cervix  and  Posterior 
Vaginal  Wall. — Mrs.  S.,  aged  thirty-six  ;  married  seventeen  years  ;  six 
children,  oldest  sixteen  years  and  youngest  six  years  old.  She  had 
one  stillborn  child  at  eighth  month  nine  years  ago.  All  her  confine- 
ments had  been  tedious  and  difficult,  but  with  non-instrumental  de- 
livery. Menses  regular  with  dysmenorrhcea.  Her  ailment  dated  back 
fifteen  years  when  her  second  child  was  born,  being  lacerated  at  the 
time  both  internally  and  externally.  Since  then  she  had  noticed  the 
uterus  protrude  from  the  vulva,  accompanied  with  a  dragging  sensa- 
tion in  the  back  and  the  lower  part  of  the  abdomen  and  a  feeling  as 
if  her  pelvic  organ  were  coming  out. 

An  examination  disclosed  a  laceration  of  the  posterior  vaginal 
wall,  a  voluminous  vagina,  a  bilateral  tear  of  the  cervix  uteri  and  a 
prolapsed  uterus  to  the  second  degree. 

April  26th. — Dr.  Hanks.  Patient  etherized  and  in  dorsal  position. 
The  cervical  canal  was  divulsed  and  the  uterine  cavity  curetted.  The 
edges  of  the  cervical  laceration  were  denuded,  the  cicatricial  tissue  in 
the  angles  being  removed.  The  denuded  surfaces  were  brought  into 
apposition  by  four  silkworm-gut  sutures  on  each  side.  A  narrow  strip 
of  iodoform  gauze  was  passed  up  to  the  fundus  uteri  for  drainage  and 
the  vagina  was  tamponed  for  the  first  few  days  to  assist  in  holding  the 
uterus  in  place.  The  patient  then  was  placed  in  Trendelenburg's  posi- 
tion. Median  abdominal  incision — four  inches  long.  The  uterus  was 
lifted  out  of  the  hollow  of  the  sacrum  with  a  strong  hook.  The  ante- 
rior surface  of  the  fundus  uteri  and  the  corresponding  surface  on  the 
parietal  peritonaeum  were  scarified  and  the  cornua  uteri  were  stitched 
to  the  abdominal  wall  with  catgut  sutures,  while  one  silkworm-gut 
suture  was  passed  through  the  anterior  surface  of  the  fundus  and 
then  through  the  edges  of  the  abdominal  wound  and  was  ligated  ex- 
ternally. Abdomen  closed  and  dry  dressing  applied.  Time  fifty 
minutes.  An  excessive  deposit  of  adipose  tissue  in  the  abdominal 
wall  caused  a  small  mural  abscess  and  the  healing  by  granulation 
was  a  hindrance  to  rapid  convalescence.  Abdominal  sutures  were 
removed  on  the  eighth  day  and  the  one  uterine  at  the  end  of  two 
weeks. 
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May  2g(/i. — The  cervical  sutures  were  removed  showing  perfect 
result. 

June  6/1/. — Ether.  The  uterus  was  found  anterior  and  in  perfect 
position.  Needle  and  carrying  thread  taking  up  a  point  on  posterior 
vaginal  wall  three  inches  above  the  fourchette  constituting  the  apex 
of  denuded  surface.  Two  tenacula  grasping  inferior  limit  of  vagina 
two  and  a  half  inches  apart,  establishing  base  of  triangle — requiring 
denudation.  Inclosed  mucous  membrane  of  triangle  was  denuded  with 
universal  scissors  and  brought  into  apposition  with  silkworm-gut  su- 
tures. Insufflation  of  iodoform  into  vagina  and  a  stiip  of  gauze  was 
applied  over  the  vaginal  sutures.  The  sutures  were  removed  ten  days 
after  the  operation.  Discharged  cured  as  she  was  relieved  from  her 
former  ailment. 

Case  XVII.  Hydroperitonctum  and  Tubercular  Peritonitis  with 
Pulmonary  Infection. — Mrs.  E.,  aged  thirty-eight.  Married  sixteen 
years,  five  children,  oldest  fifteen  and  youngest  five  years  old.  Three 
miscarriages,  first  eleven  years  ago  at  fourth  month  and  last  a  year 
ago  at  second  month.  Parents  living.  Always  healthy  until  two 
years  ago  when  patient  developed  la  grippe ;  since,  has  never  been 
well.  Exacerbation  of  all  symptoms  for  last  year.  Uncomfortable 
distention  of  abdomen  for  last  five  weeks.  Suffers  from  indigestion, 
constipation,  and  interfered  circulation  with  pressure  dyspnoea.  Pain 
in  epigastric  and  hypochondriac  regions  due  to  pressure.  Incessant 
coughing  with  profuse  greenish-yellow  expectoration.  Ansemia,  ema- 
ciation, pinched  features, .sallow  skin  and  night  sweats.  Enormous 
distention  of  abdomen  with  unchangeable  percussion  dullness  in  both 
flanks  by  altering  recumbent  position  of  patient  and  stable  tympanites 
around  umbilicus.  Uterus  pushed  to  left.  Pulmonary  percussion, 
dull  over  both  apices. 

February  22d.— Dr.  Hanks.  Exploratory  coeliotomy.  Patient 
etherized.  Abdomen  cleansed  in  the  usual  manner.  Incision  of  four 
inches  opening  peritoneal  cavity  and  allowing  escape  of  a  large  amount 
of  ascitic  fluid.  Small  ovarian  cyst  on  right  side  rupturing  while  at- 
tempting its  removal.  Tissues  very  soft  and  friable  and  peritoneal 
cavity  was  in  a  state  of  chronic  tubercular  peritonitis,  studded  every- 
where with  tubercular  nodules.  Intestines,  omentum,  stomach  and 
diaphragm  were  adherently  massed  by  adhesions,  holding  intestines 
in  the  upper  abdominal  cavity.  Puncture  was  made  from  Douglas' 
cul-de-sac  into  vagina  with  Hanks'  trocar  and  gauze  drainage  estab- 
lished through  vagina.  Peritoneal  cavity  thoroughly  flushed  out  with 
warm  sterilized  water.    Abdomen  closed.     Time  twenty  minutes. 
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Gauze  for  drainage  was  gradually  removed  from  day  to  day.  Sutures 
removed  on  twelfth  day.  Patient  discharged  three  weeks  after  opera- 
tion much  improved  but  prognosis  unfavorable. 

Case  XVIII.  Vaginal  Hysterectomy.  Coniplete  Procidentia  Uteri. 
Recovery. — Mrs.  B.,  aged  thirty-three.  Married  six  years,  one  mis- 
carriage five  years  ago,  advanced  six  months.  To  all  indications  pa- 
tient is  in  the  stage  of  tertiary  syphilis.  Anorexia  and  indigestion, 
constipation  and  frequent  dysuria.  Present  ailment  dates  back  five 
months,  when  she  first  noticed  a  protrusion  of  the  uterus  since,  pro- 
lapse has  continually  increased  until  now  the  uterus  is  in  the  third 
stage  of  prolapse,  dragging  down  with  it,  the  whole  bladder,  caus- 
ing the  constant  dysuria  or  rather  an  overflow  and  incomplete  void- 
ing of  urine  making  it  ammoniacal  and  phosphatic.  The  unilat- 
eral laceration  of  the  cervix  created  a  painful  uncomfortableness 
from  the  wounded  surfaces  constantly  rubbing  against  wearing  ap- 
parel. 

February  \^th. — Dr.  B.  Emmet  in  consultation  concurred  as  re- 
gards the  vaginal  operation  considering  the  flaccidity  of  the  abdominal 
wall  and  non-support  of  the  pelvic  floor  with  increased  size  and  weight 
of  prolapsed  organ,  advised  vaginal  hysterectomy. 

22//. — Dr.  Hanks.  Ether.  Patient  in  dorso-sacral  position  and 
previous  preparation  same  as  for  cceliotomy,  besides  vaginal  douches 
and  tamponing  of  iodoform  gauze  daily  for  one  week.  External 
genitals  and  vagina  thoroughly  cleansed  in  the  usual  antiseptic  man- 
ner. The  cervix  was  seized  with  volsella  and  block-tin  sound  passed 
into  the  bladder  serving  as  a  vesical  guide.  The  bladder  on  ac- 
count of  procidentia  was  intimately  adherent  to  the  elongated  cer- 
vix and  separation  was  exceedingly  difficult,  great  precaution  being 
necessary  not  to  buttonhole  the  bladder.  After  separating  the  blad- 
der and  uterus  with  scissors  the  posterior  dissection  was  undertaken. 
The  uterine  arteries  were  ligated  with  No.  4  catgut.  The  broad  liga- 
ments were  ligated  with  catgut,  inversion  being  prevented  by  elongated 
cervix.  The  uterus  was  extirpated  in  toto  leaving  behind  one  healthy 
tube  and  ovary.  The  usual  amount  of  haemorrhage  attributable  to 
prolapsed  organs  impeding  venous  circulation  though  easily  checked 
by  ligation.  Vaginal  fornices  were  brought  into  apposition  with  No.  1 
catgut,  a  large  central  opening  was  left  and  tamponed  with  sterilized 
iodoform  gauze,  thus  establishing  free  drainage  per  vaginam.  The 
patient  was  returned  from  the  operating  room  in  good  condition  and 
rallied  with  very  little  shock.  Bowels  moved  on  third  day  with  halt 
a  grain  of  calomel  every  half- hour  until  eight  doses  were  given 
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Commenced  removing  vaginal  gauze  on  the  third  day  (two  to  six 
inches)  and  continued  daily  removal  to  encourage  drainage,  taking 
away  the  last  and  longest  piece  on  the  eighth  day.  Seventh  day  : 
Warm  creolin  douche,  one  drachm  to  one  quart  three  times  a  day. 
Temperature  always  remained  below  ioo°  F.  (rectal)  the  pulse  hold- 
ing same  ratio.  On  seventeenth  day  patient  was  up  and  about  making 
an  uneventful  convalescence. 

Pathologist's  Report. — Macroscopic  Examination. — Uterus  measures 
ten  centimetres  long  and  five  centimetres  across  cornua.  Section  shows 
walls  thickened  cavity  of  body  slightly  dilated  and  mucous  membrane 
thickened.    Tube  enlarged,  fimbriated  end  occluded  and  rounded. 

Microscopic  Examination. — Ovary  shows  chronic  ovaritis,  small 
cysts,  large  corpora  fibrosa.  Tube  shows  suppurative  salpingitis. 
Uterus  shows  chronic  endometritis. 

Case  XIX.  Vaginal  Ligation  of  Uterine  Arteries  for  Fibroma 
Uteri. — Mrs.  M.,  aged  forty-two.  Married  twenty-five  years  ;  eight 
children,  oldest  twenty-three  and  youngest  seven  years  old.  Four 
miscarriages  first  three  years  ago,  last  six  months  ago  and  period  of 
utero-gestation  all  of  three  months.  Catamenia  profuse  with  clots, 
lasting  six  days  and  interval  twenty-eight  days.  Excessive  leucor- 
rhcea  for  last  six  years.  Severe  pain  in  suprapubic  and  lumbar-sacral 
regions.  Impossible  to  defecate  for  last  year  without  rectal  enema. 
Uterus  uniformly  enlarged  and  six  inches  deep.  Sound  passes  over 
a  rough  body  while  exploring  uterine  cavity. 

February  8t/i. — Dr.  Coe.  Patient  etherized  and  in  dorsal  position. 
Sims'  speculum  drawing  down  the  relaxed  perinaeum  and  another 
utilized  as  a  lateral  retractor.  Cervix  grasped  with  volsella  and 
drawn  down.  Left  lateral  fornix  cut  with  scissors  and  tissue  dis- 
sected up  with  forefinger  until  uterine  artery  was  detected  pulsating 
when  Cleveland's  ligature  passer  threaded  with  pedicle  silk  was  guided 
around  the  uterine  artery  which  was  ligated.  Wound  closed  with  fine 
silk  continuous  suture.  Same  manoeuvre  was  practiced  on  right  side. 
Cervix  uteri  was  divulsed  and  uterine  cavity  curetted  and  tamponed 
with  iodoform  gauze.  Vagina  firmly  packed  with  gauze  which  was 
removed,  together  with  the  gauze  in  the  uterus,  on  the  fourth  day. 
Sutures  removed  two  weeks  after  operation.  Immediate  decrease  of 
fibroma  uteri  treated  in  this  conservative  manner  can  not  be  expected 
in  such  a  brief  time,  but  we  must  wait  and  observe  the  effect  of  the 
limited  nutrition  in  order  to  appreciate  the  benefit  derived  from  ligat- 
ing  the  uterine  arteries.  This  case  will  be  kept  under  observation 
and  any  changes  in  the  size  of  the  growth  will  be  noted. 
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Preparation  for  Plastic  Operations. — About  twelve  hours  before 
the  patient  receives  a  full  warm  bath  and  is  given  an  ounce  of  a  satu- 
rated solution  of  magnesium  sulphate.  Six  hours  before  the  opera- 
tion she  is  given  two  pints  of  soapsuds  as  a  high  enema.  The  pa- 
tient receives  no  solid  food  for  twelve  hours  previous  to  the  operation 
while  an  ounce  of  brandy  is  administered  half  an  hour  before  starting 
the  anaesthetic.  This  quantity  varies  according  to  the  habits  and  con- 
ditions of  the  patient.  The  external  genitals  are  shaved  and  two  bi- 
chloride (1  to  3,000)  vaginal  douches  given  ;  one  two  hours  before 
the  operation  and  another  directly  before  the  patient  is  brought  to 
the  anaesthetizing  room.  After  the  patient  is  anaesthetized  the  vagina 
and  external  genitals  are  thoroughly  cleansed  with  the  tincture  of 
green  soap  and  water  ;  this  is  followed  by  bichloride  (r  to  3,000)  irri- 
gation. 

Case  XX.  Vesico-vaginal  Fistula  implicating  Destruction  of  Base 
of  Bladder  Closure. — Mrs.  K.,  aged  twenty-seven.  Admitted  May  25, 
1893.  Married  four  years  ;  two  children,  oldest  two  years  and  young- 
est nine  months.  Previous  history,  up  to  biith  of  last  child,  good. 
Duration  of  last  labor  nine  hours.  Presently  complains  of  the  dis- 
comforts caused  by  constant  dripping  away  of  urine. 

Her  attending  physician,  subsequent  to  delivery  of  child,  noticed 
a  mass  protruding  from  the  vagina  which  he  believed  to  be  the 
placenta.  Without  careful  examination,  this  undoubtedly  cedematous 
prolapsed  bladder  was  seized  and  forcibly  drawn  down — thus  tearing 
away  the  whole  base  of  the  bladder,  as  the  patient  immediately  after 
this  procedure  observed  the  continuous  escape  of  urine  per  vaginani. 
Nature  finally  came  to  the  rescue  and  the  placenta  was  ultimately  de- 
livered. 

Examination  revealed  an  entire  loss  of  the  base  of  the  bladder  with 
a  left  laceration  of  the  cervix  uteri.  Both  ureters  and  the  fundus  of 
the  bladder  were  demonstrated  by  direct  inspection.  This  case  is  of 
great  interest,  since  the  accident  which  caused  the  fistula  was  so  un- 
usual. The  tear  of  the  base  of  the  bladder  began  on  the  left  side  of 
the  cervix  in  front  of  the  anterior  lip  and  continued  to  the  opposite — 
the  right  side — and  then  forward  by  the  right  side  of  the  roof  of  the 
vagina  near  to  the  union  with  the  bone  until  almost  to  the  meatus. 
Three  preliminary  operations  were  performed  in  order  to  gain  tissue 
enough  to  form  a  base  for  the  bladder,  consisting  of  stretching  and 
cutting  of  cicatricial  bands  and  bringing  them  into  apposition  by  No. 
30  silver-wire  sutures  until  finally  a  small  fistula  remained.  For 
fear  of  non-union  for  the  final  closure  of  the  fistula  on  account  of  the 
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large  amount  of  cicatricial  tissue  patient  was  discharged,  to  return  in 
three  months  hoping  that  some  of  the  tissue  might  improve  before 
the  final  operation. 

January,  1894. — Patient  readmitted  and  general  condition  showed 
improvement. 

February  1st. — Dr.  Hanks.  Patient  etherized.  The  edges  of  the 
fistula  were  denuded,  going  back  a  quarter  of  an  inch  on  the  vaginal 
mucous  membrane,  and  closed  by  seven  No.  30  silver-wire  sutures. 
Sigmoid  catheter  introduced  and  changed  daily  for  eight  days  when 
the  patient  was  allowed  to  urinate  whenever  bladder  felt  dis- 
tended, going  three  to  four  hours.  The  bladder  was  irrigated  with 
warm  four-per-cent.  solution  of  boric  acid  whenever  replacing  the 
catheter.  The  vagina  was  tamponed  with  iodoform  gauze  and  re- 
moved on  the  fourth  day  and  antiseptic  douches  given. 

12th. — Sutures  removed  and  union  perfect.  Discharged  cured  on 
the  fourteenth  day. 
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EDITORIAL. 

GYNECOLOGY  IN  BAGDAD. 

We  publish  in  this  number  of  the  Journal  a  communication  of 
great  interest  from  Dr.  Sundberg,  residing  at  Bagdad.  The  city  of 
Bagdad  has  been  familiar  to  us  from  early  childhood  when  it  was 
located  within  the  territory  of  Eairyland,  peopled  to  be  sure  by 
Turks,  but  Turks  who  consorted  with  magicians  and  who  knew  and 
feared  the  Forty  Thieves.  Dr.  Sundberg  tells  us  of  the  degen- 
erate descendants  of  our  old  friends  but,  alas,  the  days  of  necro- 
mancy have  passed  and  the  fairylike  transformations  of  science  have 
not  followed  as  their  legitimate  successor.  It  is  difficult  to  obtain 
a  truthful  picture  of  the  customs  and  practices  of  Eastern  nations  in 
regard  to  the  treatment  of  diseases  peculiar  to  females  and  the  par- 
turient act  because  they  regard  questions  pertaining  to  these  matters 
as  an  evidence  of  an  unholy  curiosity  or  of  an  attempt  by  foreigners 
to  rob  them  of  their  knowledge.  How  much  reason  they  have  for  the 
latter  fear  may  be  gathered  from  "  Lousia's  "  account  of  her  practice. 
We  are  very  fortunate  in  being  able  to  give  this  narrative  to  our  read- 
ers, not  only  on  account  of  the  information  that  the  doctor  obtained 
by  questioning  the  people  but  because  it  embodies  the  result  of  his 
personal  experience.  His  description  of  a  Telkefian  sick-room  will 
satisfy  the  most  ardent  admirers  of  the  realistic  school  of  literature. 
Filth  reigned  supreme,  and  if  such  conditions  are  common,  we  can 
sympathize  with  the  doctor  when  he  exclaims  :  "  I  have  preached  the 
Gospel  of  Soap  and  Water  and  it  is  of  no  avail.  A  despotic  sanitary 
doctor  is  needed." 

We  may  learn  something  of  value  by  reading  of  the  primitive 
methods  of  practicing  midwifery  in  Bagdad,  for  there  is  no  better 
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way  of  learning  our  own  defects  than  by  criticising  the  shortcomings 
of  others,  but  we  must  not  throw  stones  too  hard  for  our  houses  still 
contain  vitreous  material.  The  medical  inspectors  of  the  New  York 
tenement  district  could  tell  strange  tales  of  bad  obstetric  work. 
Things  look  so  different  from  different  standpoints.  Perhaps  nothing 
will  better  exemplify  this  fact  than  the  experience  of  an  eminent 
Eastern  traveler  who  for  the  first  time  witnessed  the  administration 
of  justice  in  one  of  our  civil  courts.  A  surgeon  was  being  tried  for 
removing  the  ovaries  of  a  woman  who  claimed  that  these  organs  had 
not  been  diseased.  The  lawyer  for  the  plaintiff  addressed  the  jury 
and  stated  that  his  client  had  obtained  no  relief  from  the  operation 
but  continued  to  suffer  until  a  large  mass  was  removed  from  her  cer- 
vix a  year  after  the  first  operation.  The  stranger  asked  concerning 
the  jury,  and  was  told  that  they  were  twelve  men  who  were  to  render 
a  verdict  in  accordance  with  the  testimony. 

"  How  long  a  training  do  they  have  before  they  are  allowed  to  act 
in  so  important  a  capacity  ?  " 

He  was  told  that  they  had  no  previous  training  at  all. 

"  They  are  selected,  I  suppose,"  said  he,  "  on  account  of  their 
reputation  for  intelligence  or  integrity  ?  " 

He  was  told  that  these  qualities  were  not  a  marked  feature  of 
juries.  The  Turk  seemed  very  much  surprised  at  this  answer,  but 
soon  a  smile  of  satisfaction  lighted  up  his  face  and  he  muttered  :  "  It 
is  strange  that  I  did  not  remember.  Of  course  these  men  have  been 
selected  for  their  knowledge  of  the  dead  body  and  its  organs.  When 
Harun-al-Raschid  ruled  over  Egypt,  there  was  a  tradition  of  a  class 
of  men  called  paraschites  who  formerly  had  for  their  occupation  the 
preparation  of  the  dead.  They  were  much  despised  but  had  an  inti- 
mate knowledge  of  the  dead  body.  This  jury  has  not  the  appearance 
of  learned  men  and  I  suppose  they  follow  such  calling." 

He  was  told  that  he  was  again  mistaken,  that  the  jury  was  chosen 
by  lot  from  all  classes — except  the  learned  professions — and  as  the 
ignorant  far  outnumbered  the  intelligent,  they  were  according  to  the 
laws  of  chance  in  the  majority.  The  lawyer  for  the  defense  now 
addressed  the  jury  and  said  he  was  prepared  to  prove  that  the  pa- 
tient's cure  was  due  to  the  operation  his  client  had  performed  some 
time  before  upon  the  plaintiff. 

After  the  case  was  presented,  a  number  of  so-called  medical  ex- 
perts were  called.  Some  testified  for  the  plaintiff,  some  for  the  de- 
fendant, some  for  their  own  greatness  and  but  few  for  the  cause  of 
medical  science.    There  was  but  slight  agreement  among  them  as  to 
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what  was  the  cause  of  the  symptoms  from  which  the  patient  suffered. 
It  was  suggested  that  it  was  due  to  disease  of  the  ovary,  to  prolapse 
of  the  ovary,  to  disease  of  the  tube,  to  hard  tissue  in  the  cervix,  tc 
enlargement  of  the  veins  of  the  broad  ligament,  to  a  misplaced  kid- 
ney, to  prolapse  of  the  intestines,  and  other  suggestions  were  made 
which  it  was  difficult  to  controvert.  The  presence  of  the  organs 
which  had  been  removed  did  not  dispel  the  fog  for  opinion  was 
equally  divided  as  to  whether  they  could  fairly  be  called  diseased  or 
not.  The  Turk  listened  gravely  to  this  mass  of  contradictory  testi- 
mony until  he  clearly  saw  that  a  witness  was  giving  evidence  in  a 
partisan  spirit.    He  became  quite  excited  and  exclaimed  : 

"  By  the  beard  of  the  Prophet,  that  man  has  been  bribed.  He 
should  receive  forty  strokes." 

It  was  not  without  mortification  that  his  companion  told  him  that 
for  a  fee  some  of  these  so-called  experts  would  give  evidence  for 
either  party  in  the  suit.  After  the  testimony  was  complete  and  the 
lawyers  had  finished  their  arguments,  the  judge  addressed  the  jury 
and  told  them  they  must  find  a  verdict  to  the  best  of  their  ability — 
which  the  traveler  remarked  in  an  undertone  did  not  seem  very 
great — in  accordance  with  their  belief  in  the  probabilities  as  stated 
by  the  experts. 

Having  heard  the  completion  of  the  trial  the  traveler  did  not  wait 
to  hear  the  verdict.  He  remarked  :  "  By  Allah,  you  are  a  wonderfi  1 
nation.  Had  I  such  a  case  before  me  in  my  own  country  I  should 
have  disposed  of  it  in  a  short  time,  for  had  I  been  unable  to  arrive  at 
the  truth  from  the  evidence,  we  would  have  invoked  the  aid  of  the 
Koran.  You,  however,  trust  to  chance,  for  by  your  method  of  select- 
ing the  jury  you  are  sure  to  have  a  majority  of  judges  who  are  unable 
to  comprehend  the  reasoning  on  which  their  judgment  should  depend 
and  thus  you  do  not  attempt  to  meddle  with  the  blind  decrees  of 
fate.  Moreover,  you  find  occupation  for  many  who  would  doubtless 
otherwise  starve." 

Among  the  many  interesting  statements  in  Dr.  Sundberg's  paper 
we  note  one  of  great  importance  relating  to  child  marriage.  We 
have  heard  a  great  deal  of  this  subject  from  India  and  have  thought 
that  much  of  the  outcry  was  due  to  the  hysterical  desire  for  sensa- 
tional news.  It  is  generally  understood  that  though  these  marriages 
took  place  at  an  early  age,  the  females  were  spared  the  sexual  rela- 
tion until  Nature  had  prepared  them  for  the  ordeal.  Puberty  occurs 
in  hot  countries  at  a  much  earlier  age  than  in  cooler  climates  but, 
strangely  enough,  Dr.  Sundberg's  observations  showed  him  that  in 
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Bagdad  menstruation  does  not  appear  earlier  than  in  the  United 
States  and  the  statement  of  the  Sisters  at  the  French  convent  where 
six  or  seven  hundred  girl  pupils  receive  instruction  is  to  the  same 
effect.  Yet  among  the  Mohammedans  and  Jews  girls  of  nine  or  ten 
years  of  age  marry  and  cohabit,  and  even  among  the  Christians  mar- 
riage takes  place  at  as  early  an  age  as  eleven  or  twelve  years. 
The  author  of  the  paper  speaks  of  assisting  at  an  operation  for  the 
cure  of  recto-vaginal  fistula  the  result  of  violent  coitus.  The  case 
was  that  of  a  married  child,  eleven  years  of  age  !  She  is  described  as 
of  small  stature  for  her  age,  with  the  manners  and  expression  of 
countenance  of  a  child.  Her  mammfe  were  wholly  undeveloped  and 
there  was  an  absence  of  hair  on  the  pubes. 

The  awful  degradation  of  these  early  marriages  can  readily  be 
conceived  and  the  result  must  be  an  inferior  race.  The  doctor 
states  that  girls  as  well  as  boys  are  made  use  of  for  sodomitic  pur- 
poses. 

Dr.  Sundberg  kindly  promises  an  account  of  many  curious  prac- 
tices that  are  current  as  soon  as  the  excitement  incident  upon  his 
cross-examination  has  subsided.  At  the  present  time  the  inhabitants 
of  Bagdad  are  firmly  convinced  that  the  United  States  Government 
has  sent  to  gain  points  for  its  medical  men. 


REVIEWS. 

Traite  des  Maladies  de  la  Grossesse  et  des  Suites  des 
Couches.  Par  le  Dr.  Ch.  Vinay.  (Treatise  on  the  Dis- 
eases of  Pregnancy  and  of  the  Puerperium.  By  Dr.  Ch. 
Vinay,  Adjunct  Professor  of  Medicine  at  Lyons,  etc.)  Paris: 
J.  B.  Bailliere  et  Fils,  1894.    Pp.  836. 

While  the  author  recognizes  that,  aside  from  affections  peculiar  to 
the  reproductive  organs,  there  does  not  exist  a  group  of  diseases  di- 
rectly related  to  pregnancy  alone,  yet,  since  there  are  but  few  patho- 
logical affections  which  may  not  complicate  gestation,  modify  its 
progress  and  influence  its  termination,  it  has  seemed  to  him  well  to 
devote  a  clinical  volume  to  their  description.  It  is  well  known  that 
the  supervention  of  any  affection  on  pregnancy  or  during  the  puer- 
perium modifies  the  clinical  phenomena  to  a  greater  or  a  less  degree, 
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requiring,  therefore,  the  exercise  of  greater  keenness  of  judgment  on 
the  part  of  the  attending  physician,  and  altering,  often,  materially  the 
therapeutic  indication.  During  eight  years  the  author  has  been  in 
constant  service  in  a  large  Maternity  and  has  had  unusual  opportu- 
nities of  watching  the  course  of  diseases  developing  as  complications 
of  pregnancy  and  the  puerperal  state,  and  in  this  volume  he  rehearses, 
in  the  main,  that  which  he  has  observed,  and  the  deductions  which 
his  practical  experience  have  taught  him  are  sound. 

At  the  outset,  he  considers  the  physiology  of  pregnancy,  laying 
stress,  in  particular,  on  recent  additions  to  our  knowledge  in  regard 
to  the  micro-organisms  which  exist  in  the  vagina  and  the  rdle  which 
they  may  play  during  the  puerperal  state.  He  next  passes  in  review 
the  affections  of  the  genital  apparatus,  of  the  digestive,  respiratory, 
urinary,  cutaneous,  and  nervous  systems  as  modifying  and  as  modi- 
fied by  pregnancy.  Special  attention  is  given  to  the  question  of 
therapeusis,  thus  making  the  work  a  strictly  clinical  one. 

While  a  careful  reading  fails  to  reveal  anything  especially  original 
in  this  work,  the  author  has  admirably  succeeded  in  incorporating  in 
a  single  volume  all  the  information  extant  concerning  the  affections 
complicating  pregnancy  and  the  puerperal  state.  He  has  displayed 
wonderful  industry  in  so  doing,  for  not  alone  has  he  sifted  the  bibli- 
ography of  his  native  land  but  he  has  also  culled  to  advantage  from 
American  and  German  sources.  As  a  work  for  reference,  therefore, 
we  must  commend  this  volume.  The  reader  will  find  in  it  more  ex- 
tended information  than  it  is  possible  to  incorporate  in  complete 
treatises  on  obstetrics  and,  from  the  side  of  therapeusis,  the  teaching 
is  generally  in  accord  with  modern  and  aggressive  views. 

E.  H.  G. 

Tumors,  Innocent  and  Malignant  ;  their  Clinical  Features 
and  Appropriate  Treatment.  By  J.  Bland  Sutton,  M.  D., 
Assistant  Surgeon  to  the  Middlesex  Hospital,  London.  Phila- 
delphia: Lea  Bros.  &  Co.,  1893. 

The  work  of  this  well-known  author  consists  of  some  five  hundred 
pages  with  two  hundred  and  fifty  engravings  and  nine  plates.  It  is 
evidently  the  result  of  much  painstaking  practical  work  by  a  compe- 
tent pathologist  rather  than  a  mere  compilation  of  the  observations 
of  others.  A  novel  feature  and  one  which  greatly  adds  to  the  inter- 
est of  certain  new  growths,  is  the  abundant  reference  which  is  made 
to  the  domain  of  comparative  pathology.    The  author  considers  the 
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origin  of  tumors  largely  upon  the  developmental  basis.  The  chief 
interest  of  the  book  to  the  gynaecologist  as  well  as  to  the  general  prac- 
titioner, is,  as  might  be  expected  from  his  well-known  Hunterian  and 
Erasmus  Wilson  lectures,  the  chapters  devoted  to  the  consideration 
of  dermoids  and  allied  cysts.  The  clinical  features  and  the  questions 
of  prognosis  and  treatment  receive  but  comparatively  little  attention 
so  that  the  reader  will  hardly  obtain  much  practical  information  on 
these  points.  Upon  the  whole,  although  there  are  certain  statements 
to  which  we  do  not  entirely  agree,  the  book  we  believe  will  prove 
most  welcome  to  those  especially  interested  in  dermoid  and  cystic 
tumors.  E.  H. 


TRANSACTIONS   OF  THE   CHICAGO  GYNECOLOGICAL 

SOCIETY. 

Meeting  of  April  20,  1894. 

7 he  President,  Fernand  Henrotin,  M.  D.,  in  the  Chair. 

IN  MEMORIAM 
CHARLES  WARRINGTON  EARLE,  A.  M.,  M.  D. 

BORN   1845  ;  DIED  1893. 

Henry  T.  Byford,  M.  D.  :  *  Charles  Warrington  Earle  was  born 
April  2,  1845,  at  Westford,  Yt.  At  the  age  of  sixteen  he  enlisted  in 
the  Union  army  in  the  war  of  the  rebellion  as  a  common  soldier.  He 
was,  however,  soon  disabled  and  sent  home.  When  scarcely  recov- 
ered from  his  illness  he  organized  a  company  of  recruits,  but  upon 
presenting  his  company  to  the  recruiting  officers  the  boy  was  rejected 
as  physically  unfit  for  the  campaign.  Upon  the  urgent  solicitation  of 
his  comrades,  however,  he  was  permitted  to  accompany  them  as 
orderly  sergeant  and  was  soon  made  lieutenant.  In  the  battle  of 
Chickamauga,  Lieutenant  Earle  was  in  command  of  Comrjany  C  of 
his  regiment.  He  led  forty-five  men  into  battle  and  came  out  with 
only  ten.  It  stands  recorded  of  him  in  this  engagement  that  "he 
stood  by  the  colors  throughout  the  fight  and,  though  all  but  two  of 
the  color  guard  were  killed  or  wounded  and  the  colors  cut  to  pieces, 
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he  faltered  not  an  instant."  He  was  taken  prisoner  soon  afterward 
and  spent  four  months  in  Libbey  prison.  He  escaped  through  the 
famous  underground  tunnel  and  wandered  six  winter  nights  through 
the  swamps  until  he  finally  reached  the  Union  lines  in  an  exhausted 
and  starving  condition,  almost  carrying  a  friend  whose  mind  had  al- 
ready begun  to  show  signs  of  serious  derangement.  He  then  made  a 
flying  trip  home  but  hastened  back  to  engage  with  the  remnant  of  his 
faithful  company  in  many  battles.  He  was  made  captain,  as  a  reward 
for  personal  bravery,  at  the  age  of  only  twenty.  At  the  close  of  the 
war  he  entered  Beloit  College  and  in  four  years  completed  a  six 
years'  course  of  study. 

He  then  entered  the  Chicago  Medical  College,  and  graduated  with 
honors  in  1870.  He  commenced  practice  at  once  in  Chicago  and 
always  served  his  profession  with  the  energy  which  characterized  his 
military  life.  He  was  married  in  1871  to  Miss  Fanny  L.  Bundy,  of 
Beloit,  Wis.,  who  with  two  children  survives  him.  He  at  once  became 
a  member  and  devoted  much  of  his  time  to  the  local  medical  societies, 
most  of  which  he  served  as  secretary  or  president.  For  seventeen 
years  he  was  attending  physician  to  the  Washingtonian  Home  and 
latterly  was  attending  physician  to  the  Wesley  Hospital.  He  was  one 
of  the  founders  of  the  Woman's  Medical  College  and  the  College  of 
Physicians  and  Surgeons  of  Chicago.  At  the  time  of  his  death  he 
was  dean  and  Professor  of  Diseases  of  Children  in  the  former  and 
president,  treasurer  and  Professor  of  Obstetrics  in  the  latter.  He 
was  also  Professor  of  Obstetrics  in  the  Post-graduate  Medical  School, 
and  President  of  the  Chicago  Medical  Society.  He  was  a  charter 
member  of  the  American  Paediatric  Society  and  of  the  Chicago  Medico- 
legal Society,  member  of  the  British  Medical  Association,  Illinois 
State  Medical  Society  and  Chicago  Pathological  Society.  He  was 
one  of  the  founders  and  former  presidents  of  this  society. 

Dr.  Earle  was  a  prolific  writer.  He  wrote  much  for  medical  jour- 
nals and  was  one  of  the  authors  in  Keating's  Cyclopaedia  of  Diseases 
of  Children.  When  seized  with  his  fatal  illness  he  was  preparing  a 
section  for  the  American  Text-book  of  Diseases  of  Children  and  had 
promised  to  write  for  the  American  Text-book  of  Obstetrics. 

Outside  of  his  profession  he  was  popular  and  prominent.  He  was 
a  member  of  the  Loyal  Legion,  the  Illinois  Club,  the  Lincoln  Club, 
and  the  Irving  Literary  Society.  Dr.  Earle  wrote  notable  essays  on 
temperance,  education,  military  themes  and  other  general  topics.  He 
was  passionately  fond  of  music  and  a  good  singer.  He  was  a  favorite 
after-dinner  orator.    He  possessed  a  commanding,  almost  colossal 
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figure,  a  handsome  face,  a  powerful  intellect,  a  magnetic  tempera- 
ment, and  a  voice  whose  sonorous  and  sympathetic  vibrations  com- 
manded attention  and  made  friends.  He  took  no  vacations  and 
worked  almost  incessantly,  notwithstanding  the  urgent  and  constant 
appeals  made  by  his  wife  and  friends.  But  the  limit  of  physical  en- 
durance was  reached  on  October  20,  1893,  when  he  was  taken  ill  with 
spinal  meningitis.  Cerebral  symptoms  soon  developed  and  he  died 
on  November  19th.  He  seemed  to  be  always  cheerful  and  happy. 
He  often  gave  money  to  poor  patients.  He  also  gave  freely  to  all 
charitable  institutions.  He  had  hoped  to  establish  a  hospital  for 
children  and  had  in  preparation  a  book  on  diseases  of  children. 

Discussion. 

Dr.  A.  H.  Foster  :  I  desire  to  touch  upon  a  few  salient  points  in 
the  professional  life  of  Dr.  Earle,  illustrating  his  zeal,  labor  and  suc- 
cess. In  the  medical  societies  he  encouraged  cordial,  fraternal  rela- 
tions among  their  members  and  the  dissemination  of  practical  knowl- 
edge in  the  profession,  and  he  appreciated  the  power  of  societies  for 
public  good,  either  through  individual  effort  or  by  united  influence 
upon  special  legislation. 

My  acquaintance  with  Dr.  Earle  dates  from  his  graduation.  Dur- 
ing his  entire  professional  career  he  was  aggressively  active,  never 
daunted,  always  hopeful.  He  had  an  exceptionally  large  circle  of 
friends  and  few  enemies,  notwithstanding  his  pronounced  and  out- 
spoken opinions.  He  was  a  born  fighter  of  disease  and  was  as  anxious 
and  determined  to  exterminate  it  as  he  was  to  overcome  any  other 
obstacle.  He  was  the  ideal  representative  family  physician.  Dr. 
Earle  was  thoroughly  practical  in  his  teaching  ;  he  practiced  what  he 
taught  and  taught  what  he  practiced.  He  did  not  pretend  to  be  a 
classical  and  learned  professor,  but  he  instilled  into  his  students  all 
that  he  knew  of  the  subject  he  was  teaching.  He  was  seen  at  his 
best  in  the  treatment  of  diseases  of  children. 

Our  lamented  friend  was  taken  from  us  in  the  full  vigor  of  mental 
and  physical  activity.  With  a  slower  pace  we  can  but  believe  that 
the  possibilities  of  his  future  would  have  been  more  full  and  more 
complete. 

Dr.  John  Bartlett  :  "  This  man  was  of  a  remarkably  vigorous 
constitution.  He  was  the  talk  of  the  whole  country.  He  had  a  very 
great  extent  of  medical  practice.  Called  up  all  the  nights  in  the 
week  attending  midwifery  cases,  and  riding  more  miles  in  a  day  than 
a  post-boy  and  never  did  anything  appear  to  make  him  sick  or  sorry, 
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till  he  arrived  at  the  age  of  about  fifty  years.  Then  he  seemed  to  be 
ill.  But  he  still  went  on  in  his  old  habits  and  active  employment  till 
he  was  seized  with  [a  fatal  illness]."  These,  Mr.  President,  are  not 
the  words  of  one  of  our  colleagues  referring  to  our  lamented  fellow. 
They  were  uttered  nearly  a  century  ago,  concerning  a  medical  friend 
of  his,  by  John  Abernethy.  Yet  when  my  eye  first  fell  upon  these 
lines,  some  years  since,  I  felt  for  that  medical  friend  of  the  great 
English  surgeon  an  admiration  and  a  kind  of  sympathy.  For  the 
wonderfully  enduring  physician  so  graphically  pictured  struck  me  at 
once  as  but  the  archetype  of  a  colleague  then  working  with  us.  The 
noble  worker  described  by  Abernethy  was  but  a  prototype  of  our 
Charles  Warrington  Earle. 

It  was  the  force,  the  energy,  the  zeal,  the  tireless  industry  of  this 
powerful  man  that  attracted  our  attention ;  it  was  his  genial  nature 
and  his  kindly  spirit  that  aroused  our  esteem  ;  it  was  his  devoted 
friendship  that  won  our  affection. 

In  the  life  of  mankind  the  one  most  dreadful  circumstance  is  the 
death  of  our  friends.  Apart  from  the  hope  that  we  shall  meet  again, 
there  is  this  cheering  consideration  :  for  us,  for  our  individualities, 
the  departed  have  not  lived  in  vain.  We  have  in  some  sort  become 
one  in  spirit  with  them.  By  a  species  of  what  one  might  call  psychic 
induction  their  virtues,  their  excellencies,  have  permanently  impressed 
us.  Their  lives  have  in  a  manner  indelibly  marked  our  own.  We 
have  all,  as  I  firmly  believe,  more  strength,  more  ardor,  more  kindli- 
ness because  of  the  association  with  which  we  have  been  favored  in 
our  relation  to  our  late  colleague,  of  whom  memorial  words  have  been 
so  sadly  spoken  to-night. 

Dr.  D.  R.  Brower  (present  by  invitation)  :  One  feature  of  Dr. 
Earle's  life  has  always  intensely  impressed  me — that  is,  while  he  was 
a  man  of  tremendous  physique,  strong  as  a  lion,  yet  he  was  as  gentle 
as  a  lamb.  He  certainly  equaled  or  surpassed  in  the  immensity  of  his 
labors  and  the  unreasonableness  of  his  work  Abernethy's  friend,  to 
whom  Dr.  Bartlett  has  referred.  He  was  most  unkind,  most  ungen- 
erous to  himself.  The  large  number  of  recent  deaths  among  the  medi- 
cal men  of  this  city  from  overwork  should  admonish  us  to  take  needed 
rest  and  recreation.  The  loss  to  this  community  of  a  man  so  able  and 
so  rich  in  experience  as  Dr.  Earle  is  irreparable. 

Dr.  E.  J.  Doering  :  I  can  indorse  most  earnestly  the  sentiments 
uttered  to-night.  I  certainly  never  knew  a  more  generous,  gentle,  and 
kind-hearted  man  than  Dr.  Earle.  His  very  presence  was  an  inspira- 
tion, his  genial  and  cordial  greeting  made  us  all  feel  at  home,  and  I 
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feel  that  in  his  death  we  have  sustained  a  loss  we  never  can  fill,  and 
that  we  shall  always  treasure  and  cherish  his  memory  as  long  as  life 
lasts. 

Dr.  Newman  :  Dr.  Earle  was  an  indefatigable  worker.  He  was  a 
master  of  detail,  and  there  was  seemingly  no  limit  to  the  work  which 
he  did.  He  was  a  phenomenon  of  physical  endurance,  but  even  his 
notable  physique  and  magnificent  constitution  could  not  always  with- 
stand the  tax  he  put  upon  them.  Many  times  when  urged  to  take  a 
vacation  he  replied  that  he  could  not  conscientiously  leave  his  prac- 
tice, and  it  is  generally  conceded  that  persistent  and  unremitting  labor 
hastened  his  death. 

Carlyle  said  :  "All  true  work  is  sacred.  In  all  true  work,  were  it 
but  true  hard  labor,  there  is  something  of  divineness."  Then  Dr.  Earle 
lived  truly,  and,  dying  in  the  midst  of  his  labors,  made  a  fitting  close 
to  his  active  and  unselfish  life. 

"  He  was  a  large  man.  When  he  came  among  us  the  view  en- 
larged ;  the  very  streets  seemed  broader  and  the  houses  bigger  ;  the 
horizon  widened  and  the  stars  shone  with  a  fuller  luster." 

His  cheeifulness  was  contagious,  and  his  hopefulness  made  one 
feel  that  life  and  its  problems  might,  after  all,  be  less  hard  than  some 
would  have  us  believe. 

The  President  :  I  knew  Dr.  Earle  well.  When  we  recall  the  re- 
cent deaths  of  five  men  who  have  been  presidents  of  this  society — 
Byford,  Parkes,  Knox,  Jackson,  and  Earle — three  of  whom  virtually 
died  from  overwork,  we  can  realize  the  caution  just  given  by  Dr. 
Brower.  No  one  who  knew  Dr.  Earle  could  fail  to  indorse  the  great 
regard  all  had  for  his  personal  characteristics.  There  are  few  men 
whose  geniality  and  personality  inspired  such  confidence  and  affection 
as  did  these  qualities  in  him  who  has  gone  from  us.  I  never  can  cease 
to  admire  the  great  care  he  took  of  his  poor  patients.  He  was  a  true 
man  in  his  allegiance  to  the  poor. 


The  Cincinnati  Obstetrical  Society. 


263 


TRANSACTIONS  OF  THE  CINCINNATI  OBSTETRICAL 

SOCIETY. 

Stated  Meeting,  May  10,  1894. 

Case  Report. 

Dr.  R.  B.  Hall  :  I  want  to  report  a  case  of  exceeding  interest  to 
me.  The  patient,  a  married  woman,  aged  about  forty,  was  referred 
to  me,  and  came  under  my  care  the  last  of  February  for  a  supposed 
uterine  polypus.  She  had  been  operated  upon  twice  before  within  a 
year,  and  a  polypus  removed  from  the  uterus.  At  the  time  she  pre- 
sented herself  she  showed  a  supposed  uterine  polypus  about  the  size 
of  a  hen's  egg,  protruding  partially  from  the  os.  She  had  been  bleed- 
ing constantly  for  about  two  and  a  half  months,  profusely  at  time?, 
and  at  other  times  not  so  profusely.  She  was  exceedingly  anaemic, 
with  rapid  and  feeble  pulse.  The  least  exertion  exhausted  her  very 
much.  She  entered  the  Presbyterian  Hospital  the  24th  of  February, 
and  on  the  26th  I  put  her  under  an  ansesthetic  and  removed  this 
growth  from  the  uterus.  It  proved  to  be  somewhat  cystic.  There 
was  a  cyst  involving  half  or  two  thirds  of  this  growth,  and  the  growth 
was  very  much  softer  than  that  of  a  fibroid.  The  uterus  was  a  little 
more  than  three  and  a  half  inches  in  depth.  The  specimen  was  sub- 
mitted to  the  pathologist  of  the  institution  for  examination,  and  he 
reported  it  a  spindle-celled  sarcoma.  After  putting  it  before  the  pa- 
tient and  her  husband,  she  agreed  to  an  operation  for  removal  of  the 
uterus.  The  uterus  was  too  large  to  remove  per  vaginam,  and  the 
abdomen  was,  therefore,  opened,  and  a  total  extirpation  made  on 
March  14th.  The  patient  made  a  prompt  recovery.  I  will  say,  in 
passing,  that  during  the  time  between  February  26th  and  March  14th 
the  patient  improved  in  her  general  condition,  in  that  she  had  no 
more  loss  of  blood  after  the  removal  of  the  intra-uterine  growth. 
Dr.  Ricketts  was  present  at  the  operation,  and  it  was  thought  at  the 
time  the  uterus  might  be  removed  per  vaginam.  I  commenced  the 
operation  that  way,  but  after  opening  the  peritoneal  cavity  I  found 
the  uterus  fixed  so  it  could  not  be  pulled  down,  and  a  vaginal  hys- 
terectomy would  be  a  very  risky  operation.  I  did  not  hesitate  a  mo- 
ment, because  I  had  made  every  preparation  to  remove  the  uterus  by 
the  abdominal  method  if  necessary,  which  I  did. 

In  connection  with  this  case,  I  want  to  report  a  second  case,  a 
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married  woman,  Mrs.  B.,  of  Greenville,  Ohio,  whom  I  was  asked  to 
see  April  12th  last.  She  had  a  history  of  two  or  three  months'  bleed- 
ing, as  a  woman  ordinarily  has  with  intra-uterine  polypus.  However, 
she  had  not  called  for  a  physician  until  shortly  before  I  saw  her.  She 
was  a  farmer's  wife,  and  had  been  confined  to  bed  only  a  short  time. 
There  was  a  very  disagreeable  stench  from  the  vagina,  and  the  physi- 
cian had  me  see  her  on  that  account.  I  went  prepared  to  make 
almost  any  operation  in  emergency,  and  I  found  a  tumor  about  the 
size  of  a  closed  hand  partially  protruding  from  the  cervix,  and  the 
part  protruding  into  the  cervix  was  considerably  disorganized  by 
sloughing.  The  woman  was  suffering  from  the  effects  of  this.  She 
had  a  high  fever  and  rapid  pulse.  There  was  no  difficulty  whatever 
in  removing  this  growth.  I  had  sections  of  this  made  by  Dr.  Allen, 
who  pronounced  it  spindle-celled  sarcoma,  and  the  patient  was  ad- 
vised to  have  the  uterus  removed,  which  was  done  May  3d.  The 
uterus  measured  nearly  five  inches  in  depth,  and  was  about  an  inch 
in  thickness  where  the  growth  was  located.  I  removed  it  by  abdomi- 
nal hysterectomy,  and  the  patient  is  without  any  question  thoroughly 
convalescent. 

I  mention  this  case  to  emphasize  the  fact  that  total  extirpation 
of  the  sarcomatous  uterus  promises  something  for  those  patients 
which  we  did  not  have  a  few  years  ago,  before  this  method  of  operat- 
ing came  b.-;fore  the  profession. 

Case  Report. 

Dr.  Bonifield  :  This  is  a  specimen  removed  by  Dr.  Reamy  this 
morning,  but  he  is  out  of  the  city,  and  so  I  will  present  it  for  him.  I 
am  particularly  interested  in  it  because  it  is  somewhat  similar  to  a 
specimen  I  exhibited  several  weeks  ago.  The  specimen  appears  to  be 
an  ovary.  It  was  filled  with  pus.  You  can  see  the  size  of  it,  and  it 
had  developed  exclusively  in  the  broad  ligament  ;  in  fact,  the  broad 
ligament  was  so  tense  and  the  walls  so  thick,  that  I  believe  the  doctor 
was  inclined  at  first  to  think  it  was  a  solid  tumor.  It  is  very  similar 
to  the  one  I  exhibited,  except  in  that  case  the  pus  communicated  with 
the  tube;  in  this  case  the  tube  was  perfectly  healthy.  I  never  saw 
the  patient  until  she  was  under  ether,  and  know  nothing  of  her  his- 
tory, except  that  I  think  she  was  about  forty  years  old. 
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TRANSACTIONS  OF  THE  OBSTETRICAL  SOCIETY 
OF  LONDON. 

October  4,  1893. 

G.  Ernest  Herman,  M.  B.,  President,  in  the  Chair. 

THE  DEATH  OF  DR.  W.  M.  GRAILY  HEWITT. 

A  vote  of  condolence  on  the  death  of  Dr.  W.  M.  Graily  Hewitt, 
past  President  of  the  Society,  was  put  from  the  Chair  in  the  following 
form  : 

"  The  President,  Council,  and  Fellows  of  the  Obstetrical  Society 
of  London  take  the  earliest  opportunity  of  offering  to  Mrs.  Graily 
Hewitt  and  family  the  expression  of  their  deep  sympathy  in  the  great 
loss  they  and  the  profession  have  sustained  in  the  recent  lamented 
death  of  their  highly  distinguished  Fellow,  Dr.  Graily  Hewitt,  who 
was  also  one  of  the  Founders  and  the  first  Honorary  Secretary  of  the 
Society." 

This  vote  was  carried  unanimously. 

DISSECTION  OF  A  CASE  OF  SPINA  BIFIDA. 

Bv  T.  W.  Eden,  M.  D. 

The  specimen  was  a  dissection  of  a  case  of  spina  bifida  which  oc- 
curred in  Queen  Charlotte's  Hospital  on  May  30,  1893.  The  mother 
of  the  child  presented  an  interesting  clinical  history.  She  was  forty- 
five  years  of  age,  and  had  been  many  times  pregnant,  but  did  not  sus- 
pect that  she  was  again  pregnant  until  she  felt  the  fcetal  movements. 
At  the  end  of  the  sixth  calendar  month  she  experienced  a  consider- 
able loss  of  pinkish  watery  fluid  from  the  vagina,  accompanied  by 
slight  abdominal  pfdns  suggesting  labor  pains  ;  there  was  no  sudden 
rush,  but  a  continuous  trickle  of  waters  for  six  to  seven  hours  ;  the 
pains  and  the  flow  ceased  together.  This  experience  was  repeated  at 
the  end  of  the  eighth  month,  and  it  is  obviously  an  example  of  the 
condition  known  as  hydrorrhcea  gravidarum.  Labor  occurred  at  term, 
and  was  initiated  by  an  escape  of  fluid  as  on  the  two  previous  occa- 
sions, the  pains  gradually  increasing  in  severity  until  they  became 
true  labor  pains.  Labor  was  uneventful,  and  the  child  (a  male)  was 
18 
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well  developed  with  the  single  exception  of  the  spina  bifida.  The 
sac  was  collapsed  at  birth,  and  had  evidently  ruptured  during  labor. 
The  attitude  of  the  lower  limbs  was  peculiar  :  the  thighs  were  flexed 
on  the  abdomen,  the  legs  flexed  on  the  thighs  ;  the  thighs,  however, 
were  aoducted,  the  legs  markedly  adducted,  so  as  to  carry  the  feet 
across  one  another,  thus  closely  resembling  the  attitude  of  a  tailor 
sitting  on  a  bench.  The  sac  filled  up  rapidly  and  the  rent  closed,  but 
the  child  died  on  the  seventh  day,  and  examination  revealed  the 
presence  of  extensive  spinal  meningitis.  The  spina  bifida  occupied 
the  sacral  region,  and  was  due  to  non-development  of  the  sacral  verte- 
bral arches.  The  wall  of  the  sac  was  lined  by  the  dura  mater,  and 
the  fluid  accumulation  was  in  the  subdural  space.  The  entire  cauda 
equina  passed  through  the  sac  to  the  posterior  wall,  to  which  it  was 
attached  ;  here  the  nerve-trunks  pierced  the  dura,  and  then  coursed 
through  the  sac  wall  behind  the  dura  to  the  sacral  foramina  through 
which  they  passed  to  the  pelvis. 

Mr.  Alban  Doran  felt  interested  in  the  frequent  relation  between 
hydramnion  and  acardiac  twins.  Excess  of  liquor  amnii  was  not  rare 
in  association  with  other  forms  of  monstrosity.  Perhaps  Dr.  Eden 
could  explain  why  this  was  the  case.  The  diagnosis  of  hydramnion 
when  the  foetus  was  small  and  dead,  other  signs  of  pregnancy  having 
disappeared,  was  a  matter  of  high  interest.  Mr.  Doran  knew  of  one 
instance  where  this  condition  existed,  but  ovarian  cyst  was  diagnosed. 
The  uterus  was  laid  open  and  had  to  be  removed.  Hydramnion  was 
easily  mistaken  for  cystic  fibroid  in  a  subject  where  the  catamenial 
history  was  in  any  way  misleading. 

Dr.  Amand  Routh  alluded  to  the  possibility  of  obtaining  ab- 
dominal ballottement  in  the  Sims  or  genu-pectoral  position,  in  most 
cases  of  hydramnios  this  sign  and  the  presence  of  intermittent  uterine 
contraction  being  the  most  valuable  aids  to  diagnosis.  He  questioned 
the  accuracy  of  Mr.  Doran's  statement  that  an  anencephalic  foetus 
was  invariably  single,  not  twin.  Certainly  there  was  no  reason  that 
such  should  be  the  case. 

A  PLACENTA  FROM  A  CASE  OF  ACCIDENTAL 
HEMORRHAGE. 

By  R.  D.  Muir. 

The  patient  was  admitted  to  Queen  Charlotte's  Hospital  on 
October  2d,  under  the  care  of  Dr.  Griffith.    Eighteen  days  before 
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admission  she  was  very  much  frightened  by  a  rat,  and  believed  that 
in  consequence  something  would  go  wrong  with  her  confinement. 
She  went  to  bed  at  once,  and  after  rising  for  the  first  time  at  the  end 
of  a  week  profuse  bleeding  commenced.  She  took  to  hei*  bed  again, 
and  while  asleep  seven  days  later,  a  second,  though  not  so  severe,  at- 
tack of  bleeding  took  place.  Dr.  Griffith  saw  her  on  October  3d,  and 
ordered  labor  to  be  induced,  which  it  was  the  same  evening  ;  pains 
began  at  4  a.m.  on  the  4th,  and  the  child  was  born  at  7.5  a.m., 
the  membranes  rupturing  at  the  moment  of  birth.  The  placenta 
showed  plainly  the  remains  of  two  separate  haemorrhages  on 
its  surface,  the  older  occupying  two  fifths,  and  the  more  recent 
one  fifth  ;  as  only  two  fifths  remained  attached,  had  pregnancy  con- 
tinued the  chance  of  the  mother  having  a  living  child  would  have 
been  small.  As  it  was,  though  six  weeks  before  term,  it  was  likely  to 
survive.  Labor  was  induced  because  the  haemorrhages  had  been  so 
severe,  and  she  would  have  gone  home  again,  where  a  third  attack 
without  anybody  at  hand  might  have  been  attended  by  a  fatal  result. 

Dr.  Griffith  remarked  that  the  specimen  was  an  illustration  of  a 
large  group  of  cases  in  which  the  termination  of  pregnancy  was  im- 
peratively demanded  for  the  safety  of  the  mother  as  well  as  of  the 
child  ;  a  group  of  cases  of  haemorrhage  in  advanced  pregnancy  where 
placenta  praevia  was  excluded,  where  the  haemorrhage  though  im- 
portant was  not  immediately  dangerous  to  the  mother's  life,  the  same 
principle  of  treatment  must  be  adopted  as  in  cases  of  placenta  praevia, 
and  the  uterus  must  be  emptied  without  delay.  In  this  case  he  had 
been  fortunate  in  the  birth  of  a  living  child,  though  more  than  half 
the  placenta  had  been  separated  from  the  uterus. 

Dr.  Herbert  Spencer  would  like  to  call  attention  to  one  point 
in  the  history  of  the  case,  namely,  that  the  patient  had  been  fright- 
ened by  a  rat.  He  (Dr.  Spencer)  had  several  times  known  the  sud- 
den appearance  of  a  rat  or  mouse  to  be  followed  by  accidental  haemor- 
rhage in  pregnant  women.  He  had  recently  seen  in  a  ladies'  journal 
the  attractive  headline,  "Why  do  women  fear  mice?"  and  he  had 
perused  the  article  without  obtaining  much  enlightenment  ;  it  was, 
however,  a  world-wide  experience  that  the  sight  of  these  animals  ex- 
cited great  terror  in  women,  and  he  supposed  the  explanation  of  the 
haemorrhage  was  a  sudden  reflex  uterine  spasm  which  separated  part 
of  the  placenta.  Coitus  also  was  a  common,  but,  as  far  as  he  knew, 
an  unrecognized  cause  of  accidental  haemorrhage.  He  quite  agreed 
that  the  proper  treatment  was  to  induce  premature  labor  when  the 
haemorrhage  was  severe  and  repeated,  as  in  this  case. 
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FEVER  IN  CHILDBED. 

Part  II. — The  Relation  of  External  Meteorological  Con- 
ditions to  the  Incidence  of  Febrile  Illness  in  Childbed. 

By  Robert  Boxall,  M.  D.  Cantab.,  M.  R.  C.  P.  Lond., 

Assistant  Obstetric  Physician  to,  and  Lecturer  on  Practical  Midwifery  at,  the  Middlesex 

Hospital. 

(Received  December  :g,  1892.) 
{Abstract.) 

The  subject  is  considered  under  two  heads — mortality,  morbidity. 

The  statistics  of  mortality  are  derived  from  the  Registrar-General's 
returns  for  London,  and  from  Professor  Lusk's  table  for  New  York, 
and  of  morbidity  from  the  records  of  the  General  Lying-in  Hospital. 

These  statistics  are  given  in  tabular  form,  and  are  graphically 
represented  by  a  series  of  charts. 

Chart  I. — Season  Curve  of  Puerperal  Fever  or  Metria.  London 
—Mortality— 1848  to  1874. 

Chart  II. — Season  Curve  of  Puerperal  Fever  or  Metria.  New 
York — Mortality — 1867  to  1875. 

Chart  III. — Season  Curve  of  Puerperal  Fever  or  Metria.  Lon- 
don— Mortality — July,  1882,  to  June,  1889. 

Chart  IV. — Season  Curve  of  Accidents  of  Childbirth.  London — 
Mortality — 1845  to  1874. 

Chart  V. — Season  Curve  of  Septicemia  and  Pelvic  Inflammation 
in  Childbed.  General  Lying-in  Hospital — Morbidity — July,  1882,  to 
June,  1889. 

Chart  VI. — Season  Curve  of  Septicemia  and  Pelvic  Inflammation 
in  Childbed.  General  Lying-in  Hospital — Morbidity — (1)  July,  1882, 
to  April,  1884,  (2)  May,  1884,*  to  June,  1889. 

Chart  VII. — Season  Curve  of  Septicemia  and  Pelvic  Inflammation 
{including  severity  of  illness)  in  Childbed.  General  Lying-in  Hospital — 
Morbidity — (1)  July,  1882,  to  April,  1884,  (2)  May,  1884,*  to  June, 
1889. 

Chart  VIII. — Season  Curve  of  Febrile  Illness  other  than  Septi- 
cemia and  Pelvic  Inflammation  in  Childbed.  General  Lying-in  Hos- 
pital— Morbidity — July,  1882,  to  June,  1889. 


*  At  this  date,  as  was  fully*explained  in  the  previous  part  of  this  paper,  a  marked 
improvement  took  place  in  the  condition  of  the  hospital. 
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Chart  IX. — Season  Curve  of  Febrile  Illness  other  than  Septiccemia 
and  Pelvic  Inflammation  in  Childbed.  General  Lying-in  Hospital — 
Morbidity— (1)  July,  1882,  to  April,  T884,  (2)  May,  1884*  to  June, 
1889. 

Chart  X. — Season  Curve  of  Febrile  Illness,  from  all  Causes  com- 
bined, in  Childbed.  General  Lying-in  Hospital — Morbidity — July, 
1882,  to  June,  1889. 

Chart  XI. — Season  Curve  of  Febrile  Illness,  from  all  Causes  com- 
bined, in  Childbed.  General  Lying-in  Hospital — Morbidity — (1)  July, 
1882,  to  April,  1884,  (2)  May,  1884,*  to  June,  1889. 

Chart  XII. — Season  Curve  of  Febrile  Illness,  from  all  Causes  com- 
bined  {including  severity  of  illness),  in  Childbed.  General  Lying-in  Hos- 
pital— Morbidity — (1)  July,  1882,  to  April,  1884,  (2)  May,  1884,*  to 
June,  1889. 

These  charts,  for  purposes  of  comparison,  have  been  constructed 
upon  a  uniform  plan,  as  follows  :  In  the  mortality  charts  (I  to  IV) 
all  the  fatal  cases  registered  during  the  several  months  of  the  year 
have  been  added  together  for  a  series  of  years,  and  the  results  so  ob- 
tained have  been  expressed  in  percentages  above  and  below  the  mean. 
In  Chart  III  the  calculations  have  been  made  for  each  quarter  of  the 
year  instead  of  for  each  month,  as  in  the  other  charts.  In  the  mor- 
bidity charts  (V  to  XII)  a  similar  method  has  been  adopted  with  re- 
gard to  the  cases  of  febrile  illness.  In  all  the  charts  bearing  upon 
morbidity  and  in  Chart  III,  on  mortality,  corrections  have  been  made 
for  variations  in  the  birth-rate.  In  other  charts,  dealing,  as  they  do, 
with  large  numbers,  it  was  unnecessary  to  adopt  this  means  of  secur- 
ing greater  accuracy  in  the  original  data.  Each  chart  is  duplicated 
in  order  to  show  more  distinctly  the  winter  variation.  The  inter- 
rupted line  running  through  the  charts  indicates  the  curve  according 
to  Bloxam's  method  (see  Table  XXX). 

Chart  XIII. — Death  rate  of  London  from  Puerperal  Fever  and 
from  Childbirth  ;  Fever-rate  of  the  General  Lying-in  Hospital  from 
Septica'mia  and  Pelvic  Inflammation,  and  from  all  Causes  combined,  and 
External  Meteorological  Conditions,  as  represented  by  Mean  Rainfall, 
Mean  Temperature,  Percentage  Sunshine,  and  Mean  Barometric  Pres- 
sure, for  each  quarter  or  each  month  of  the  seven  years,  July,  1882, 
to  June,  1889  (see  Table  XXXI). 

The  following  conclusions  are  offered  : 


*  At  this  date,  as  was  fully  explained  in  the  previous  part  of  this  paper,  a  marked 
improvement  took  place  in  the  condition  of  the  hospital. 
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A.  Mortality. 

(1)  The  de^ith-rate  from  puerperal  fever  is  greater  during  the  winter 
than  during  the  summer  months.    Charts  I,  II,  III. 

The  same  holds  good  for  different  places,  compare  Charts  I  and 
II,  and  for  different  periods,  compare  Charts  I  and  III. 

The  death  return  under  the  head  of  puerperal  fever  is  incomplete, 
compare  Charts  I  and  IV.  This  only  strengthens  the  above  conclu- 
sion. 

B.  Morbidity. 

(2)  Septic  illness  in  childbed  is  more  prevalent  in  winter  than  in  sum- 
mer. Chart  V.  In  this  respect  it  agrees  with  mortality.  Compare 
with  Charts  I  and  II. 

The  same  holds  good  both  before  and  after  May,  1884.  Chart 
VI  (1),  (2). 

(3)  Septic  ill  tie  ss,  though  more  prevalent,  is  attended  with  less  fever 
and,  therefore,  is  of  less  severity  in  winter  than  in  summer. 

This  holds  good  for  both  periods.  Chart  VII  (1),  (2).  Compare 
with  Chart  VI  (1),  (2). 

The  question  is  raised  as  to  whether  death  or  transfer  of  patients 
would  so  cut  short  the  fever  record  as  to  account  for  this  difference  ; 
also,  would  association  with  other  (accidental)  cases  of  fever  serve  to 
subvert  the  curve.    Both  questions  are  answered  in  the  negative. 

(4)  Other  {accidental}  cases  of  febrile  illness  are  more  prevalent  dur- 
ing the  summer  than  winter.    Chart  VIII. 

The  same  holds  good  for  either  period,  and  is  especially  marked 
after  May,  1884.    Chart  IX  (1),  (2). 

The  question  is  considered  as  to  whether  this  difference  is  merely 
apparent  (though  masking  by  septic  illness)  or  real.  It  is  proved  to 
be  real,  Chart  IX  (2).    Compare  also  with  Charts  X  and  XI  (2). 

(5)  In  severity  these  other  {accidental}  cases  evince  no  difference  ac- 
cording to  season,  compare  Chart  XI  (2)  with  XII  (2). 

(6)  The  septic  cases  during  the  later  period  have  been  so  few,  and 
generally  speaking  of  such  light  intensity  that  they  have  proved  insuffi- 
cient to  neutralize  the  summer  prevalence  of  non-septic  cases,  compare 
Charts  X  and  XI  (2),  even  when  the  severity  of  the  illness  is  taken  into 
account,  compare  also  with  Chart  XII  (2). 

This  does  not  hold  equally  good  of  the  early  period,  Charts  XI 
(t)  and  XII  (1). 

( 7 )  Though  in  the  hospital,  where  the  patients  are  more  certainly  ex- 
posed to  external  meteorological  influences,  it  is  still  possible  to  discover  an 
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increased  tendency  to  the  prevalence  of  septic  illness  during  the  winter, 
since  May,  1884,  the  amount  of  illness  of  this  description  has  been  so 
slight  that  no  such  variation  in  accordance  with  the  season  of  the  year 
can  be  traced  as  ivill  in  any  degree  correspond  with  that  observed  in  prac- 
tice outside  the  hospital.    Chart  XIII. 

In  my  thesis  on  Antisepsis  and  General  Hygiene,  published  under 
the  title  of  Fever  in  Childbed  in  the  Obstetrical  Transactions*  to  adapt 
the  words  of  the  opening  sentence,  I  cast  my  glance  backward  from 
the  eminence  of  the  General  Lying-in  Hospital,  over  the  table-land 
of  the  puerperal  state,  for  the  purpose  of  surveying  the  subject  of 
fever  in  childbed  by  means  of  a  series  of  thermometric  observations 
which  have  been  carried  on  continuously  during  a  period  of  seven 
years,  and  which,  for  purposes  of  comparison,  were  presented  in  a 
collective  form  for  each  month. 

In  the  present  thesis  I  propose  to  continue  the  argument,  and,  by 
utilizing  the  evidence  then  brought  forward  as  a  basis  for  comparison, 
to  discuss  the  relation  of  external  meteorological  conditions  to  the  in- 
cidence of  febrile  illness  in  childbed. 

The  subject  will  be  considered  under  two  heads — Mortality  and 
Morbidity. 

Mortality. 

It  has  been  suggested  that  febrile  illness  in  childbed  is  due,  at  any 
rate  in  part,  to  outside  meteorological  conditions,  generally  spoken 
of  as  "the  weather." 

The  late  Dr.  Matthews  Duncan  in  this  country,  and  Professor 
Lusk  in  America,  some  years  ago  pointed  out  the  increased  preva- 
lence of  childbed  fever  during  the  winter  months. 

Matthews  Duncan,  at  the  close  of  his  masterly  article  On  the  Al- 
leged Occasional  Epidemic  Prevalence  of  Puerperal  Pyaemia  or  Puer- 
peral Fever,  and  of  Erysipelas,  read  before  the  Medico-Chirurgical 
Society  of  Edinburgh,  and  published  in  the  Edinburgh  Medical  Jour- 
nal f  in  1876,  says  :  "  Most,  if  not  all  diseases  vary  in  frequency  ac- 
cording to  the  season  of  the  year.  With  reference  to  scarlatina,  puer- 
peral fever,  and  erysipelas,  much  has  been  long  made  out  in  a  vague 
way  on  this  subject  ;  and  it  is  generally  described  as  the  injurious 
influence  of  cold,  or  of  cold  and  inclement  weather.  The  great 
paper,  however,  of  Buchan  and  Arthur  Mitchell  has  now  reduced 
these  views  to  a  state  of  comparative  exactness,  which  future  re- 


*  Obstet.  Trans.,  vol.  xxxii,  1890,  p.  219. 

\  Edinburgh  Medical  Journal,  vol.  xxi,  March,  1876,  p.  774. 
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searches  on  a  more  extended  basis  may  complete,  but  will  probably 
not  correct.  The  jagged  curves  of  the  diagrams  of  these  gentlemen 
may  lose  their  irregular  outline,  but  will  probably  remain  substan- 
tially as  now." 

The  diagram  adapted  from  the  elaborate  work  of  Mr.  Alexander 
Buchan  and  Sir  Arthur  Mitchell  on  The  Influence  of  Weather  on 
Mortality  from  Different  Diseases  and  at  Different  Ages,*  bearing  on 
the  variation  of  puerperal  fever  according  to  the  season,  to  which 
Matthews  Duncan  refers,  I  here  reproduce  (Chart  I).  To  avoid  mis- 
apprehension it  may  be  well  to  point  out  that  the  statistics  upon  which 
the  diagram  is  based  are  those  of  the  Registrar-General,  that  they 
refer  exclusively  to  London,  that  they  include  the  fatal  cases  only — 
it  is  a  chart  of  mortality,  not  of  morbidity, — and  that  they  cover  a 
period  of  twenty-seven  years,  from  1848  to  1874  inclusive. 

I  have  prepared  a  table  (Table  I)  giving  the  mean  weekly  death- 
rate  from  puerperal  fever,  from  the  weekly  reports  of  the  Registrar- 
general  for  the  same  period. 

In  thus  using  the  data  which  the  Registrar-General  has  supplied, 
at  least  one  further  observation  is  necessary.  I  quote  the  words  of 
the  aforementioned  authorities  upon  this  point.  In  their  introduction 
they  say  :  "  We  treat  the  deaths  as  having  occurred  in  the  weeks  in 
which  they  are  registered.  No  other  course  was  possible,  but  we  are 
of  course  aware  that  this  is  not  quite  correct,  for  registration  usually 
follows  death  by  some  days.  Indeed,  the  figures  for  the  last  week  of 
every  quarter  leave  little  doubt  that  more  than  this  sometimes  hap- 
pened, particularly  up  to  1858,  and  that  a  certain  accumulation  of 
entries  was  often  recorded  in  these  weeks.  It  is  proper  that  these 
things  should  be  borne  in  mind,  but  they  do  not  in  any  important 
sense  affect  the  results." 


TABLE  I. — Mean  weekly  Death-rate  in  London,  between  the  Years  184S  and 
1874  inclusive,  from  Puerperal  Fever. 


Week. 

Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

(I)... 

4-3 

4.9 

4.9 

3-4 

3-9 

3-4 

2-5 

2.6 

2.4 

3-5 

3-9 

7-1 

(2)..  • 

4-9 

4-7 

3-9 

3-i 

3-9 

3.2 

2.8 

3-i 

2.9 

4.6 

5-9 

4-5 

(3)»- 

6.2 

4.1 

4-9 

3-4 

3-2 

41 

3-i 

2.6 

3-o 

4-4 

5  b 

5-0 

(4)... 

4.8 

4-7 

4-1 

3-0 

4.1 

3.0 

2-9 

2.9 

2.7 

4.2 

5-2 

5-4 

(5)--, 

4.9 

3-o 

4.6 

4.6 

Note. — The  figures  in  dark  type  are  above,  those  in  ordinary  type  below,  the 
mean — 4.0. 


*  fournal  of  the  Scottish  Meteorological  Society,  1875,  P-  l$7- 
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Chart  I. — Season  curve  of  puerperal  fever  or  metria. 

(See  Table  II.)    1848  lo  1874. 


London — Mortality. 


Note. — The  interrupted  line  running  through  the  chart  indicates  the  curve 
according  to  Bloxam's  method.  The  full  explanation  and  special  use  of  this  method 
will  be  given  in  the  text  descriptive  of  Chart  VI.  It  serves  to  steady  the  curve.  I 
subsequently  decided  on  supplying  it  to  all  the  charts  (Table  XXX). 
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Taken  as  it  stands,  however,  this  table  shows  a  marked  diminu- 
tion in  the  death-rate  from  puerperal  fever  during  the  summer  as  com- 
pared with  the  winter  months. 

The  result  is  graphically  represented  in  the  accompanying  chart 
(Chart  I).  In  order  to  show  more  distinctly  the  winter  rise  it  has 
been  reproduced  in  a  duplicated  form.  It  has  been  computed  by 
adding  together  all  the  fatal  cases  registered  during  the  several  weeks 
of  each  month,  and  is  expressed  in  percentages  above  and  below  the 
mean  for  eadi  month,  as  given  in  the  following  table  (Table  II). 


Table  II. — Death-rate  in  London  from  Puerperal  Fever  for  Twenty-seven 
Years,  1S4S  to  1S74  inclusive,  in  Percentages  above  and  below  the  Mean. 


% 

Jan. 

Feb 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

Percentage   

76.  2 

65.2 

63.2 

30.  s 

44-3 

33-6 

23.O 

20.0 

28.O 

54-5 

78.0 

83.O 

26.2 

15-2 

13.2 

4-5 

28.0 

33-o 

19.2 

5-7 

16.4 

27.O 

30.0 

22.0 

It  will  be  observed  at  a  glance  that  during  the  summer  months, 
from  April  to  September  inclusive,  the  death-rate  is  below,  and  dur- 
ing the  winter  months,  from  October  to  March  inclusive,  above  the 
mean. 

Professor  Lusk  enriches  his  article  on  The  Nature,  Origin,  and 
Prevention  of  Puerperal  Fever,  read  at  the  International  Medical 
Congress  held  at  Philadelphia,  and  published  in  the  Transactions*  in 
1876,  with  a  paragraph  headed  Season  of  the  Year,  in  which  he  says  : 
"  I  have  in  a  special  table  classified  all  the  deaths  from  metria  in 
New  York  during  nine  years,  according  to  the  month  in  which  tl.ey 
occurred,  and  from  this  it  appears  that  more  than  twice  as  many 
deaths  took  place  between  the  six  months  from  December  to  May 
inclusive  as  between  the  six  months  from  June  to  November  in- 
clusive. The  greatest  mortality  occurred  in  February  and  March, 
amounting  to  499  cases,  or  rather  more  than  one  fourth  of  the  entire 
number.  The  smallest  death-rate  occurred  in  September  and  Octo- 
ber, in  which  month  but  150  deaths,  or  one  thirteenth  of  the  entire 
number,  took  place." 

This  table  (Table  III)  also  I  reproduce.  It  maybe  observed  that 
it  applies  likewise  to  mortality  only  : 


*  Transactions  of  the  International  Medical  Congress,  Philadelphia,  1876,  p. 
829. 
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Table  III. — Deaths  occurring  in  New  York,  between  the  Years  1867  and 
1875  inclusive,  from  Metria,  excluding  other  Causes,  which  proved  Fatal 
during  the  Puerperal  Period. 


Year. 

Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

Total 
deaths 

metria. 

Total 
from  all 

causes. 

1867..  . 

16 

10 

14 

16 

12 

5 

6 

8 

5 

5 

9 

14 

I20 

238 

1868..  . 

17 

14 

27 

16 

18 

9 

12 

8 

7 

3 

8 
16 

12 

151 

267 

1869..  . 

25 

26 

18 

IO 

15 

14 

12 

15 

8 

12 

19 

190 

312 

1870..  . 

12 

17 

37 

27 

20 

10 

12 

16 

10 

12 

11 

17 

20I 

333 

1871..  . 

21 

30 

22 

25 

26 

17 

II 

13 

7 

7 

12 

23 

214 

399 

1872..  . 

26 

37 

41 

40 

27 

21 

14 

24 

13 

14 

18 

32 

307 

503 

1873..  . 

33 

40 

32 

39 

29 

22 

'  16 

15 

13 

11 

23 

12 

285 

431 

1874... 

19 

32 

24 

33 

34 

21 

18 

15 

10 

7 

7 

25 

245 

439 

I875". 

28 

28 

40 

30 

22 

17 

IO 

10 

5 

11 

14 

19 

234 

420 

Total.. 

197 

244 

255 

236 

203 

136 

III 

124 

78 

72 

118 

173 

1.947 

3.342 

For  purposes  of  comparison  I  have  reduced  the  figures  given  in 
the  above  table  to  percentages  above  and  below  the  mean,  and  repre- 
sented the  result  in  the  form  of  a  diagram  (Chart  II),  in  conformity 
with  that  of  Buchan  and  Arthur  Mitchell. 


Table  IV. — Death-rate  in  New  York  from  Puerperal  Fever  for  Nine  Years, 
1867  to  /87J  inclusive,  in  Percentages  above  and  below  the  Mean. 


Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

1 

Sept.j  Oct. 

Nov. 

Dec. 

Above  the  mean  

60.8 
IO.S 

75-3 
25-3 

79.O 
29.O 

72.8 
22.8 

62.6 
12.6 

41.9 

34.2 

38.2 

24.O  22.2 

36.4 

53-7 
3-7 

8.1 

15.8 

11. 8 

26.O  27.8 

13.6 

On  comparing  these  two  diagrams,  a  very  close  correspondence 
may  be  observed  in  the  curve  of  the  two  charts — a  winter  rise,  a  sum- 
mer fall.  Further,  in  Chart  II,  it  may  be  noted  that  the  rise  and  fall 
is  delayed  by  as  much  as  two  months — a  fact  which  at  present  I  am 
content  merely  to  note  without  seeking  to  offer  an  explanation.  One 
broad  fact  is,  however,  established.  In  both  hemispheres,  the  old  and 
the  new,  in  two  points  so  widely  separate  as  London  and  New  York, 
the  death-rate  from  puerperal  fever  steadily  rises  above  the  mean 
during  the  winter,  and  with  equal  stability  falls  below  the  average 
during  the  summer  months. 

I  now  proceed  to  show  that  a  like  variation  in  the  death-rate  from 
puerperal  fever  has  occurred  during  the  seven  years,  July,  1882,  to 
June,  1889,  inclusive,  which  have  been  specially  dealt  with  in  the  pre- 
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vious  part  of  my  paper  on  Fever  in  Childbed,  and  to  which  more 
extensive  reference  will  be  made  in  the  present  thesis. 


Chart  II. — Season  curve  of  puerperal  fever  or  metria.    New  York — Mortality. 
(See  Table  IV.)    1867  to  1875. 

With  this  object  in  view  I  have  constructed  Table  V,  which 
gives  the  deaths  for  London  from  puerperal  fever  according  to  the 
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returns  of  the  Registrar-General  for  each  quarter  of  these  seven 
years,  together  with  the  number  of  children  born  alive  for  the  corre- 
sponding period.  By  using  the  figures  under  the  latter  heading  as  a 
fairly  reliable  index  for  the  number  of  deliveries,  a  more  accurate  re- 
sult is  obtained  than  if  the  number  of  deaths  (as  in  Lusk's  table)  had 
alone  been  taken  as  a  basis,  for  not  only  is  the  number  of  women 
delivered  a  variable  factor,  but  the  population  also  is  subject  to  in- 
crease. 

In  order  to  bring  this  table  into  conformity  with  the  charts  given 
above,  I  have  reduced  the  figures  to  percentage  above  and  below  the 
mean  (Table  VI),  and  expressed  the  result  in  diagrammatic  form 
(Chart  III)  for  each  quarter  of  the  year,  again  duplicating  the  chart, 
the  better  to  show  the  winter  rise. 


Table  V. — Registered  Births  of  Children  born  Alive,  and  Deaths  from 
Puerperal  Fever,  occurring  in  London  from  July,  1882,  to  June,  iSSg 
inclusive,  for  each  Quarter  of  the  Year. 


BIRTHS. 

DEATHS. 

Year. 

I. 

I. 

II. 

III. 

IV. 

II. 

III. 

IV. 

Spring. 

Summer. 

Autumn. 

Winter. 

Spring. 

Summer. 

Autumn. 

Winter. 

1882  

32,604 

33,172 

6l 

IOO 

1883  

35-655 

33,737 

32,309 

31,955 

91 

88 

59 

69 

1884  

34,894 

33,8i4 

32,833 

35-944 

98 

59 

50 

I20 

1885  

35,l62 

3i,9i3 

32,074 

33,351 

117 

72 

55 

79 

1886  

35,477 

32,980 

32,743 

32,500 

66 

65 

69 

79 

1887  

34,474 

33,050 

32,735 

32,816 

76  , 

75 

67 

no 

1888  

34,368 

32,584 

31,698 

32,430 

133 

63 

38 

41 

18S9  

35,083 

32,949 

4i 

58 

Total . .  . 

245,109 

231,027 

226,996 

232,168 

622 

480 

399 

598 

Table  VI. — Quarterly  Death-rate  in  Londoti  from  Puerperal  Fever  for 
Seven  Years,  July,  1882,  to  June,  iSSg,  in  Percentages  above  and  below 
the  Mean. 


I. 

Spring. 

II. 
Slimmer. 

III. 

Autumn. 

IV. 
Winter. 

56.4 
6.4 

46.2 

39- 1 

57-3 

7-3 

Above  the  mean  

Below  the  mean  

'3-8 

10.9 

By  adopting  this  quarterly  division,  the  disturbance  of  the  curve 
by  additions  arbitrarily  inserted  during  the  last  week  of  each  quarter 
is  eliminated,  and  though  at  the  same  time  the  steady  rise  and  grad- 


278 


Transactions  of  Societies. 


ual  fall  observed  in  the  preceding  charts  is  necessarily  lost,  and  the 
maximum  and  minimum  points  curtailed,  the  main  fact  is  as  distinctly 
portrayed.  The  death-rate  from  puerperal  fever  is  above  the  mean 
during  the  first  and  fourth  quarters,  and  below  the  mean  during  the 
second  and  third  quarters  of  the  year. 

Before  dismissing  the  subject  of  mortality  from  puerperal  fever 
one  other  matter  demands  attention.  It  is  a  fact  fully  recognized  at 
the  Registrar-General's  office  that  the  registered  death-rate  from  puer- 
peral fever  does  not  include  all  the  cases,  or  even  a  proportionate 
number  of  the  cases,  which  should  by  right  come  within  the  category. 
A  certain  and  by  no  means  inconsiderable  proportion  of  fatal  cases, 
in  which  death  actually  occurred  from  puerperal  fever,  is  returned 
under  other  headings,  and  that  even  though  for  some  years  past  spe- 
cial inquiries  have,  in  all  cases  in  which  doubt  as  to  their  true  nature 


Spriug 

Summer 

Autumn 

Winter 

Spring 

Summer  I 

Autumn 

Winter 

55 — 

50  — 

■  

Mi  an 

45— 

—5 

40— 

Chart  III. — Season  curve  of  puerperal  fever  or  metria.    London — Mortality. 
(See  Table  VI.)    July,  1882,  to  July,  1889. 


existed,  been  addressed  from  the  office,  with  a  view  to  making  the 
return  under  this  head  more  complete.  This,  for  obvious  reasons, 
applies  more  particularly  to  fatal  cases  returned  under  the  head  of 
Accidents  of  Childbirth — which,  together  with  the  fatal  cases  of  puer- 
peral fever,  constitute  the  total  puerperal  mortality. 

Considerable  color,  were  further  proof  wanting,  is  lent  to  this  view 
by  the  season  chart,  based  upon  the  returns  under  the  head  of  Acci- 
dents of  Childbirth.  These,  except  for  their  liability  to  be  associated 
with  puerperal  fever,  might  reasonably  be  expected  to  give  a  record 
which  would  follow  a  dead  level,  and  to  present  no  such  seasonal  va- 
riation. As  it  is,  however,  the  variation,  though  naturally  less  marked 
in  degree,  exactly  corresponds  in  kind  to  that  of  puerperal  fever. 


London  Obstetrical  Society. 


279 


I  have  constructed  a  table  which  gives  the  mean  weekly  death-rate 
from  accidents  of  childbirth,  from  the  weekly  reports  of  the  Registrar- 
General,  practically  for  the  same  period  *  as  that  which  deals  sepa- 
rately with  puerperal  fever  : 


Table  VII. — Mean  weekly  Death-rate  in  London  between  the  Years  1843 
and  1874  inclusive,  from  Accidents  of  Childbirth. 


Week. 

Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

(I)... 

5-7 

5-6 

5-3 

4-7 

4-9 

5-o 

4.4 

5-o 

5-5 

4-7 

5-9 

6.0 

(2)... 

5-8 

5-i 

5-5 

4.8 

5-S 

4.8 

5-6 

4.4 

5-i 

5-8 

5-o 

5-9 

(3)..- 

5-7 

5-6 

4.9 

4.6 

4-3 

4.8 

4.4 

4.0 

5-2 

5-4 

5-5 

6. 4 

(4)-. 

5-7 

5-3 

6-3 

5-7 

4.6 

4-5 

4.2 

5-3 

4.8 

5-6 

5-4 

6.4 

5-4 

4.6 

5.0 

6.4 

Note. — The  figures  in  dark  type  are  above,  those  in  ordinary  type  below,  the 
mean — 5 . 23. 


This  shows  a  manifest  diminution  in  the  death-rate  attributed  to 
accidents  of  childbirth  during  the  summer  as  compared  with  the  win- 
ter months.    (Comoare  Table  I.) 

The  result  is  graphically  represented  in  the  accompanying  chart 
(Chart  IV),  which,  as  before,  is  duplicated,  and  expressed  in  percent- 
ages above  and  below  the  mean  as  given  in  the  following  table  (Table 
VIII). 

On  comparing  the  two  curves  it  is  noticed  that  both  the  rise  and 
the  fall  occur  synchronously — the  percentage  rising  in  both  cases 
above  the  mean  during  the  six  winter  months  from  October  to  March 
inclusive,  and  sinking  below  the  mean  during  the  six  summer  months 
from  April  to  September  inclusive. 

Table  VIII. — Death-rate  in  London  from  Accidents  of  Childbirth,  for 
Thirty  Years,  1845  to  18/4  inclusive,  in  Percentages  above  and  below 
the  Mean. 


Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

Percentage  

59-5 
9-5 

53-0 
3-0 

54-6 

4.6 

44.8 

43-8 

40.8 

38.8 

42.3 

48.O 

52.2 
2.2 

54-2 
4.2 

64.6 
I4.6 

5.2 

6.2 

9-2 

11 .2 

7-7 

2.0 

It  will  be  necessary  to  refer  to  this  matter  again.  For  the  present 
I  may  dismiss  it  with  one  remark.    The  omission  of  cases  which 

*  This  table  is  computed  from  the  statistics  of  thirty  years  as  compared  with 
twenty-seven  years.  It  begins  three  years  earlier.  For  these  years  the  statistics  of 
puerperal  fever  are  not  separately  available. 
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should  rightly  fall  within  the  category  of  deaths  from  puerperal  fever, 
and  the  consequent  diminution  in  the  death-rate  from  that  cause,  in 
no  way  invalidates  the  conclusions  which  have  been  arrived  at  with 


Chart  IV. — Season  curve  of  accidents  of  childbirth.    London — Mortality. 
(See  Table  VIII.)    1845  to  1874. 

regard  to  the  influence  of  season  on  the  death-rate  of  puerperal  fever. 
On  the  contrary,  if  it  could  be  rightly  estimated,  the  full  death-rate 
would  but  serve  to  intensify  the  difference  observed. 

Morbidity. 

Hitherto  the  conclusions,  as  I  have  stated  in  the  early  part  of  this 
thesis,  have  been  based  on  mortality  statistics  only.  For  other  cases 
of  illness  of  the  same  character,  but  unattended  with  a  fatal  result,  no 
statistical  record  has  been  available.  This  want  has  been  fully  appre- 
ciated by  Buchan  and  Mitchell,  and  finds  expression  in  the  following 
sentence  : 

"  The  date  of  death  or  of  registration  does  not  show  the  date  of 
falling  ill,  but  we  have  no  figures  which  reveal  this  ;  nor  have  we  in- 
formation as  to  the  dates  of  those  attacks  of  illness  which  are  followed 
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by  recovery,  and  which  very  greatly  exceed  the  attacks  which  end  in 
death.  Our  investigation,  indeed,  is  entirely  confined  to  the  instruc- 
tive relations  which  exist  between  weather  and  deaths  from  different 
diseases;  nor  is  it  possible  in  the  meantime  to  carry  it  further." 

Though  by  the  Infectious  Diseases  (Notification)  Act  of  1889,  un- 
der which  puerperal  fever  is  included,  machinery  has  lately  been  pro- 
vided for  the  collection  of  statistics  with  regard  to  puerperal  illness, 
which  is  not  necessarily  fatal ;  yet,  owing  to  the  widespread  difference 
of  opinion  as  to  what  should  and  what  should  not  be  included  under 
the  term  "  puerperal  fever,"  especially  when  unattended  with  a  fatal 
result,  such  data,  even  when  obtained,  would  prove  of  less  value  than 
could  be  desired. 

Much  evidence  as  to  the  prevalence  of  illness  generally  may  be  de- 
duced from  the  mortality  records.  I  shall  now,  in  order  to  carry  the 
argument  a  step  further  than  has  been  hitherto  possible,  make  use  of 
the  data  afforded  by  the  General  Lying-in  Hospital.  By  this  means 
I  shall  endeavor  to  supply  the  deficiency  with  regard  to  morbidity 
which  has  been  already  commented  upon.  I  shall  limit  these  data  to 
the  period  covered  by  the  statistics  recorded  in  the  first  part  of  my 
paper  on  Fever  in  Childbed,  for  that  paper  in  itself  is  but  the  intro- 
ductory one  of  a  series  upon  which  for  some  time  I  have  been  con- 
centrating my  attention.  In  that,  as  in  a  previous  one  on  Scarlatina 
during  Pregnancy  and  in  the  Puerperal  State,*  and  another  now  in 
course  of  preparation,  on  Erysipelas  and  some  Zymotic  Diseases  in 
Lying-in  Women,  it  has  been  my  endeavor  to  unravel  one  by  one  the 
many  knots  in  the  tangled  skein  of  doubt  which  surrounds  the  subject 
of  febrile  illness  in  childbed.  In  the  present  thesis  the  same  unravel- 
ing process  will  be  continued. 

But,  before  resuming  the  thread  of  the  argument,  it  will  be  desira- 
ble briefly  to  review  the  history  of  the  hospital  during  the  last  few 
years,  and  to  restate  in  succinct  terms  the  character  of  the  data  upon 
which  the  annexed  tables  and  charts  have  been  based. 

In  the  years  which  preceded  the  routine  employment  of  antiseptics 
the  amount  of  illness,  and  especially  of  septic  illness,  must  have  been 
very  grave,  for  the  death-rate  (the  only  available  guide  to  the  condi- 
tion of  the  hospital  at  that  time)  was  invariably  high,  but  presented 
great  variations,  and  often  indicated  an  appalling  mortality. 

For  the  last  thirteen  years  the  service  of  the  hospital  has  been 
conducted  upon  Listerian  principles,  which,  as  they  became  better 


*  Obstet.  Trans.,  vol.  xxx,  1888,  p.  11. 
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understood  and  more  efficiently  carried  out  in  practice,  were  instru- 
mental in  reducing  not  only  the  mortality  from  so-called  puerperal 
fever,  but  also  the  morbidity  arising  from  septic  processes  to  vanish- 
ing point.  This  point  was  reached  in  the  middle  of  1884.  It  was  the 
work  of  some  years. 

At  first  absolute  phenol  alone  was  used,  then  for  a  time  carbolic 
acid  and  Condy's  fluid  were  regularly  employed.  Under  this  regime 
the  death-rate  declined  considerably,  and  on  the  whole  remained 
steadier.  Cases  of  illness,  and  especially  of  septic  illness,  were,  how- 
ever, always  present  to  a  greater  or  less  degree,  but  varied  within  wide 
limits,  both  as  regards  frequency  and  severity. 

During  the  last  few  months  of  this  carbolic  and  Condy  era  a  steady 
and  appreciable  improvement  took  place,  and  in  a  marked  degree  with 
regard  to  the  cases  of  a  septic  nature.  This  was  due  in  part  to  the 
improved  method  of  dealing  with  the  antiseptic  agents,  and  to  the 
means  taken  to  prevent  their  mutual  destruction,  and  in  part  to  a 
more  systematic  attention  to  points  of  general  hygiene,  particularly  as 
regards  the  midwives  and  nurses. 

When  subsequently  carbolic  and  Condy  were  replaced  by  subli- 
mate solutions  a  further  improvement  was  effected,  and  septicaemia 
disappeared  entirely,  at  any  rate  for  a  time  (the  instances  of  its  recur- 
rence being  few  and,  as  a  rule,  far  between  and  of  slight  intensity). 
The  death-rate  fell  in  a  remarkable  degree,  and  from  that  date  until 
the  present  time  the  instances  of  illness  have,  generally  speaking,  been 
slight  and  unimportant,  and  in  great  part  of  an  accidental  character, 
whereas  septicaemia  has  figured  rarely. 

Nevertheless  during  the  sublimate  era  three  cases  have  died  from 
the  effects  of  septic  infection  ;  one  in  the  short  period  during  which 
douche  solutions  of  weak  sublimate  were  employed,  and  the  remaining 
two  in  another  short  interval  during  which  the  sublimate  douche  was 
replaced  by  salufer.  During  this  period  also  the  other  instances  of  ill- 
ness suffered  appreciable  increase. 

These  points  have  each  been  considered  in  detail  in  the  various 
sections  of  the  previous  paper  on  Fever  in  Childbed. 

Several  examples  of  the  introduction  of  zymotic  poison  have  oc- 
curred, both  during  the  time  that  septicaemia  was  still  rampant  and 
also  since  it  has  been  practically  stamped  out.  A  single  occurrence 
of  erysipelas  during  the  first  period  was  attended  with  a  striking  in- 
crease of  illness  in  other  patients  which,  if  not  absolutely  identical 
with,  was  indistinguishable  from  septicaemia  in  its  clinical  aspect. 
Scarlet  fever  several  times  occurred  both  before  and  after  the  elimina- 
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tion  of  septicaemia,  and  was  attended  during  the  first  period  with  a 
slight  but  suggestive  increase  in  illness  of  a  similar  septic  nature,  but 
during  the  second  was  productive  of  no  appreciable  ill  effect  beyond 
giving  rise  to  cases  of  a  more  or  less  typical  scarlatinal  type. 

And,  finally,  neither  typhoid  fever  nor  measles,  a  single  instance 
of  each  of  which  occurred  during  the  first  period,  seem  to  have  pro- 
duced any  such  effect. 

These  points  are  fully  discussed  in  the  two  other  papers  to  which 
reference  has  been  made.  On  account  of  the  obvious  liability  of  such 
accidental  experiences  as  the  introduction  of  erysipelas,  scarlatina  and 
other  zymotics,  in  addition  to  the  alterations  purposely  introduced 
into  the  service,  to  affect  the  statistics  upon  which  the  present  investi- 
gation is  founded,  a  mention  of  them  in  this  connection  was  inevita- 
ble, but  the  details  can  not  now  be  entered  upon. 

Individual  instances  of  the  injurious  effect  of  foul  air  were  now 
and  again  observed,  but  since  the  winter  of  i882-'83  no  general  in- 
crease in  the  amount  or  severity  of  illness  has  occurred  during  the 
winter  months  as  compared  with  the  summer. 

This  falls  within  the  special  domain  of  the  present  thesis.  The 
statistics  upon  which  the  accompanying  charts  are  based  extend  over 
a  period  of  seven  years,  from  July,  1882,  to  June,  1889,  inclusive. 
They  deal  with  no  less  than  2,762  puerperae  who  were  delivered  in 
the  General  Lying-in  Hospital,  under  the  care  of  Dr.  John  Williams, 
Dr.  Champneys,  Dr.  Herman,  Dr.  Cullingworth,  and  myself. 

This  number,  large  as  it  is,  is,  however,  none  too  large  for  statis- 
tical purposes.  But  some  compensation  may  be  derived  from  the  fact 
that  all  the  cases  have  been  accurately  observed  and  recorded,  a  daily 
note  of  each  having  been  made  at  the  bedside  upon  report  papers  pro- 
vided with  special  printed  headings  which  cover  the  previous  history 
of  the  patient,  especially  as  regards  the  menstrual  and  childbearing 
functions,  together  with  the  course  of  labor  and  of  the  lying-in  period. 
From  these  elaborate  reports,  and  from  the  temperature  chart  ap- 
pended to  each,  the  data  have  been  compiled. 

With  reference  to  the  thermometric  observations,  I  desire  to  lay 
stress  upon  the  fact  that  in  each  case  the  temperature  was  taken  (by 
mouth)  throughout  the  patient's  stay  in  hospital  every  four  hours, 
night  as  well  as  day,  unless  she  happened  to  be  asleep,  and  that  any 
rise  above  ioo°  F.  is  reckoned  fever.  And  wherever  the  line  joining 
two  consecutive  observations  crosses  any  section  of  the  chart  above 
this  level,  that  section  is  included  in  the  fever  category,  as  if  observa- 
tions had  been  made  continuously  in  every  part  of  that  line. 
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I  may  take  occasion  here  to  point  out  that  had  the  thermometer 
been  employed  less  assiduously,  a  large  proportion  of  the  pyrexia 
cases  would  have  been  eliminated,  whereas  under  the  plan  adopted 
are  included  all  the  slight  transitory  rises  of  temperature  (to  100. 2° 
or  thereabout)  which,  though  indicated  by  the  thermometer,  are  as  a 
rule  unattended  by  appreciable  symptoms  of  illness.  These,  indeed, 
form  by  far  the  larger  proportion  of  the  pyrexia  cases  which  have 
come  under  observation  during  the  last  five  years  dealt  with  in  the 
charts.  Unless  this  fact  be  taken  into  consideration,  an  undue  pro- 
portion of  febrile  cases  would  seem  to  have  occurred. 

Nor  shall  I  rest  content  with  a  statement  of  the  proportion  of 
febrile  to  non-febrile  cases.  I  shall  take  into  consideration  also  the 
height  and  duration  of  the  fever — in  other  words,  the  severity  of  the 
illness.  In  the  first  part  of  my  paper  on  Fever  in  Childbed  I  have 
given  separate  tables  and  charts  of  the  height  (in  degrees  above  100" 
F.)  and  duration  (in  days)  of  the  fever,  and  have  expressed  the  re- 
sults in  a  condensed  form  as  follows  :  By  multiplying  together  the 
percentage  of  labors  followed  by  pyrexia,  the  duration  (in  days),  and 
the  height  (in  degrees  above  ioo°  F.)  of  the  fever,  it  is  possible  to  pre- 
sent a  fairly  correct  index  of  the  condition  of  the  hospital  as  regards 
febrile  illness  for  each  month  throughout  the  seven  years.  By  mov- 
ing the  decimal  point  two  places  to  the  left  the  average  amount  of 
pyrexia  from  all  causes  per  patient  is  derived.  The  figures  thus  ob- 
tained are  very  instructive,  and,  as  an  index  of  the  condition  of  the 
hospital  for  each  month,  are  not  to  be  surpassed.  But  as  it  often 
happened  that  patients  admitted  toward  the  close  of  one  month  had 
little  or  no  fever  until  the  following  month,  and  when  the  attack  was 
prolonged  the  fever  was  continued  into  the  month  following  admis- 
sion and  even  later,  this  only  represents  approximately  the  fever  rate 
for  each  patient  admitted  during  the  month  to  which  it  refers.  It 
has,  therefore,  been  placed  under  the  heading  of  Approximate  Fever 
Rate  ;  in  contra-distinction  to  the  True  Fever  Rate,  that  is  to  say, 
the  average  amount  of  pyrexia  (in  days  x  degrees  above  ioo°  F.)  for 
each  patient  admitted  during  the  same  time. 

The  Septic  Rate  corresponds  to  the  True  Fever  Rate,  but 
bears  reference  to  cases  of  septicaemia  and  of  febrile  inflammation 
only,  and  consequently  represents  the  average  amount  of  septic  fever 
for  each  patient  admitted  during  the  same  time.  Further,  I  may  take 
occasion  here  to  mention  that  a  certain  amount  of  doubt  necessarily 
attaches  to  the  septic  data,  owing  to  the  difficulty  in  deciding  as  to 
the  precise  cause  of  .the  fever  in  some  of  the  cases.    But  every  care 
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has  been  exercised  to  render  this  division  as  complete  as  possible,  both 
by  personal  observation  and  by  a  studied  perusal  of  the  full  report  of 
each  individual  case.  It  may  also  be  noted  that  all  cases  which  pre- 
sented signs  of  inflammation  in  the  pelvis,  whatever  view  may  be  held 
as  to  the  nature  of  such  in  individual  instances,  are  included  in  the 
septic  category.  At  the  same  time  I  may  say  that  no  doubt  attaches 
to  the  general  pyrexia  data,  which  are  based  on  facts  involving  no 
diagnostic  skill. 

With  these  prefatory  remarks  I  would  now  direct  attention  to  the 
following  table  (Table  IX),  which  gives  the  number  of  patients  de- 
livered, of  those  who  had  septic  fever  (septicaemia  and  pelvic  inflam- 
mation), of  those  who  had  fever  from  other  causes,  and  from  all 
causes  combined  in  the  General  Lying-in  Hospital,  from  July,  1882, 
to  June,  1889,  inclusive  : 

Table  IX. — Number  of  Patients  delivered,  of  those  who  had  Septic  Fever 
(Septicemia  and  Pelvic  Inflammation),  of  those  who  had  Fever  from 
other  Causes,  and  from  all  Causes  combined,  in  the  General  Lying-i?i 
Hospital,  from  fitly,  1S82,  to  June,  iSSg,  inclusive. 


( 1)  A'umder  of  Patients  delivered. 


Year. 

Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

Total. 

1882   

34 

31 

31 

23 

32 

26 

(117) 

1883  

34 

24 

32 

31 

23 

31 

27 

31 

30 

29 

33 

16 

341 

1884  

27 

17 

21 

29 

19 

27 

33 

34 

30 

34 

28 

35 

334 

1885  

33 

28 

30 

30 

26 

33 

27 

37 

38 

36 

28 

40 

391 

1886  

21 

22 

40 

28 

36 

34 

39 

32 

33 

27 

36 

34 

3S2 

1887  

32 

29 

33 

31 

26 

23 

34 

43 

44 

35 

34 

39 

403 

1888  

47 

28 

46 

36 

36 

38 

50 

47 

44 

45 

39 

39 

495 

1889  

42 

35 

50 

33 

36 

43 

(239) 

Total  

236 

183 

252 

218 

202 

234 

244 

255 

250 

229 

230 

229 

2,762 

(2)  Septic  Fever. 


Year. 

Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

Total. 

13 

17 

14 

14 

17 

18 

(93) 

1883  

22 

14 

19 

13 

14 

7 

8 

12 

12 

9 

10 

5 

145 

1884  

4 

2 

I 

3 

O 

0 

0 

O 

I 

0 

O 

1 

12 

1885  

O 

2 

I 

2 

2 

2 

I 

I 

I 

1 

I 

1 

15 

1886  

O 

2 

3 

0 

O 

2 

0 

I 

O 

1 

0 

3 

12 

1887  

I 

5 

0 

2 

2 

0 

0 

I 

O 

0 

0 

2 

13 

i883   

2 

0 

1 

1 

O 

0 

0 

O 

3 

2 

I 

0 

10 

1889  

O 

I 

0 

0 

0 

0 

(I) 

Total  

29 

26 

25 

21 

18 

11 

22 

32 

3i 

27 

29 

30 

30I 
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(3)  Fever  from  other  Causes. 


Year. 

Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

Total. 

1882  

• 

II 

12 

14 

8 

13 

7 

(65) 

1883  

7 

8 

12 

15 

8 

16 

II 

14 

17 

12 

13 

8 

MI 

1884  

1885  

15 

IO 

13 

16 

7 

13 

15 

17 

8 

14 

1 1 

3 

142 

11 

7 

IO 

II 

11 

18 

II 

14 

17 

10 

12 

23 

155 

1886  

9 

8 

13 

14 

18 

17 

15 

15 

12 

13 

24 

7 

165 

1887  

11 

8 

9 

12 

5 

13 

16 

20 

15 

15 

8 

18 

150 

1888  

22 

12 

13 

21 

13 

21 

23 

23 

23 

19 

5 

9 

204 

1889  

7 

7 

1 1 

6 

17 

IO 

(58) 

Total  

82 

60 

81 

95 

79 

108 

I02 

115 

106 

91 

86 

75 

1,080 

(4)  Fever  from  all  Causes  combined. 


Year. 

Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

Total. 

1882   

24 

29 

28 

22 

30 

25 

(158) 

1883  

29 

22 

31 

28 

22 

23 

19 

26 

29 

21 

23 

13 

288 

1884  

1885  

19 

12 

14 

19 

7 

13 

15 

17 

9 

14 

II 

4 

154 

1 1 

9 

II 

13 

13 

20 

12 

15 

18 

II 

13 

24 

170 

1886   

9 

IO 

16 

14 

18 

19 

15 

16 

12 

14 

24 

10 

177 

1887  

12 

13 

9 

14 

7 

13 

16 

21 

15 

15 

8 

20 

163 

1888  

24 

12 

14 

22 

13 

21 

23 

23 

26 

21 

6 

9 

214 

1889  

7 

8 

11 

6 

17 

IO 

(59) 

Total  

in 

86 

106 

116 

97 

119 

124 

147 

137 

Il8 

115 

105 

1,381 

Among  this  number  (/.  e.,  2,762)  15  deaths  occurred.  In  9  cases 
the  illness  was  essentially  of  a  septic  nature,  but  in  the  remaining  6 
septictemia  played  no  part.  They  are  given  in  the  order  of  their 
occurrence  as  follows : 

(JYote. — The  numbers  i,  ii,  iii,  etc.,  refer  to  the  day  of  the  puer- 
perium.) 

1.  Admitted  November  19,  1885.  High  fever,  iii  onward.  Died 
xiii,  December  3d. 

Post-mortem. — Pyometritis,  pelvic  peritonitis,  and  septic  phlebitis. 

2.  Admitted  December  30,  1882.  High  fever,  ii  onward.  Died 
ix,  January  8th. 

Post-mortem. — Severe  traumatic  inflammation,  ending  in  abscess 
and  purulent  peritonitis. 

3.  Admitted  May  5,  1883.  High  fever,  ii  onward.  Died  xxii. 
May  26th. 

General  septic  infection. 

4.  Admitted  May  10,  1883.  Fever  irregular,  generally  slight,  ii 
onward.    Died  xxiv,  June  2d. 
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Post-mortem. — Septic  phlebitis  and  acute  endocarditis. 

5.  Admitted  December  23,  1883.  High  fever,  iii-ix,  slight  ir- 
regular rises  after.    Died  xvii,  January  8th. 

Post-mortem. — Traumatic  hsematoma  ending  in  abscess,  pyolym- 
phangitis,  perimetritis,  and  parametritis. 

6.  Admitted  January  23,  1884.  Slight  fever,  ii-ix,  high  after. 
Died  xxxiv,  March  27th. 

Post-mortem. —  Pyometritis,  septic  phlebitis,  and  acute  endocar- 
ditis. 

7.  Admitted  March  2,  1885.  Moderate  fever  throughout.  Died 
ix,  March  nth. 

Advanced  phthisis. 

8.  Admitted  April  14,  1885.  Moderate  fever  throughout.  Died 
vi,  April  22d. 

Post-mortem. — A d v an c e d  p h t h i s i s . 

9.  Admitted  August  22,  1885.  Normal  temperature  throughout. 
Died  xvi,  September  7th. 

Post-mortem. — Mercurialism  and  morphinism. 

10.  Admitted  October  1,  1885.  Slight  irregular  fever,  iv-viii, 
high  from  ix.    Died  xviii,  October  19th. 

Post-mortem. — Septic  phlebitis  and  general  pyaemia. 

11.  Admitted  November  26,  1886.  Moderate  fever,  i-iii,  high  v. 
Died  vi,  December  1st. 

Post-mortem. — Eclampsia. 

12.  Admitted  October  19,  1887.  High  irregular  fever  through- 
out.   Died  iii,  October  31st. 

Post-mortem — Eclampsia. 

13.  Admitted  September  2,  1888.  Moderate  fever,  iii  onward. 
Died  xxii,  September  23d. 

Post-mortem. — Sloughing  of  soft  parts  and  parametritic  abscess. 

14.  Admitted  October  4,  1888.  Irregular  moderate  fever,  iii  on- 
ward.   Died  ix,  October  12th. 

Post-mortem. — Hospital  gangrene. 

15.  Admitted  June  27,  1889.  Normal  temperature.  Died  i,  June 
27th. 

Haemorrhage  (accidental  and  post-partum). 

These  deaths  were  distributed  according  to  the  months  of  the 
year  in  which  they  took  place  (see  Table  X)  as  follows  : 
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Tahle  X. — Deaths  from  Puerperal  Fever  and  from  other  Causes,  occurring 
in  the  General  Lying-in  Hospital,  for  Seven  Years,  July,  1S82,  to  June, 
i88q,  inclusive. 


Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug 

Sept. 

Oct. 

Nov. 

Dec. 

Total. 

Puerperal  fever. 

2 

I 

I 

I 

I 

2 

I 

9 

Other  causes  . .  . 

I 

"l 

I 

I 

I 

I 

6 

All  causes  .  . . 

2 

O 

2 

1 

I 

2 

O 

O 

2 

3 

O 

2 

15 

The  number  of  deaths  is  obviously  too  small  to  allow  any  definite 
conclusion  to  be  drawn  from  them  alone,  but,  so  far  as  it  goes,  the 
evidence  afforded  by  this  table  is  in  entire  accord  with  the  conclu- 
sions which  have  been  drawn  with  regard  to  the  excessive  mortality 
from  puerperal  fever  in  the  winter  as  compared  with  the  summer 
months.  Of  the  nine  deaths  from  puerperal  fever,  six  occurred  dur- 
ing the  winter  as  compared  with  three  only  during  the  summer.  In 
this  particular  respect,  therefore,  the  death-rate  afforded  by  the 
General  Lying-in  Hospital  is  found  to  correspond  in  the  main  with 
that  of  London  generally. 

The  cases  of  febrile  illness  call  for  more  extended  comment. 

In  order  to  place  morbidity  on  a  basis  similar  to  that  of  mortality 
I  have  constructed  the  morbidity  tables  which  follow  from  the  figures 
given  in  Table  IX.  The  first  of  these  (Table  XI)  gives  the  mean 
percentage  of  patients  in  the  General  Lying-in  Hospital,  lying  in  dur- 
ing each  month  of  the  year,  for  the  seven  years,  July,  1882,  to  June, 
1889,  inclusive,  who  had  septic  fever — /.  e.,  febrile  illness  due  to  sep- 
ticaemia or  pelvic  inflammation. 


Table  XI. — Mean  Monthly  Percentage  of  Puerpera  in  the  General  Lying- 
in  Hospital,  from  July,  1882,  to  June,  i88g,  inclusive,  who  had  Septic 
Fever  {Septicamia  and  Pelvic  Inflammation). 


Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

12.2 

14.2 

9-9 

9.6 

8.9 

4-7 

9.0 

12.5 

12.4 

11. 7 

12.6 

13  I 

Note. — The  figures  in  dark  type  are  above,  those  in  ordinary  type  below,  the 
mean — 10.8. 


This  table  shows  the  increased  prevalence  of  cases  of  septicaemia 
and  pelvic  inflammation  during  the  months  ranging  from  August  to 
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February  inclusive,  as  compared  with  the  remaining  months  of  the 
year. 

In  order  that  this  result  might  be  rendered  strictly  comparable  to 
that  in  the  tables  and  charts  given  under  the  head  of  mortality, 


Chart  V. — Season  curve  of  septicaemia  and  pelvic  inflammation  in  childbed.  Gen- 
eral Lying-in  Hospital— Morbidity.  (See  Table  XII.)  July,  1882,  to  June, 
1880. 


I  have  reduced  the  figures  to  percentages  above  and  below  the 
mean  (Table  XII),  and  represented  the  result  in  diagrammatic  form 
(Chart  V). 


290 


Transactions  of  Societies. 


TABLE  XII. — Fever-rate  from  Septicaemia  and  Pelvic  Inflammation,  in  the 
General  Lying-in  Hospital,  for  Seven  Years,  fitly,  1882,  to  fune,  1889, 
inclusive,  in  Percentages  above  and  below  the  Mean. 


Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

56-3 

65.I 

45 

5 

44-1 

40.8 

21 

5 

41.3 

57-5 

56.8 

54-o 

57-8 

60. 1 

6-3 

15. 1 

7-5 

6.8 

4.0 

7.8 

10. 1 

4 

5 

5-0 

9.2 

28 

5 

8.7 

The  curve  corresponds  in  essential  particulars  with  that  given  by 
the  mortality  charts.  But  inasmuch  as,  on  the  one  hand,  the  deaths 
are  placed  not  necessarily  in  the  month  in  which  death  took  place, 
but  in  that  during  which  registration  was  effected,  and,  on  the  other, 
the  cases  of  illness  are  placed  not  necessarily  in  the  month  in  which 
the  illness  began,  but  in  that  in  which  the  patient  was  delivered,  and, 
further,  as  death  in  such  cases  follows  the  beginning  of  the  illness  by 
some  weeks  or  even  months,  the  rise  and  fall  both  take  place,  as 
under  such  circumstances  might  be  expected,  a  month  or  so  earlier  in 
the  morbidity  than  in  the  mortality  chart. 

Bearing  this  in  mind,  it  may  be  concluded  from  the  above  chart 
that  the  cases  of  septicaemia  and  pelvic  inflammation  in  the  General 
Lying-in  Hospital  serve  to  substantiate  the  evidence  which  has  been  de- 
duced from  the  mortality  tables  as  to  the  increased  prevalence  of  puer- 
peral fever  during  the  winter  as  compared  with  the  summer  months. 

I  desire,  however,  to  carry  the  examination  of  this  subject  a  step 
further.  Inspection  of  Table  IX  (2)  reveals  the  fact  that  five  sixths 
of  the  cases  of  septicaemia  and  pelvic  inflammation  occurred  during 
the  first  twenty-two  months  with  which  the  table  deals,  the  other 
sixth  being  distributed  over  the  remaining  sixty-two  months.  Into 
the  cause  of  this  difference  I  will  not  enter  now  ;  the  subject  was  dis- 
cussed in  detail  under  the  heading  of  General  Hygiene  and  Anti- 
sepsis, in  Part  I  of  my  paper  Fever  in  Childbed,  and  I  have  already 
mentioned  the  broad  facts  associated  with  it.  But  recognizing  this 
marked  difference  in  the  two  periods,  I  would  inquire  separately  into 
the  seasonal  prevalence  of  septic  illness  during  each  of  them,  and  as- 
certain whether  the  variation  has  been  constant.  With  this  object  I 
have  constructed  the  following  tables  and  chart,  similar  to  the  above, 
but  dealing  with  each  period  separately. 

The  following  table  (Table  XIII)  gives  the  mean  percentage  of 
patients  in  the  General  Lying-in  Hospital,  lying  in  during  each  month 
of  the  year  (1)  from  July,  1882,  to  April,  1884,  and  (2)  from  May, 
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1884,  to  June,  1889,  who  had  fever  attributable  to  septicaemia  or  pel- 
vic inflammation. 

TABLE  XIII. — Mean  Monthly  Percentage  of  Pucrperce  who  had  Septic  Fever 
(Septicemia  and  Pelvic  Inflammation)  in  the  General  Lying-in  Hospital 
for  each  of  the  Two  Periods,  Ci)  from  July,  1882,  to  April,  1884,  in- 
elusive,  and  (2)  from  May,  1SS4,  to  June,  iS8g,  i7iclusive. 


Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

(1)  July,    1882,  to 
April,  18S4*.  .  .  . 

(2)  May,    1884,  to 
June,  1889  f  .  .  .  . 

42.6 

i-7 

39-o 

7.0 

37-7 
2-5 

26.6 
3-1 

60.8 

2.2 

22.5 

1-9 

34-4 

0.5 

46.7 

i-5 

42.6 
2.6 

44.2 

2.2 

4i-5 
2.6 

54-7 
3-7 

*  The  figures  in  dark  type  are  above,  those  in  ordinary  type  below,  the  mean — 40.5. 
f  The  figures  in  dark  type  are  above,  those  in  ordinary  type  below,  the  mean — 2.4. 


On  examining  this  table,  in  the  first  part  a  remarkable  feature  is 
presented  in  the  excessive  prevalence  of  septic  illness  during  the 
month  of  May,  which  stands  out  with  special  prominence  from  the 
months  which  precede  and  which  follow.  In  this  connection,  and  by 
way  of  explanation,  I  must  so  far  trench  upon  my  at  present  unpub- 
lished work  on  the  relation  of  erysipelas  to  febrile  illness  in  childbed 
as  to  mention  that  during  this  month  of  May  erysipelas  prevailed, 
and  was  attended,  as  I  have  already  taken  occasion  to  remark,  with  a 
striking  increase  of  illness,  which,  if  not  identical  with,  was  indis- 
tinguishable from,  septicaemia  in  its  clinical  aspect.  This  feature  may 
be  noticed  running  through  all  the  morbidity  tables  and  charts  which 
deal  with  the  subject  of  septicaemia  and  pelvic  inflammation  during 
this  period,  and  will  consequently  necessitate  further  reference.  In 
the  present  instance,  if  due  allowance  be  made  on  this  account,  it 
would  appear  that  from  August  to  January  inclusive  septic  illness  is 
more  prevalent  than  during  the  remainder  of  the  year. 

In  the  second  part  of  the  table  no  such  persistent  variation  can 
be  traced — which  may  be  accounted  for  by  the  comparatively  small 
number  of  cases  upon  which  it  is  based  ;  but  in  this,  again,  the  fig- 
ures tend  to  show  that  septicaemia  and  pelvic  inflammation  are  far 
less  prevalent  during  the  summer  months.  In  order  to  place  these 
deductions  on  a  basis  similar  to  those  given  above,  I  have  reduced 
the  figures  to  percentages  above  and  below  the  mean  (Table  XIV), 
and  expressed  the  result  in  the  form  of  a  chart  (Chart  VI). 

In  the  upper  division  of  the  chart  the  rise  associated  with  the 
prevalence  of  erysipelas  during  the  month  of  May  is  rendered  ob- 
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vious,  as  is  also  the  declension  of  the  curve  below  the  mean  generally 
during  the  early  summer  months.  I  may  point  out  that  this  unusual 
elevation  of  the  curve  during  the  month  of  May  tends  in  no  small 
degree  to  raise  the  mean  unduly,  and  therefore,  in  order  to  make  due 
allowance,  the  mean  time  should  be  considerably  depressed  in  the 
chart.  I  have,  however,  thought  it  better  to  give  the  result  as  it 
stands  with  this  explanation  than  to  make  any  artificial  attempt, 
which  at  the  best  would  be  imperfect,  to  rectify  it. 

Table  XIV. — Mean  Monthly  Proportion  of  Puerpera  who  had  Septic  Fever 
(Septicemia  and  Pelvic  Inflammation)  in  the  General  Lying-in  Hospital 
for  each  of  the  Two  Periods,  (:)  from  July,  1882,  to  April,  18S4,  in- 
clusive, and  (2)  from  May,  i88'4,  to  June,  i88g,  inclusive,  in  Percentages 
above  and  below  the  Mean. 


(1)    Tuly,    1S82,  to 
April,  1884: 

Percentage  

Above  the  mean  

Below  the  mean  


(2)    May,    18S4,  to 
June,  1889 : 

Percentage   

Above  the  mean  

Below  the  mean  


Jan. 


52.5 
2-5 


35-4 

i4;<5 


Feb. 


Mai 


48-1  46.5 


1.9 


3-5 


Apr.  May. 


32. S  75.0 

....25.O 
17.2  .  . 


I45.8  52.064.5  45.8 


I4O.8  2.0 


14-5 


4-2 


June. 

July. 

Aug. 

27.7 

42.4 

57.6 
7.6 

22.3 

7.6 

39-5 

10.4 

31.2 

10.5 

39-6 

18.8 

Sept. 


52.5 
2-5 


Oct. 


54-5 
4-5 


Nov. 


Dec. 


51-267.5 
1.2  17.5 


54-1 
4.1 


45.8 
4.2 


77.O 
27  .O 


In  the  lower  division  of  the  chart,  where  due  allowance  is  made 
for  the  irregularities  of  the  curve  incidental  to  the  comparatively 
small  number  of  cases  upon  which  it  is  based,  the  increased  preva- 
lence of  septicaemia  and  pelvic  inflammation  during  the  winter 
months  is  indicated  by  an  elevation  of  the  curve  above  the  mean. 
The  interrupted  line  running  through  this  division  of  the  chart  repre- 
sents the  curve  according  to  Bloxam's  method,  which  is  especially 
adapted  to  steady  the  curve  where  a  comparatively  small  number  of 
cases  is  taken  as  a  basis.  This  method  consists  in  taking  not  the 
single  average  for  each  particular  month  which  it  is  desired  to  repre- 
sent, but  the  mean  of  the  average  for  that  particular  month,  for  the 
month  preceding,  and  for  the  month  which  follows.  By  this  method 
the  inequalities  of  the  curve,  as  in  the  present  instance,  are  rounded 
off,  and  a  close  approximation  is  attained  to  the  curve  which  would 
result  from  more  extensive  data.  This  method  will  be  employed 
again  where  necessary. 
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The  above  morbidity  charts  represent  only  the  proportion  of  sep- 
tic to  non-septic  cases.  No  allowance  has  hitherto  been  made  for 
the  severity  of  the  illness.  In  the  following  tables  and  charts  not 
only  is  the  proportion  of  septic  to  non-septic  cases  represented,  but 
both  the  height  and  duration  of  the  fever  have  been  taken  into  ac- 
count. In  this  way  the  severity  of  the  illness  also  receives  expres- 
sion. But  owing  to  the  fact  that  among  these  septic  cases  are  in- 
cluded some  which  ended  fatally,  and  others  which  on  account  of 
prolonged  illness  were  transferred  to  other  hospitals,  the  severity 
of  the  illness  does  not  always  find  full  expression,  for  in  the  one 
case  the  fever  is  cut  short  by  death,  and  in  the  other  breaks  off  when 
the  transfer  of  the  patient  is  effected. 

With  this  limitation,  therefore,  the  following  tables  and  charts 
fairly  accurately  represent  the  amount  of  septic  illness. 

The  following  table  (Table  XV)  gives  the  average  amount  of 
septic  fever  for  each  patient  delivered  in  the  General  Lying-in  Hos- 
pital during  each  month  of  the  whole  seven  years  : 

Table  XV. — Septic  Rate,  /.  e ,  the  Average  Amount  of  Septic  Fever  {in  Days 
x  Degrees  above  ioo°  F.)  per  Patient  delivered  during  each  Month  in 
the  General  Lying-in  Hospital  for  Seven  Years,  fuly,  1882,  to  fane,  iS8g, 
inclusive. 


Yeak. 

Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

Aver- 
age for 
Year. 

8.00 
15  37 

19-51 

12.41 

14.06 
11 .06 

18.56 
15.86 

15-81 
3.42 

19.61 

6. 31 

15. 92 
'3  36 
7.91 
0.06 
1 .26 
0.38 
0.52 
0-35 

O.OI 

1883 

1884  

15-94 

5.92 

15 -7° 
10.41 

18.28 

3-33 

11.74 
12.00 

22.95 

11 .29 

1884   

0.00 
3  96 

1.25 

0.00 
0.00 

0.00 
0.34 
0.70 
o.oo 
0.00 
0.00 

0.00 
4.66 
0.00 
0.00 
0.00 

0 .00 
0.24 
0.28 
0  53 
0.00 

o.43 
0.44 

0.00 
0.00 
1.86 

0.00 
0.97 
0.48 
0.00 
0  73 

0.00 
o-35 
0.00 
o.oo 

0.17 

0.05 

0-  35 

1-  4" 
0.20 
0 .00 

1885  

1886 
1887. . . . 
1888 

1889  

0.00 
0.00 
0  53 
o.53 
0 .00 

0.85 
0.72 
3.12 
0.00 
0. 11 

1.56 
1.05 

0.00 
0.56 

0.00 

I  40 

0.00 
0.64 
0.36 
0.00 

Note. — The  figures  in  dark  type  are  above,  those  in  ordinary  type  below,  the  average  for 
each  year. 


As  the  septic  rate  has  been  subject  to  so  great  variation  during  this 
period,  particularly  in  the  months  which  preceded,  in  comparison 
with  those  which  followed,  the  substitution  of  sublimate  solution,  at 
the  beginning  of  May,  1884,  for  carbolic  acid  and  Condy's  fluid  as 
the  general  antiseptic  employed,  I  have  struck  the  average  for  each 
year.  It  will  be  observed  that  during  the  early  period  the  amount  of 
septic  fever  was  twice  as  frequently  above  the  average  during  the 
winter  as  compared  with  the  summer  months.  This  variation  is  by 
no  means  constant  during  the  later  period. 
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In  the  following  table  (Table  XVI)  the  mean  septic  rate  for  each 
month  of  the  year  during  the  two  periods  is  given  in  relation  to  the 
mean  for  the  whole  of  each  period  : 

Table  XVI. — Mean  Septic  Rate,  i.  e.,  the  Average  Amount  of  Fever  {in 
Days  x  Degrees  above  ioo°  F.)  from  Septicaemia  and  Pelvic  Inflammation 
per  Patient  delivered  during  each  Month  in  the  General  Lying-in  Hos- 
pital for  each,  of  the  Two  Periods,  (i )  from  fitly,  1SS2,  to  April,  1SS4, 
inclusive  ;  and  (2)  from  May,  1SS4,  to  fane,  /S8g,  inclusive. 


Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept 

Oct. 

Nov. 

Dec. 

Whole 
Period. 

Ii)  July,  1882,  to 
April,  1884...  . 

(2I  May,  1884,  to 
June,  1889  .. .  . 

10.93 
0.21 

1303 

0.36 

jo.  80 
O.63 

11.87 
0.48 

22.9; 
0.86 

11 .29 
0. 17 

11.68 
0.93 

0.21 

12.  st 
o.54 

12.21 
0.43 

9.61 
0. 10 

12.96 

0.40 

12.61 
0.44 

Note. — The  figures  in  dark  type  are  above,  those  in  ordinary  type  below,  the  mean  for  each  period. 


The  first  part  of  this  table  shows  no  distinctive  variation  in  the 
septic  rate  according  to  season,  even  when  allowance  be  made  for 
displacement  of  the  mean  by  the  unusual  rise  during  the  month  of 
May. 

The  second  part  of  the  table  bears  evidence  against  an  increased 
septic  rate  during  the  winter  months. 

In  the  following  table  (Table  XVII)  this  result  has  been  reduced 
to  percentages  above  and  below  the  mean.  It  is  also  expressed  in 
diagrammatic  form  (Chart  VII)  : 

Table  XVII. — Mean  Septic  Rate,  i.e.,  the  Average  Amount  of  Fever  {in 
Days  x  Degrees  above  100°  F.)  from  Septicaemia  and  Pelvic  Inflammation 
per  Patient  delivered  each  Month  in  the  General  Lying-in  Hospital  for 
each  of  the  Two  Periods,  (1)  from  fitly,  1SS2,  to  April,  18S4,  inclusive  ; 
and  (2)  from  May,  1884,  to  fune,  1889,  inclusive,  in  Percentages  above 
and  below  the  Mean. 


t 


Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

(1)    July,  1882, 

to 

April,  1884  : 

Percentage  

43-3 

5i-7 

42.8 

47.O 

9C.9 

44-7 

46-3 

63.2 

49-7 

48.3 

38.1 

51-3 

Above  the  mean 

i-7 

4O.9 

13-2 

i-3 

Below  the  mean . . 

6.7 

7.2 

3-0 

5-3 

3-7 

0.3 

i-7 

II.  9 

(2)    May,  1884, 

to 

June,  1884 : 

23.6 

40. 1 

70.6 

53-1 

96.7 

19.3 

103.8 

23.3  60. 8 

48.5 

II. 5 

44-7 

Above  the  mean 

20.6 

3-i 

46.7 

53.8 

10.8 
.... 

.  .  .  26.4 

9.9 

30.7 

26.7 

i-5 

38.5 

5-3 
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Chart  VII. — Season  curve  of  septicemia  and  pelvic  inflammation  (including  sever- 
ity of  illness)  in  childbed.  General  Lying-in  Hospital — Morbidity.  (See  Table 
XVII.)    (1)  July,  18S2,  to  April,  1884  ;  (2)  May,  1884,  to  June,  1889. 
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The  only  distinctive  feature  in  the  upper  division  of  the  chart  is 
the  extraordinary  rise  during  the  month  of  May. 

The  lower  division,  where  due  allowance  is  made  for  the  irregu- 
larity of  its  curve,  shows  a  decline  in  the  amount  and  severity  of  sep- 
tic illness  during  the  winter  and  spring,  and  an  irregular  rise  during 
the  summer  and  autumn  months. 

On  comparing  the  curves  given  both  by  the-  upper  and  lower 
divisions  of  the  two  charts  (Charts  VI  and  VII),  it  appears  that, 
though  cases  of  septicaemia  and  pelvic  inflammation  are  of  more  fre- 
quent occurrence  during  the  winter  as  compared  with  the  summer 
months,  when  the  amount  of  fever  is  also  taken  into  consideration, 
no  such  difference  is  found  to  exist.  There  are  no  elements  of  varia- 
tion in  the  date  of  death  or  of  the  removal  of  patients  from  the  hos- 
pital which  would  so  affect  the  fever  record  as  to  account  for  this. 
It  would  seem,  therefore,  that  if  the  amount  of  fever  may  be  taken 
as  an  index  of  the  severity  of  the  illness,  such  cases,  though  more 
prevalent,  are  less  severe  during  the  winter.  The  converse  of  this 
holds  good  for  the  summer  months. 

Now.  without  such  additional  evidence  of  the  increased  preva- 
lence of  septic  illness  during  the  winter  as  I  have  adduced  from  mor- 
bidity records,  it  might  be  urged  that  increased  fatality  of  such  cases, 
rather  than  increased  prevalence  of  such  illness,  would  serve  to  ren- 
der the  mortality  excessive  during  the  winter  as  compared  with  the 
summer  months.  This  evidence,  however,  more  than  negatives  such 
suggestion.  Inasmuch  as  Chart  VII  represents  the  comparative  ex- 
tent of  illness  (as  gauged  by  the  fever),  not  in  respect  of  each  case  of 
septicsemia  or  pelvic  inflammation,  but  of  each  patient  delivered  in 
the  hospital,  the  difference  recorded  is  very  striking  and  suggest- 
ive. And  though,  as  I  shall  presently  explain,  this  difference  is 
subject  to  discount  on  the  score  of  accidental  association  with  other 
causes  of  fever  (many  instances  of  which  would  be  masked  by  the 
more  serious  septic  illness),  these  accidental  causes  would  certainly 
prove  insufficient  in  themselves  to  subvert  the  curve,  and  to  turn 
the  winter  rise  in  the  proportion  of  septic  to  non-septic  cases  into 
a  fall  when  the  severity  of  the  illness  is  also  taken  into  considera- 
tion. 

I  now  proceed  to  a  consideration  of  the  record  of  febrile  illness 
due  to  causes  other  than  septicaemia  and  pelvic  inflammation.  This 
heterogeneous  collection  is  composed  principally  of  trivial  cases  of 
illness,  such  as  local  irritation  of  the  bowels,  bladder,  and  breasts, 
nervous  excitement,  and  so  forth,  with  a  smaller  number  of  compli- 
20 
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cations,  many  of  them  purely  accidental  in  character,  such  as  scarla- 
tina, rheumatic  fever,  phthisis,  pleurisy,  nephritis,  eclampsia. 

I  have  mentioned  that,  owing  to  the  difficulty  in  deciding  as  to 
the  precise  cause  of  the  fever  in  some  of  the  cases,  doubt  necessarily 
attaches  to  the  septic  data  upon  which  the  foregoing  charts  have 
been  founded.  At  the  same  time  I  pointed  out  that  every  care  has 
been  exercised  to  render  this  division  of  the  cases  as  complete  and 
accurate  as  possible.  In  order  to  test  this  matter,  I  followed  the 
same  plan  as  that  adopted  with  reference  to  accidents  of  childbirth 
under  the  head  of  mortality.  If  cases  of  septic  illness  have  been 
overlooked,  they  would  serve  to  swell  the  list  of  other  febrile  cases, 
and,  in  consequence,  might  be  expected  to  influence  the  curve  given 
by  such  other  cases  in  a  similar  manner  to  that  of  cases  recognized 
as  depending  on  septicaemia  and  pelvic  inflammation.  But  this  ex- 
pectation is  by  no  means  warranted  by  the  actual  facts. 

The  following  table  (Table  XVIII)  gives  the  mean  percentage  of 
patients  in  the  General  Lying-in  Hospital,  lying  in  during  each 
month  of  the  year,  for  the  whole  period  of  seven  years,  who  had 
fever  which  was  regarded  as  being  due  to  some  other  cause  than 
septicaemia  or  pelvic  inflammation  : 


Table  XVIII. — Mean  Monthly  Percentage  of  Puerpera  in  the  General 
Lying-in  Hospital  froni  fitly,  1882,  to  fune,  i8Sg,  inclusive,  who  had 
Fever  from  Causes  other  than  Septicaemia  and  Pelvic  Inflammation. 


Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

34-7 

32.7 

32.1 

43-5 

— C 
39- 1 

46.  I 

41 .8 

45-0 

42.4 

39-7 

37-3 

32.7 

Note. — The  figures  in  dark  type  are  above,  those  in  ordinary  type  below,  the 
mean — 39. 1. 


This  table  shows  that  an  apparent  diminution  in  the  number  of 
febrile  cases  (excluding  septicaemia  and  pelvic  inflammation)  occurred 
during  the  months  from  April  to  October  inclusive  as  compared  with 
the  remaining  months  of  the  year. 

In  the  following  table  (Table  XIX)  the  result  is  expressed  in  per- 
centages above  and  below  the  mean,  and  is  graphically  represented  in 
the  accompanying  chart  (Chart  VIII)  : 
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Table  XIX. — Fever-rate  from  Causes  other  than  Septicaemia  and  Pelvic  In- 
flammation, in  the  General  Lying-in  Hospital  for  Seven  Years,  Jttly,  1SS2, 
to  June,  i88q,  inclusive,  in  Percentages  above  and  below  the  Mean. 


Jan 

Feb. 

Mar. 

Apr. 

May 

June. 

July. 

Aug. 

Sept. 

Oct. 

50.8 
0.8 

1 

Nov.  Dec. 
47.7  41.8 

Percentage  

44-4 

41.9 

41. 1 

55-7 
5-7 

50.0 

59.O 
9.0 

53-4 
3-4 

57-6 
7.6 

54-2 

4.2 

5-6 

8.1 

8.9 

2-3 

8.2 

Chart  VIII. — Season  curve  of  febrile  illness  other  than  septicaemia  and  pelvic 
inflammation  in  childbed.  General  Lying-in  Hospital — Morbidity.  (See  Table 
XIX.)    July,  1882,  to  June,  1889. 

t 

The  curve  rises  above  the  mean  during  the  summer  and  autumn, 
and  declines  below  the  mean  during  the  winter  and  spring.  It  is  in 
every  respect  the  very  reverse  of  that  given  by  the  septic  record  (com- 
pare Chart  V). 

On  this  evidence  alone  this  seasonal  variation  might,  however,  be 
more  apparent  than  real.  For,  supposing  a  considerable  proportion 
of  the  cases  of  septicaemia  and  pelvic  inflammation  to  have  suffered 
also  from  a  certain  amount  of  fever  dus  to  extraneous  causes — as  in 
many  cases  was  known  to  have  actually  occurred — they,  being  included 
in  the  septic  and  not  in  this  category,  would  serve  to  diminish  the  pro- 
portion of  cases  of  non-septic  illness,  particularly  during  those  months 
in  which  septicaemia  and  pelvic  inflammation  were  most  prevalent. 
Consequently,  granted  the  seasonal  variation  in  the  prevalence  of 
septic  illness,  precisely  such  an  inverted  curve  as  the  above  might  be 
given  even  though  cases  of  febrile  illness  depending  on  other  condi- 
tions were  evenly  distributed  throughout  the  year. 

The  following  tables  (Tables  XX  and  XXI)  and  chart  (Chart  IX) 
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similarly  express  for  each  month  of  the  year  the  proportion  of  puer- 
perae  who  had  fever  due  to  some  other  cause  than  septicaemia  or  pel- 
vic inflammation  in  each  of  the  two  periods,  and  are  open  to  similar 
criticism  : 


Table  XX. — Mean  Monthly  Perceiitage  of  Pitcrpero?  who  had  Fever  from 
Causes  other  than  Septicaemia  and  Pelvic  Inflammation  in  the  General 
Lying-in  Hospital  for  each  of  the  Two  Periods,  (i)  from  fitly,  18S2,  to 
April,  1SS4,  inclusive  ;  and  (2)  from  May,  1884,  to  fnne,  iSSq,  inclusive. 


Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

(1)  July,  18S2,  to 
April,  1884*. . . 

(2)  May,  1884,  to 
June,  i88gf.  .  .  . 

36.O 
34-2 

43-9 

29.5 

47- 1 

28.1 

51.6 
40-5 

34-7 
39  6 

51.6 

45-3 

36.O 

43-7 

41.9 
46. 1 

50-8 

39-6 

38.4 
40.  I 

40.O 
34-8 

35-7 
32. 1 

*The  figures  in  dark  type  are  above,  those  in  ordinary  type  below,  the  mean — 12.4. 
f  The  figures  in  dark  type  are  above,  those  in  ordinary  type  below,  the  mean — 38.1. 


Table  XXI. — Mean  Monthly  Proportion  of  Puerpera  tuho  had  Fever  from 
Causes  other  than  Septicaemia  and  Pelvic  Inflammation  m  the  General 
Lying-in  Hospital  for  each  of  the  Two  Periods,  (1)  from  fuly,  1882,  to 
April,  1 884,  inclusive,  and  (2)  from  May,  1884,  to  June,  iSSg,  inclusive, 
in  Percentages  above  and  below  the  Mean.  , 


(1)  July,  1882,  to  April, 
1884  : 

Percentage  

Above  the  mean  

Below  the  mean  

(2)  May,  1884,  to  June, 
1889: 

Percentage  

Above  the  mean  

Below  the  mean  


Jan.   Feb.   Mar.  Apr.  May.  June.  July.  Aug.  Sept.  Oct.  Nov.  Dec. 


42.451.755.560.840.9 

i-7|  5-5  10 

9.1 


7.6 


44-8 
5-2 


38.7  36.8  53.1 
3-i 

11.3I13.2 


51-9 
1.9 


60.842.449.4 
10.8 

7.6  0.6 


59.457.360.4 
9.4I  7.3  10.4 


59.945.2 
9.9 


51-9 
1.9 


4.8 


52.6 
2.6 


47-i 
2.9 

45.6 
4-4 


43-2 
42.1 


7-9 


The  curve  in  each  division  of  this  chart  is  the  very  revers2  of  that 
given  by  the  corresponding  division  Chart  VI. 

Though,  as  in  duty  bound,  I  have  made  this  criticism  on  the  value 
of  the  evidence  derived  from  this  source,  I  shall  now  show  that  this 
stricture  does  not  hold  good  to  such  an  extent  as  to  affect  appreciably 
the  conclusion  which  has  been  reached  as  to  the  excessive  prevalence 
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during  the  summer  of  febrile  illness  dependent  on  causes  other  than 
septicaemia  and  pelvic  inflammation. 

In  the  first  place,  the  cases  of  septic  illness  which  took  place  after 
May,  1884,  are  so  infrequent  by  comparison  with  cases  of  febrile  ill- 


Chart  IX. — Season  curve  of  febrile  illness  other  than  septicemia  and  pelvic 
inflammation  in  childbed.  General  Lying-in  Hospital — Morbidity.  (See  Table 
XXI.)    (1)  July,  1882,  to  April,  1884  ;  (2)  May,  1884,  to  June,  1889. 

ness  due  to  other  causes,  that  even  if  in  each  case  some  such  addi- 
tional cause  of  fever  were  added,  it  would  not  appreciably  affect  this 
curve,  and  yet  the  curve  record  of  this  period  is  quite  distinctive. 
From  this  alone,  the  conclusion  may  be  arrived  at  that  febrile  illness 
due  to  some  other  cause  than  septicaemia  or  pelvic  inflammation  is  of 
more  frequent  occurrence  during  the  summer  than  during  the  winter 
months. 

Note. — I  leave  out  of  consideration  the  upper  division  of  this  chart, 
and  for  the  following  reason.  The  cases  of  febrile  illness  during  this 
period  were  more  frequently  septic  in  character,  and  of  great  severity, 
and,  therefore,  their  masking  influence  was  often  great.  For  instance, 
during  the  month  of  May,  1883,  ninety-five  per  cent,  of  the  patients 
admitted  suffered  from  fever;  in  sixty  per  cent,  the  illness  was  of  a 
septic  nature,  leaving  little  more  than  one  third  to  be  accounted  for 
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by  other  conditions.  It  is  obviously  unfair  to  compare  the  proportion 
of  cases  of  fever,  which  in  that  one  third  could  be  distinguished  as 
dependent  on  such  and  such  conditions,  to  the  total  number  of  pa- 
tients, when  in  more  than  half  the  remainder  fever  due  to  similar  con- 
ditions might  exist,  but,  owing  to  the  septic  illness,  would  pass  unrec- 
ognized. In  any  event  the  cases  would  be  included  in  the  septic 
category,  and  not  in  the  other.  Febrile  illness  due  to  septicaemia  or 
pelvic  inflammation  is  fully  represented,  but  that  dependent  on  other 
causes  is  not. 

In  the  second  place,  unimpeachable  evidence  can  be  given  as  to 
the  excessive  prevalence  of  febrile  illness  due  to  other  causes  than 
septicaemia  or  pelvic  inflammation  during  the  summer  as  compared 
with  the  winter. 

I  have  already  proved  by  means  of  the  morbidity  record  of  the 
General  Lying-in  Hospital  that  cases  of  septicaemia  and  pelvic  inflam- 
mation are  of  more  frequent  occurrence  during  the  winter  than  sum- 
mer (Charts  V  and  VI).  I  would  now  direct  attention  to  the  follow- 
ing tables  and  charts,  which,  in  a  similar  manner,  deal  with  febrile 
illness  from  all  causes  combined,  and  in  which  that  due  solely  to 
septicaemia  and  pelvic  inflammation  is  consequently  included.  This 
inclusion  might  be  expected  so  to  influence  the  record  as  to  raise  the 
curve  above  the  mean  during  the  winter  and  to  depress  it  during  the 
summer.    But  the  very  reverse  of  this  is  the  case. 

The  following  table  (Table  XXII)  gives  for  each  month  of  the 
year  the  mean  percentage  of  patients  for  the  whole  seven  years  who 
suffered  from  febrile  illness  during  the  lying-in  period  : 


Table  XXII. — Mean  Monthly  Percentage  of  Puerpcra,  in  the  General 
Lying-in  Hospital,  from  July,  1882,  to  June,  i88q.  inclusive,  who  had 
Fever  from  All  Causes  combined. 


Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

54-8 

Oct. 

Nov. 

Dec. 

47.O 

46.9 

42  .O 

53-2 

48.O 

50.8 

50.8 

57-6 

5i  0 

50.O 

45.8 

Note. — The  figures  in  dark  type  are  above,  those  in  ordinary  type  below,  the 
mean — 50.0. 


This  table  shows  that  the  proportion  is  more  frequently  above  the 
mean  during  the  summer  than  during  the  winter  months. 

The  following  table  (Table  XXIII)  represents  the  same  result  in 
percentages  above  and  below  the  mean.  In  the  accompanying  chart 
(Chart  X)  it  is  shown  diagrammatically : 
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Table  XXIII. — Fever-rate  from  All  Causes  combined,  in  the  General 
Lying-in  Hospital,  for  Seven  Years,  July,  1882,  to  June,  i88g,  inclusive, 
in  Percentages  above  and  below  the  Mean. 


Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

54-8 
4.8 

Oct. 

51.0 
1.0 

Nov. 
50.0 

Dec. 
45.8 

47.O 

46.9 

42.O 

53-2 

3-2 

48.O 

50.8 
O.8 

50.8 
0.8 

57.6 
7.6 

3-o 

3-1 

8.0 

4.2 

Spring 

Summer 

Autumn 

Winter 

Spring 

Summer 

•Autuniu 

Winter 
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Chart  X. — Season  curve  of  febrile  illness,  from  all  causes  combined,  in  childbed. 
General  Lying-in  Hospital— Morbidity.  (See  Table  XXIII.)  July,  1882,  to 
June,  1889. 


The  curve  is  generally  above  the  mean  during  the  summer,  and 
below  during  the  winter  months. 

On  comparing  this  with  the  curve  of  Chart  V,  which  represents 
the  prevalence  of  septic  illness  by  itself,  it  will  be  found  not  only  that 
they  fail  to  correspond,  but  that  the  rise  and  fall  are  in  direct  opposi- 
tion. The  rise  and  fall  in  Chart  X,  though  naturally  not  so  marked, 
is  quite  distinct.  From  this,  it  is  apparent  that  the  prevalence  of 
septic  illness  has  not  been  sufficient  to  neutralize  the  summer  rise  and 
winter  fall  in  the  prevalence  of  illness  due  to  other  causes.  It  is 
scarcely  necessary  to  add,  that  had  septic  illnesses  been  eliminated 
from  the  record  from  which  this  curve  is  constructed,  the  summer 
rise  and  winter  fall  would  be  more  pronounced,  and  would  more 
nearly,  though  (for  the  reason  above  explained)  not  quite,  correspond 
to  that  of  Chart  VIII,  which  deals  with  febrile  illness  due  to  causes 
other  than  septicaemia  and  pelvic  inflammation.  In  essential  features 
they  are  the  same,  and,  therefore,  substantiate  the  conclusion  which 
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has  been  drawn  as  to  the  excessive  prevalence  of  cases  of  non-septic 
illness  during  the  summer  as  compared  with  the  winter. 

It  may  be  demonstrated  that  the  same  conclusion  may  be  reached 
from  the  evidence  afforded  by  the  morbidity  records  both  before  and 
after  May,  1884.  Before  that  date,  the  cases  of  septic  illness  were  so 
frequent  as  to  neutralize,  or  more  than  neutralize  any  summer  rise  in 
febrile  illness  attributable  to  other  causes  which  may  have  existed ; 
but  after  that  date,  when  such  cases  were  few  and  far  between,  the 
summer  rise  and  winter  fall  is  distinctly  portrayed. 

The  following  tables  (Tables  XXIV  and  XXV)  and  chart  (Chart 
XI)  express  the  monthly  proportion  of  labors  followed  by  fever  for 
each  of  the  two  periods  in  the  same  way  as  before  : 

TABLE  XXIV. — Mean  Mo)ithly  Percentage  of  Puerperal,  who  had  Fever 
from  All  Causes  combined,  in  the  General  Lying-in  Hospital,  for  each 
of  the  Two  Periods,  (1)  from  July,  1882,  to  April,  1SS4,  inclusive,  and 
(2)  from  May,  1884,  to  June,  18S9,  inclusive. 


Jan.' 

Feb. 

Mar. 

Apr. 

May. 

June 

July. 

Aug. 

Sept. 

Oct.  I  Nov. 

Dec. 

(1)  July,   1882,  to 

April,  1884  *  . .  . 

78.6 

82.9 

84.9 

78.3 

95-° 

74-i 

70.4 

88.7 

93-4 

82.681.5 

9O.4 

(2)  May,  1884,  to 

June,  1889  f .  .  .  . 

36.O 

36.6 

30.6 

43-6 

48.1 

47.2 

44.2 

47.6 

42  3 

42-3  37-5 

35-8 

*  The  figures  in  dark  type  are  above,  those  in  ordinary  type  below,  the  mean — 83.0. 
f  The  figures  in  dark  type  are  above,  those  in  ordinary  type  below,  the  mean — 40.6. 


Table  XXV. — Mean  Monthly  Proportion  of  Puerperce,  who  had  Fever 
from  All  Causes  combined,  in  the  General  Lying-in  Hospital,  for  each  of 

the  Two  Periods,  (1)  from  July,  1882,  to  April,  18S4,  inclusive,  and  (2) 
from  May,  1884,  to  June,  i8Sg,  inclusive,  in  Percentages  above  and  below 

the  Mean. 


Jan. 

Feb. 

Mar. 

Apr. 

•May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

(1)  Tuly,  1882,  to  April, 
1884: 

Percentage  

47-3 
2.7 

49.9 

I .  I 

47.I 

57-5 
7-5 

44.6 

42.4 

53-4 
3-4 

56.2 
6.2 

49-7 

49.O 

54-4 
4.4 

Above  the  mean  

IJelow  the  mean  

O.  I 

2.9 



5-4 

'7.6 

0.3 

1 .0 

(2)  May,  1884,  to  June, 
1889  : 

44-3 

45-o 

37-6 

53-6 
3-6 

59.2 
9.2 

58.1 
8.1 

54-4 
4.4 

58.6 
8.6 

52.O 
2.0 

52.0 
2.0 

46. 1 

44.O 

5-7 

7.0 

13-4 

3-9 

6.0 
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Chart  XI. — Season  curve  of  febrile  illness,  from  all  causes  combined,  in  childbed. 
General  Lying-in  Hospital — Morbidity.  (See  Table  XXV.)  (1)  July,  1882,  to 
April,  1884 ;  (2)  May,  1884,  to  June,  1889. 


The  curve  in  the  upper  division  of  this  chart  scarcely  varies  from 
the  mean  and  shows  no  distinct  correspondence  either  with  that  which 
represents  the  prevalence  of  septicaemia  and  pelvic  inflammation 
(compare  Chart  VI)  (1)  or  with  that  of  febrile  illness  due  to  other 
causes  (compare  Chart  IX)  (1). 

The  curve  in  the  lower  division  of  the  chart  is  distinctive,  and  pre- 
sents a  well-marked  seasonal  variation  corresponding  to  that  given  by 
the  record  of  illness  due  to  causes  other  than  septicaemia  and  pelvic 
inflammation  for  the  like  period  (compare  Chart  IX)  (2),  but,  in  so  far 
as  it  shows  a  winter  fall  and  summer  rise,  is  the  very  reverse  of  that 
given  by  the  record  of  the  prevalence  of  septicaemia  and  pelvic  in- 
flammation for  the  same  period  (compare  Chart  VI)  (2). 

In  the  above  records  the  severity  of  the  illness  has  not  been  taken 
into  account.  In  the  following  tables  and  chart  the  amount  of  illness 
(as  gauged  by  the  fever)  is  included. 

The  following  tables  give,  the  one  (Table  XXVI)  under  the  head 
of  "  Approximate  Fever  Rate  "  and  the  other  (Table  XXVII)  under 
the  head  of  "True  Fever  Rate"  (the  distinction  between  which  has 
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been  already  denned),  the  average  amount  of  fever  (in  days  x  degrees 
above  ioo°  F.),  from  all  causes  combined,  in  the  one  case  per  patient 
lying-in  during  each  month,  and^n  the  other  per  patient  delivered  dur- 
ing each  month,  in  the  General  Lying-in  Hospital  for  the  whole  seven 
years : 

Table  XXVI. — Approximate  Fever-rate,  i.  e.,  the  Average  Amount  of 
Fever  (in  Days  x  Degrees  above  100°  F.),  from  All  Causes  combined,  per 
Patient  lying-in  during  each  Month,  in  the  General  Lying-in  Hospital, 
for  Seven  Years,  July,  1SS2,  to  June,  1889,  inclusive. 


Year. 


882 


885 

886 
887 


Jan. 


Feb. 


Mar. 


I2.6;2I  .7  20.0 

11.  s  13.4  11. s 


1 . 1 
1 . 2 

23 
2.1 

0.6 


i-7 
2.0 
2.0 
1.8 

0.6 


3  9 
1.8 

2-3 
2.0 

0.4 


Apr. 


I9.2 

7-7 


5-1 

2.  I 

1.4 

2-3 
2.2 


May 
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4-7 
4.8 
2.0 
0.7 
1.8 
i-7 


June. 


July. 


13-8 
16.0 


1 . 1 
5-2 
1 . 1 
1.2 
1.8 


Aug. 


16.O 
17.2 


i-5 
2.7 
1.8 
2.4 
1.4 


Sept. 


232 

14.0 


2.2 

1.6 
0.9 
0.7 
3-4 


Oct. 


19.7 

15/8 


i-5 
2.6 

i-5 
1.4 
2. 1 


Nov. 


18.8 
II. 2 


i-3 
3-5 
2.0 

i-7 

0.5 


Dec. 


22  .  6 

II.  O 


0.5 

4-9 

1.6 

0.5 

0.8 


Average 
for  year. 


ig.O 
16.4 
II  .O 
1.9 

3-3 
1.6 

1.6 

i-7 
1 .0 


Table  XXVII. —  True  Fever-rate,  i.  e.,  the  Average  Amount  of  Fever  (in 
Days  x  Degrees  above  ioo°  F.),  from  All  Causes  combined,  per  Patient 
delivered  during  each  Month,  in  the  General  Lying-in  Hospital,  for 
Seven  Years,  July,  1882,  to  June,  1889,  inclusive. 


Year. 


882 
883 


886 


Jan. 


17-3 
13-3 


I  .  2 

r-4 
i-3 

2.0 

0.5 


Feb. 


197 
14.8 


2.8 
I.9 

3-5 

i-5 
0.6 


Mar. 


22.5 

6.6 


4-5 

2.2 

0.8 
2.1 

0.6 


Apr. 


l6.2 
14-5 


3-5 
i-7 

1.6 

23 
1.9 


May. 


24.8 


2.1 

5-7 
2.2 

i-7 
1.6 
1.8 


June 


13.O 


2.6 
2.0 

1.8 
2.0 
1.8 

0.8 


July. 


Aug.  Sept. 


Oct. 


Nov. 


12.3  24.8  24.2  24.  I  19.7 
16.7  15.0  14.6  19.3  6.3 


I  .  2 

5-8 

i-5 

2.  I 

1.6 


1.8 
2.0 

i-5 
2. 1 

1.6 


2.0 
2.4 
0.8 
0.7 
3  5 


2.1 

1-7 
1.6 
2.4 
i-9 


1.4 
6.8 
2.8 
i-7 

0.5 


Dec. 


22.5 

14-3 


0.8 
2.9 
1.9 
1.0 
0.7 


Average 
for  year. 


21  .  2 
16.6 
12. 
I . 

•  3- 
1 . 
1 . 
1 . 
1 . 


Note. — The  figures  in  dark  type  are  above,  those  in  ordinary  type  below,  the 
average  for  each  year. 


In  the  tables  which  follow  (Table  XXVII I)  the  average  amount 
of  fever  from  all  causes  combined  is  similarly  given  for  each  patient 
delivered  in  either  period,  and  for  purposes  of  comparison  the  result 
has  been  reduced  to  percentages  above  and  below  the  mean  (Table 
XXIX),  and  is  represented  in  the  form  of  a  diagram  (Chart  XII). 
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Table  XXVIII. — Mean  Fever-rate,  i.  e.,  the  Average  Amount  of  Fever  {in 
Days  x  Degrees  above  1 00°  F.),/rom  All  Causes  combined,  per  Patient 
delivered  during  each  Month,  in  the  General  Lying-in  Hospital,  for  each 
of  the  Two  Periods,  (1)  from  July,  1882,  to  April,  1884,  inclusive,  and 
(2)  from  May,  1884,  to  June.  i8Sg,  inclusive. 


Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

Whole 
period. 

(1)  July,     1882,  to 
April,  1884  

(2)  May,  1834,  to  June, 

15-3 
1 .2 

17.2 
2.0 

14.5 
2.0 

2.2 

24.8 
a-5 

13.0 
1.8 

14.5 
2.4 

19.9 

1.8 

19  4 

1.8 

21.7 

1.9 

13 .0 
2.6 

18.4 
1.4 

17.0 
2.0 

Note. — The  figures  in  dark  type  are  above,  those  in  ordinary  type  below,  the  mean  for  each  period. 


Table  XXIX. — Mean  Fever-rate,  i.  e.,  the  Average  Amount  of  Fever  (in 
Days  x  Degrees  above  iooa  F.),  from  All  Causes  combined,  per  Patient 
delivered  each  Month,  in  the  General  Lying-in  Hospital,  for  each  of  the 
Two  Periods,  (1)  from  July,  1882,  to  April,  1SS4,  inclusive,  and  (2)  from 
May,  1884,  to  June,  1889,  inclusive,  in  Percentages  above  and  below  the 
Mean. 


Jan. 

Feb. 

Mar. 

Apr. 

May. 

June. 

July. 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

(1)  July,  1882,  to  April, 
1884  : 

44.8 

5-2 

50.3 
0.3 

42.5 
7-5 

44.8 
.... 
5-2 

72.4 
22.4 

37-9 
12. 1 

42.3 

7-7 

58.I 
8.1 

56.6 
6.6 

63-3 
13-3 

37-9 
12. 1 

53-7 
3-7 

Above  the  mean  

Below  the  mean  

(2)  May,  1884,  to  June, 

1889: 

Percentage  

31-7 

51. 1 
I .  I 

50.6 
0.6 

54.6 
4.6 

62.5 

45-5 

60.6 

44-7 

46.5 

48.1 

65-5 
15-5 

36.2 

12-5 

10.6 

Below  the  mean  

18.3 

4-5 

5-3 

3-5 

1.9 

The  curve  given  by  either  division  of  this  chart  corresponds  in  the 
main  with  that  given  by  Chart  XI,  which  represents  the  prevalence 
(excluding  severity)  of  febrile  illness.  The  effect  of  including  the 
severity  of  the  illness  has  been  to  render  the  curve  less  steady,  but 
otherwise  they  closely  correspond.  Inasmuch  as,  after  May,  1884, 
the  cases  of  septicaemia  and  pelvic  inflammation  were  as  a  rule  not 
only  few  and  far  between,  but  were  of  slight  intensity  also,  and  at- 
tended, generally  speaking,  with  but  little  fever,  the  curve  given  in 
the  lower  division  of  Chart  XII  may  to  all  intents  and  purposes  be 
taken  to  represent  that  afforded  by  non-septic  illness  both  as  regards 
prevalence  and  severity. 

In  like  manner,  the  curve  given  in  the  lower  division  of  Chart  XI 
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may  be  taken  to  represent  that  afforded  by  non-septic  illness  as  re- 
gards prevalence  only.  On  comparing  the  two  curves,  when  due 
allowance  is  made  for  the  irregularity  of  the  former,  they  are  found 
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Chart  XII. — Season  curve  of  febrile  illness,  from  all  causes  combined  (including 
severity  of  illness),  in  childbed.  General  Lving-in  Hospital — Morbidity.  (See 
Table  XXIX.)    (1)  July,  iS32,  to  April,  18S4  ;  (2)  May,  1884,  to  June,  1889. 


to  correspond  in  every  respect.  From  this  it  may  be  inferred  that  as 
regards  severity,  such  accidental  causes  of  febrile  illness  in  childbirth 
evince  no  difference  according  to  the  season  of  the  year. 

It  would  be  a  point  of  considerable  interest  to  determine  upon 
what  particular  cause  the  summer  prevalence  of  non-septic  illness  is 
dependent.  I  trust  that  I  may  have  at  my  disposal  sufficient  data  for 
determining  this  question.  I  prefer  to  wait  until  these  are  elaborated 
before  expressing  an  opinion.  In  the  meantime,  I  forbear  to  enter 
the  realms  of  speculation,  and  will  rest  content  with  the  simple  exposi- 
tion of  the  seasonal  variation. 

Further,  with  regard  to  the  cases  of  septic  illness,  much  still  re- 
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mains  to  be  done  in  order  to  ascertain  what  precise  factor  or  com- 
bination of  factors,  if  any,  in  the  whole  range  of  meteorological 
observation  is  directly  responsible  for  the  seasonal  variation  in  the 
prevalence  and  severity  of  such  cases.  This,  also,  for  the  present  I 
am  constrained  to  pass  over. 

I  should,  however,  mention  that  the  patients  in  hospital  are,  irre- 
spective of  season,  placed  more  or  less  completely  in  direct  communi- 
cation with  the  outside  by  means  of  open  windows  and  ventilators, 
and  therefore  might  be  expected  to  show  to  a  corresponding  degree 
by  changes  in  the  fever-rate  any  seasonal  variation,  just  as  a  barom- 
eter similarly  placed  in  a  favorable  position.  On  the  other  hand,  in 
the  general  run  of  practice,  communications  with  the  outside — win- 
dows, doors,  and  ventilators — are  more  frequently  closed,  especially 
during  the  winter,  and  in  consequence  an  artificial  atmosphere  is  pro- 
duced, in  which  the  patient,  being  cut  off  from  external  meteorolog- 
ical influences,  could  not  be  expected  to  show  such  changes,  at  any 
rate  as  a  direct  effect. 

In  conclusion,  I  would  draw  attention  to  the  following  table  (Table 
XXXI)  and  chart  (Chart  XII),  which  give  for  each  quarter  of  the 
year  throughout  the  whole  period  of  seven  years — (i)  The  registered 
childbed  death-rate  of  London  ;  (2)  the  registered  death-rate  of  Lon- 
don from  puerperal  fever  ;  (3)  the  average  amount  of  fever  from  all 
causes  (True  Fever  Rate)  for  each  patient  delivered  in  the  General 
Lying-in  Hospital ;  and  (4)  the  average  amount  of  fever  attributable 
solely  to  septicaemia  and  pelvic  inflammation  (Septic  Rate)  for  each 
patient  delivered  in  the  hospital. 

By  way  of  explanation,  I  would  point  out  that  these  curves  all 
read  from  the  base  line  on  the  scale  to  the  left  of  the  chart — the 
death-rate  being  presented  with  reference  to  each  ten  thousand  chil- 
dren born  alive,  and  the  fever-rate  and  septic  rate  are  given  in  days 
X  degrees  above  ioo°  F.  with  reference  to  each  patient  delivered  in 
the  hospital. 

The  septic  rate  bears  to  the  general  fever-rate  of  the  hospital  a 
relation  corresponding  to  that  which  the  registered  death-rate  from 
puerperal  fever  bears  to  the  registered  childbed  death-rate  of  Lon- 
don ;  and  (except  in  so  far  as  it  is  amenable  to  the  strictures  which 
have  been  passed  upon  the  registration  record,  in  commenting  on  the 
subject  of  "  accidents  of  childbirth  "),  the  difference  between  the 
death-rate  from  puerperal  fever  and  the  full  childbirth  death-rate, 
which  difference  represents  the  death-rate  due  to  accidents  of  child- 
birth alone  in  London,  is  comparable  to  the  difference  between  the 
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TABLE  XXXI. —  The  Relation  of  the  Registered  Childbed  Death-rate  of 
London  to  the  Fever-rate  of  the  General  Lying-in  Hospital  for  Seven 
Years,  July,  1882,  to  June,  i88g,for  each  Quarter  of  the  Year. 


London. 

General  Lying-in 
Hospital. 

Regis- 
tered 
births  of 
children 
born 
alive. 

Number  of  deaths  re- 
ferred to — 

Death-rate  of  mothers* 
from — 

Fever-rate  per  admissiont 
from — 

Acci- 
dents 

of 
child- 
birth. 

6l 
56 

Puer- 
peral 
fever. 

Puer- 
peral 
fever 
and 
child- 
birth. 

Acci- 
dents of 
child- 
birth. 

Puer- 
peral 
fever. 

Puer- 
peral 
fever 
and 
child- 
birth. 

Acci- 
dental 
causes. 

Septi- 
caemia 
and 

pelvic 
inflam- 
mation. 

All 

causes 
com- 
bined. 

1882.  nr. 

IV. 

32,604 

33. 172 

6l 
IOO 

122 
156 

18.7 
I6.9 

18.7 
30.I 

37-4 
47.0 

6.6 
4.1 

I3.6 
17.8 

20.2 
2I.g 

1883.  1. 
11. 
111. 

IV. 

35.655 
33.737 
32,309 

3J.955 

5° 
47 
37 
40 

91 

88 

59 
69 

M7 
135 

96 
log 

t  e  "7 

14.0 
11. 5 
12.6 

26.O 
I8.2 
21-5 

40.0 
29.7 
34- 1 

1  1 

2.8 
2.6 
4.2 

t6  "7 

iu.  1 

I4.6 
12.8 

8.6 

I9.8 
17-4 
15  4 
12.8 

1884.  I. 
II. 
III. 

IV. 

34.S94 
33,8i4 
32,833 
35.944 

40 
40 
50 

55 

nR 

59 
5o 
120 

146 

99 
100 

175 

13.2 
11.8 
15.2 
15-3 

2S.O 
174 
15.2 

33-3 

29.2 

30.4 
48.6 

5-5 
2.5 
i-5 
i-4 

6.0 
4-6 

O.I 

0.0 

T  T  C 
11.5 

7-1 

1.6 
1.4 

1885.  I. 
II. 
III. 

IV. 

35.162 
3i,9i3 
32,074 
33,351 

57 
53 
38 

J'-t 

T  T7 
L  1  1 

72 

55 

7Q 

*74 
125 

93 
111 

l6.2 

7-6 
11.08 
10.2 

22.5 
17. 1 
21.6 

49.4 

30.1 
28.9 
11  8 

2.1 
1.9 
1-7 

u.  / 

1.6 

i-4 

0 

2.8 
3-5 
3^1 
i  ^ 

1886.  I. 
II. 
III. 

IV. 

35,477 
32,980 

32,743 
32,500 

60 
49 
43 
48 

66 
65 
69 
79 

126 
114 
112 
127 

16.9 
14.8 
12.5 
14.7 

18.6 
19.7 

21.7 

243 

35-5 
34-5 
34-2 
39-0 

i-3 
1.6 

i-3 
1.6 

0.6 
0.2 
0.0 
0.6 

1.9 
1.8 

i-3 
2.2 

1887.  I. 
II. 
III. 

IV. 

34,474 
33,050 
32,735 
32,816 

35 
38 
43 
47 

76 
75 
67 
110 

in 

113 

no 

157 

9-7 
11. 5 
13.2 
14-3 

22.4 

22.6 
20.4 

33-5 

32.1 
34-i 
33-6 
47-8 

0.7 
1.1 
i-5 
i-5 

1.2 

0.6 

O.I 

0.0 

1.9 

i-7 
1.6 

i-5 

1888.  I. 
II. 
III. 

IV. 

34,368 

32,584 
31,698 
32,43o 

36 
43 
47 
43 

133 
63 
38 
4i 

169 
106 
85 
84 

10..5 
13.2 
149 
13-3 

38.6 

19-3 
11.9 
12.6 

49.1 

32.5 
26.8 
25.9 

i-5 
1.8 
1.6 
0.7 

0.6 
i-5 

0.4 

O.I 

0.5 
0.3 

1.9 
1.9 
2.1 
1.0 

1889.  I. 
II. 

35,083 
32,949 

50 
38 

41 

58 

9i 
96 

14.2 
11. 5 

11.6 
17.6 

25.8 
29.1 

0.0 
0.0 

0.6 
i-5 

*  Per  10,000  children  born  alive.      f  In  degrees  above  100"  F.  x  days. 


septic  rate  and  the  general  fever-rate,  which  difference  represents  the 
amount  of  fever  due  to  accidental  causes  alone  in  the  hospital  (again 
with  the  reservation  which  has  been  made  in  respect  of  it).  In  the 
one  case  the  death-rate  due  purely  to  accidents  of  childbirth  is  over- 
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estimated  ;  in  the  other,  the  fever-rate  due  to  causes  other  than  sep- 
ticaemia and  pelvic  inflammation  is  inadequately  represented.  But 
these  imperfections  by  no  means  invalidate  the  evidence  afforded  by 
the  chart. 

The  approximate  fever-rate  of  the  hospital  is  given  for  each  month 
by  means  of  a  thin  line.  It  will  be  observed  that  where  the  cases  of 
severe  and  prolonged  illness  are  few,  the  approximate  and  true  fever- 
rates  very  nearly  coincide. 

Upon  separate  scales  to  the  right  of  the  chart  are  indicated  the 
readings  of  the  mean  barometric  pressure,  the  percentage  sunshine, 
the  mean  temperature,  and  the  mean  rainfall,  for  each  month  of  the 
whole  seven  years  according  to  the  reports  cf  the  Meteorological 
Office  *  as  registered  at  Greenwich. 

Though,  as  I  have  proved,  there  is  still  an  increased  tendency  to 
the  prevalence  of  septic  illness  during  the  winter  as  compared  with 
the  summer  months,  this  chart  shows  at  a  glance  how  slight  by  com- 
parison has  been  the  amount  of  illness  and  particularly  of  septic  ill- 
ness, since  certain  changes  (on  which  I  have  laid  special  stress  in  the 
first  part  of  my  paper  on  Fever  in  Childbed)  have  been  effected  in 
the  service  of  the  hospital,  and  how  very  slight  by  comparison  has 
been  the  influence  of  season  since  that  time  on  the  fever-rate  and 
particularly  on  the  septic  rate  of  the  hospital.  On  the  other  hand, 
this  chart  also  shows  that  the  winter  rise  and  summer  fall  still  remain 
prominent  features  in  the  death  record  of  puerperal  fever  in  London 
generally,  and  that  during  these  seven  years  it  has  on  the  whole  show  n 
but  slight  diminution.!  During  the  same  period  in  a  lying-in  institu- 
tion, to  which  the  more  serious  cases  naturally  gravitate,  it  has  been 
possible,  not  only  to  reduce  the  death-rate  and  especially  the  death- 
rate  from  puerperal  fever  to  a  point  even  less  than  that  of  outside 
practice,  but  also  to  diminish  the  amount  of  illness,  and  more  particu- 
larly of  septic  illness,  to  such  a  degree  that  it  has  actually  disap- 
peared from  the  records  of  the  hospital  for  months  together  ;  whereas 


*  The  figures  also  will  be  found  in  the  Registrar-General's  Returns,  and  are  also 
given  in  IVhitaker's  Almanack,  under  the  heading  of  "  The  Year's  Weather." 

\  Since  the  above  was  written  I  have  dealt  more  fully  with  the  subject  of"  The 
Mortality  of  Childbirth"  in  the  Lancet,  July  I,  1893.  The  above  conclusion  is  con- 
firmed and  strengthened.  It  appears  that,  though  the  death-rate  from  childbirth  has 
not  been  appreciably  diminished  so  far  as  England  and  Wales  are  concerned,  con- 
siderable improvement  has  taken  place  in  London,  especially  as  regards  "  Accidents 
of  Childbirth  "  ;  and  that  as  regards  "  Puerperal  Fever,"  though  an  actual  increase 
has  taken  place  in  the  provinces,  in  London  slight  imotovenent  has  been  effected. 
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the  instances  of  its  reappearance  have,  as  a  rule,  been  dependent  on 
few  cases  and  of  slight  intensity.  This  confirms,  were  further  con- 
firmation wanting,  the  opinion,  which  I  have  previously  expressed, 
that  this  result  has  been  attained  by  alterations  which  have  been  pur- 
posely introduced  into  the  service  of  the  hospital.  Attention  to  such 
points  of  general  hygiene  and  the  due  observance  of  such  details  as 
serve  to  attain  and  to  maintain  a  condition  of  asepsis  are  requisite, 
and  can  not  be  too  strongly  insisted  upon.  To  the  observance  of 
precautions  over  which  it  is  possible  to  exercise  full  control,  rather 
than  to  the  direct  effect  of  the  elements  over  which  no  influence  can 
be  exercised,  must  we  look  for  the  means  of  eliminating  febrile  ill- 
ness, and  particularly  septic  illness,  from  the  dangers  and  terrors 
incidental  to  childbearing  women,  the  mothers  of  our  race. 

Summary. 

a.  Mortality. — (i)  The  death-rate  from  puerperal  fever  is  greater 
during  the  winter  than  during  the  summer  months  (Charts  I,  II,  III). 

The  same  holds  good  for  different  places  (compare  Charts  I  and 
II)  and  for  different  periods  (compare  Charts  I  and  III). 

The  death  return  under  the  head  of  puerperal  fever  is  incomplete 
(compare  Charts  I  and  IV).  This  only  strengthens  the  above  con- 
clusion. 

b.  Morbidity. — (2)  Septic  illness  i?i  childbed  is  more  prevalent  in  unn- 
ter  than  in  summer  (Chart  V). 

In  this  respect  it  agrees  with  mortality  (compare  with  Charts  I 
and  II). 

The  same  holds  good  both  before  and  after  May,  1884  (Chart 
VI,  1,  2). 

(3)  Septic  illness,  though  more  prevalent,  is  attended  with  less  fever 
and,  therefore,  is  of  less  severity  in  winter  than  in  summer. 

This  holds  good  for  both  periods  (Chart  VII,  1,  2  ;  compare  also 
with  Chart  VI,  r,  2). 

The  question  is  raised  as  to  whether  death  or  transfer  of  patients 
would  so  cut  short  the  fever  record  as  to  account  for  this  difference  ; 
also,  would  association  with  other  (accidental)  cases  of  fever  suffice 
to  subvert  the  curve.    Both  questions  are  answered  in  the  negative. 

(4)  Other  {accidental)  cases  of  febrile  illness  are  more  prevalent  dur- 
ing the  summer  than  winter  (Chart  VIII). 

The  same  holds  good  for  either  period,  and  is  especially  marked 
after  May,  1884  (Chart  IX,  1,  2). 

The  question  is  considered  as  to  whether  this  difference  is  merely 
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apparent  (through  masking  by  septic  illness)  or  real.  It  is  proved  to 
be  real  (Chart  IX,  2  ;  compare  also  with  Charts  X  and  XI,  2). 

(5)  /;/  severity  these  other  {accidental)  cases  evince  no  difference  ac- 
cording to  season  (compare  Chart  XI,  2,  with  XII,  2). 

(6)  The  septic  cases  during  the  later  period  have  been  so  few  and,  gen- 
erally speaking,  of  such  slight  intensity  that  they  have  proved  insufficient 
to  neutralize  the  summer  prevalence  of  non-septic  cases  (compare  Charts 
X  and  XI,  2)  even  when  the  severity  of  the  illness  is  taken  into  account 
(compare  also  with  Chart  XII,  2). 

This  does  not  hold  equally  good  of  the  early  period  (Charts  XI,  1, 
and  XII,  1). 

(7)  Though,  in  the  hospital,  'where  the  patients  are  more  certainly  ex- 
posed to  external  meteorological  influences,  it  is  still  possible  to  discover  an 
increased  tendency  to  the  prevalence  of  septic  illness  during  the  winter, 
since  May,  1884,  the  amount  of  illness  of  this  description  has  been  so  slight, 
that  no  such  variation  in  accordance  with  the  season  of  the  year  can  be 
traced  as  will  in  any  degree  correspond  with  that  observed  in  practice  out- 
side the  hospital  (Chart  XIII). 

Dr.  Champneys  expressed  his  high  admiration  of  Dr.  Boxall's 
latest  contribution  to  the  study  of  puerperal  fever.  It  was  well  known 
that  in  the  progress  of  any  research  the  final  problems  were  usually  of 
increasing  difficulty.  Dr.  Boxall  had  collected  facts  with  great  labor 
and  also  with  great  intelligence,  and  had  analyzed  them,  with  the  re- 
sult that  some  conclusions  came  out  which  were  not  easy  of  immediate 
explanation.  Among  these  was  the  greater  prevalence  of  puerperal 
fever  during  the  winter  months,  of  which  deficient  ventilation  and 
general  hygiene  might  or  might  not  be  a  full  explanation.  This 
method  of  collecting  and  analyzing  facts,  and  of  presenting  their  re- 
sults, was  more  scientific  than  to  start  with  theories  and  to  dissent 
from  facts  which  did  not  agree  with  them.  He  had  no  doubt  that  in 
the  future,  when  the  problems  became,  perhaps,  better  understood, 
Dr.  Boxall's  papers  would  be  quoted  as  one  of  the  most  valuable  con- 
tributions to  this  great  subject,  and  that  the  credit  of  such  work 
would  form  a  very  valuable  part  of  the  reputation  of  the  Obstetrical 
Society. 

Dr.  Herbert  Spencer  wished  to  express  his  appreciation  of  the 
great  value  of  Dr.  Boxall's  paper  ;  it  dealt  almost  entirely  with  facts 
which  were  beyond  criticism.  He  would  like  to  point  out  (what,  no 
doubt,  had  occurred  to  the  author  of  the  paper)  that  while  he  had 
respectable  authority  for  naming  the  four  quarters  of  the  calendar 
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year.spiing,  summer,  autumn,  and  winter,  yet  it  was  not  in  January, 
February,  and  March  that  we,  in  this  country,  had  spring  weather  ; 
this  was  the  coldest  and  wintriest  quarter  of  the  year,  as  was  well 
known  and  could  be  seen  in  Chart  XIII.  He  (Dr.  Spencer)  thought 
that  a  closer  approximation  to  the  seasonal  variations  would  be  ob- 
tained by  beginning  to  count  the  seasons  at  April  or,  still  more  accu- 
rately, at  March. 

The  President  expressed  the  thanks  of  the  Society  to  Dr.  Boxall 
for  his  laborious  paper,  and  for  the  beautiful  charts  by  which  it  was 
illustrated.  He  did  not  agree  with  those  who  preferred  individual 
experiences  to  statistical  investigations  such  as  those  of  Dr.  Boxall. 
The  inductions  which  Dr.  Boxall  had  drawn  from  facts  he  (the 
President)  thought  were  indisputable.  He  regarded  Dr.  Boxall's 
paper  as  one  of  the  most  valuable  contributions  to  our  knowledge  of 
the  subject  that  had  ever  appeared,  and  the  Society  was  additionally 
to  be  congratulated  that  this  paper  did  not  stand  by  itself,  but  was 
one  of  a  series,  so  that  we  might  hope  for  further  papers  from  the 
author,  throwing  yet  more  light  on  this  difficult  subject.  To  his  (the 
President's)  mind,  the  probable  explanation  of  the  greater  frequency 
of  puerperal  fever  in  the  cold  months  was  the  dislike  of  open  doors 
and  windows,  and  of  washing  and  being  washed,  natural  in  cold 
weather  ;  while  the  greater  frequency  of  illness  of  other  kinds  in  the 
warm  months  might  be  due  to  the  pleasant  weather  inducing  lying-in 
women  to  leave  their  beds  and  do  things  that  they  would  not  have 
done  unless  tempted  by  what  appeared  unusually  favorable  conditions. 

Dr.  Amand  Routh  thought  the  conclusions  of  Dr.  Boxall's  paper 
most  valuable,  and  the  fact  that  the  effect  of  season  on  both  mortality 
and  morbidity  was  very  much  more  obvious  in  ordinary  midwifery 
than  in  lying-in  hospitals,  would  encourage  accoucheurs  to  adopt  the 
same  precautionary  measures  as  were  in  force  at  those  institutions. 
This  fact  also  showed  that  season  was  only  indirectly  responsible  for 
variations  in  puerperal  mortality.  Septicaemia  was  more  frequent  in 
winter  for  two  main  reasons — inefficient  ventilation,  and  dislike  to 
wash  the  examining  hand  so  frequently,  especially  in  poor-class  prac- 
tice, where  hot  water  was  not  forthcoming.  Possibly  in  the  model 
cvcj  of  Hygeia,  Dr.  Boxall  would  advocate  a  law  that  babies  should 
only  be  produced  during  the  summer  months,  and  after  all,  this  was 
only  what  obtained  in  the  life-history  of  all  birds,  beasts,  and  fishes, 
while  in  a  state  of  nature,  at  all  events  in  temperate  climates,  human 
mammals  and  domesticated  animals  were  the  sole  exceptions. 

Dr.  Cleveland  said  his  remarks  referred  to  cases  in  private  prac- 
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tice.  He  had  sometimes,  especially  in  earlier  days,  felt  the  scare  of 
an  impending  attack  of  puerperal  fever,  on  being  called  to  patients, 
shortly  after  delivery,  who  had  taken  a  chill  and  become  feverish. 
Hence,  in  his  opinion,  the  necessity  for  seeing  that  the  lying-in  room 
was  kept  free  from  draught,  and,  in  the  colder  months,  of  a  proper 
temperature  by  means  of  a  fire,  which,  though  not  unfrequently  ob- 
jected to,  materially  assisted  ventilation.  He  believed  that  a  chill 
might  predispose  the  system  to  imbibe  the  puerperal  poison  when  it 
was,  so  to  say,  afloat,  in  the  same  way  that  diarrhoea,  if  neglected, 
predisposed  the  system  to  take  the  cholera  bacillus,  when  it  was  lurk- 
ing in  the  neighborhood. 

Dr.  Charles  Chepmell  suggested  that  most  febrile  conditions 
due  to  local  inflammations  were  more  prevalent  during  the  winter 
months.  He  considered  that  the  general  term  puerperal  fever  in- 
cluded several  distinct  types  of  disease,  and  that  these  required  classi- 
fication before  any  conclusions  could  be  drawn  from  statiFtics  in 
which  this  had  not  been  taken  into  consideration. 

Dr.  Boxall,  in  reply,  thanked  the  Society  for  the  attention  be- 
stowed upon  his  communication.  The  increase  in  mortality  from 
puerperal  fever  during  the  winter  months  was  not  a  mere  notion,  but 
an  old  and  well-established  observation,  the  force  of  which  was  appar- 
ent to  every  one  capable  of  appreciating  statistical  evidence.  Start- 
ing from  this  observation,  he  had  endeavored  by  similar  means  to 
elucidate  the  influence  of  season  on  morbidity.  That  septic  illness 
in  childbed  should  be  more  prevalent  in  winter  than  in  summer  fol- 
lowed almost  as  a  corollary,  and  was  amply  confirmed  by  the  evidence. 
But,  though  not  so  readily  inferred,  it  appeared  none  the  less  true 
that  septic  illness  was  attended  with  less  fever,  and  therefore  was  of 
less  severity,  in  winter  than  in  summer.  And,  although  of  this  a 
feasible  explanation  might  be  wanting,  the  conclusion  was  thereby 
rendered  none  the  less  certain.  By  way  of  analogy,  Dr.  Boxall  re- 
marked that,  while  it  was  on  all  hands  admitted  that  ordinary  colds 
in  the  head  occur  much  more  frequently  during  the  winter  than  sum- 
mer, he  found  no  difficulty  in  indorsing  the  opinion  from  personal 
experience  that  the  proporticn  of  severe  to  slight  attacks  of  catarrh 
was  greater  in  summer  than  in  winter.  Here,  again,  the  reason  did 
not  seem  obvious,  yet  it  was  possible  to  accept  such  a  conclusion  in 
the  absence  of  a  valid  explanation.  To  those  who  weie  content  to 
abide  by  mere  impressions,  statistics,  however  carefully  prepared, 
would  not  carry  conviction.  There  were  people,  doubtless,  to  whom 
a  well-drawn  balance  sheet  or  even  their  own  bank-book  conveyed  no 
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clear  impression  of  financial  stability.  The  value  of  statistical  evi- 
dence depended  on  the  character  of  the  original  data.  In  the  present 
instance  the  statistics  upon  which  the  observations  had  been  based 
were  admittedly  imperfect  in  certain  respects,  but  every  care  had 
been  taken  to  render  them  as  accurate  as  possible.  In  endeavoring 
to  arrive  at  the  actual  facts,  the  possible  bearing  of  such  imperfec- 
tions had  been  indicated  in  the  paper  wherever  conclusions  were 
drawn.  It  could  scarcely  be  maintained  that  advantage  had  been 
taken  of  these  imperfections  to  bolster  up  preconceived  ideas.  The 
principal  conclusions  offered  were  based  not  upon  one  series  of  obser- 
vations alone,  but  upon  several  as  giving  an  additional  guarantee  to 
their  accuracy.  The  evidence  brought  forward  in  the  paper  showed 
that  the  weather  was  capable  of  exerting  little,  if  any,  direct  influence 
on  febrile  illness  in  childbed.  The  seasonal  variations  which  had 
been  observed  in  septic  illness  were  doubtless  in  great  measure  the 
indirect  outcome  of  meteorological  changes.  Less  efficient  ventila- 
tion during  cold  and  inclement  weather,  mentioned  in  the  paper  as 
likely  to  prevail  in  winter,  was  probably  an  important  indirect  factor. 
Less  efficient  hand-washing  on  the  part  of  the  obstetric  attendants, 
referred  to  by  Dr.  A.  Routh,  was  probably  another.  And  the  pinch 
of  poverty  also,  which  affected  an  unusual  number  during  the  winter 
and  thereby  depressed  the  general  health  and  rendered  the  patient 
less  resistant  to  baneful  influences,  must  probably  be  included  among 
the  more  important  agents  in  producing  these  variations  indirectly. 
That  the  four  quarters  of  the  year,  as  pointed  out  by  Dr.  Spencer, 
could  not  be  taken  as  representative  of  the  seasons  was  fully  ad- 
mitted ;  and  for  this  reason,  in  order  to  compare  with  the  meteoro- 
logical observations  the  fever-rate  had  also  been  given  for  each  month 
as  well  as  for  each  quarter  of  the  year  in  Chart  XIII.  Buchan  and 
Mitchell  in  their  invaluable  paper  went  even  further  than  this,  and 
gave  observations  for  each  week  of  the  year,  on  the  ground  that  the 
main  climatic  variations  in  this  country  fell  not  into  four,  but  into  six 
separate  divisions  of  unequal  duration,  which  could  not  possibly  be 
adequately  represented  by  monthly  calculations.  But  to  have  at- 
tempted so  minute  a  division  in  a  chart  already  complicated  would 
not  have  been  desirable. 
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Meeting  of  November  i,  1893. 
().  Ernest  Herman,  M.  B.,  President,  in  the  Chair. 

CASE  OF  SYMPHYSIOTOMY  (Living  Specimen). 
By  A.  H.  N.  Lewers,  M.  D.,  M.  R.  C.  P. 

Dr.  Lewers  showed  the  patient  on  whom  he  had  performed 
symphysiotomy  in  February  last.  She  was  able  to  walk  quite  well. 
The  small  sinus  that  remained  when  she  left  the  hospital  had  for 
some  time  past  been  soundly  healed. 

(For  the  full  details  of  the  case  see  Laticet,  August  5,  1893.) 

The  President  said  that  they  could  all  see  that  whatever  the 
amount  of  necrosis,  the  patient  had  recovered  with  good  locomotive 
power.  He  \  ad  been  told  by  a  former  assistant  of  an  eminent  Con- 
tinental operator,  that  that  operator  had  come  to  look  with  disfavor 
upon  symphysiotomy,  because  he  found  that  although  the  patients 
left  the  hospital  able  to  walk  well,  yet  they  remained  unable  to  do 
heavy  work  on  account  of  the  backache  which  it  caused.  He  there- 
fore asked  Dr.  Lewers  whether  his  patient  was  able  not  only  to  walk, 
but  to  do  hard  work  as  well  as  she  could  before  the  operation  ? 

In  reply  to  the  President,  Dr.  Lewers  said  the  patient  was  able 
to  do  her  ordinary  housework,  but  she  avoided  scrubbing,  though  she 
could  do  it,  as  it  caused  a  sense  of  weakness  at  the  lower  part  of  the 
back. 

OVARIAN  CYST. 

By  T.  W.  Eden,  M.  D. 

The  specimen  shown  is  an  ovarian  cyst  which  was  removed  by 
operation  in  the  Hospital  for  Women,  Chelsea,  by  Dr.  Leith  Napier 
on  September  4,  1893.  The  patient  was  a  married  woman,  thirty-five 
years  of  age  ;  the  tumor  was  recognized  by  her  medical  attendant 
three  years  and  a  half  ago,  but  only  became  large  enough  to  attract 
the  notice  of  the  patient  six  weeks  before  the  operation.  Her  gen- 
eral health  had  been  very  little  affected  by  the  growth  of  the  tumor. 
The  operation  was  rendered  difficult  by  the  presence  of  numerous 
adhesions.  The  tumor  itself  is  an  ordinary  ovarian  cyst,  and  the 
point  of  interest  about  it  is  the  presence  of  a  growth  on  the  inner  as- 
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pect  of  the  wall  of  the  principal  cyst.  It  is  a  conical  growth  about 
the  size  of  a  walnut,  and  firm  in  consistence.  Microscopic  examina- 
tion shows  it  to  be  composed  for  the  most  part  of  tissue  which  closely 
imitates  the  structure  of  a  fibroid  tumor.  Running  through  it,  how- 
ever, are  bands  of  tissue  which  appear  sarcomatous,  being  composed 
of  masses  of  large  round  cells  with  numerous  larger  multinucleated 
cells.  This  part  of  the  growth  was  considered  by  Dr.  Sims  Wood- 
head  and  Mr.  Alban  Doran,  to  whom  the  sections  were  submitted,  to 
be  distinctly  sarcomatous.  We  have  probably  here  an  example  of  a 
tumor  which  only  just  oversteps  the  borders  of  malignancy,  and  may 
for  purposes  of  classification  be  called  a  fibro-sarcoma.  Cancerous 
degeneration  of  ovarian  cysts  is  not  uncommon,  but  he  had  only  been 
able  to  discover  two  other  instances  in  which  sarcomatous  tissue 
has  been  detected  in  an  ovarian  cyst,  and  neither  of  these  cases  is 
published  in  detail.  The  patient  seven  weeks  after  the  operation  re- 
ported herself  as  in  excellent  health,  and  it  is  probable  that  the 
prognosis  of  the  case  is  not  much  impaired  by  the  presence  of  this 
growth. 

HYDROSALPINX. 

By  T.  C.  Hayes,  M.  D.,  F.  R.  C.  P. 

The  specimen  was  removed  by  abdominal  section  from  a  young 
married  woman  aged  twenty-three  years.  She  had  been  married  four 
years  ;  never  pregnant.  Catamenia  appeared  at  seventeen,  always 
very  scanty  and  irregular.  Never  had  abdominal  pain  or  discomfort, 
except  during  menstruation,  till  six  months  after  marriage.  She  was 
seized  suddenly  one  day,  when  out  in  the  street,  with  severe  pelvic 
pain,  and  was  taken  at  once  to  a  hospital,  where  she  remained  some 
six  weeks  in  a  gynaecological  ward.  Ever  since,  that  is  for  three 
years  and  a  half,  she  suffered  intermittently  from  similar  attacks  of 
pelvic  pain.  She  had  had  since  marriage  a  rather  copious  white 
vaginal  discharge — no  suspicion  of  its  being  infective  in  origin.  By 
vagina  the  chief  portion  of  an  elastic  swelling  was  felt  in  the  pos- 
terior cul-de-sac.  The  specimen  consisted  cf  the  distended  right 
Fallopian  tube,  with  an  enlarged  cystic  ovary  in  its  concavity. 
Length  of  tube  along  its  upper  curve  five  inches  and  a  half,  maxi- 
mum breadth  two  inches  and  a  quarter.  Contents  clear,  non-puru- 
lent. It  was  surrounded  by  adhesions.  Left  ovary  and  tube  seemed 
quite  healthy. 
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RAPIDLY  GROWING  SOFT  FIBRO-MYOMA  IN  LEFT 
BROAD  LIGAMENT. 

By  Robert  Boxall,  M.  D.,  M.  R.  C.  P. 

Dr.  Robert  Boxall  showed  part  of  a  uterus  and  its  appendages 
with  a  rapidly  growing  soft  fibro-myoma  in  the  left  broad  ligament. 
The  specimen  was  recently  removed  by  abdominal  section  from  a 
virgin,  twenty-three  years  of  age.  The  history  of  the  case  pointed  to 
haematoma  which  had  undergone  suppuration.  The  softness  of  the 
mass  (easily  appreciated  in  the  fresh  state),  its  situation,  the  displace- 
ment of  the  uterus  to  the  opposite  side  and  shortness  of  the  uterine 
canal,  tended  to  confirm  this  impression.  The  period  had  ceased  on 
the  day  before  the  operation.  A  very  distinct  recent  corpus  luteum, 
measuring  \\  x  $  inch,  is  visible  in  one  of  the  ovaries.  It  is  pro- 
posed to  give  a  full  account  of  the  case  at  a  subsequent  date. 

FURTHER  CONTRIBUTION  TO  THE  CLINICAL 
KNOWLEDGE  OF  PUERPERAL  DISEASES. 

By  J.  Braxton  Hicks,  M.  D.,  F.  R.  S.,  F.  R.  C.  P., 

Consulting  Obstetric  Physician  to  Guy's  Hospital  and  St.  Mary's  Hospital,  London. 
(Received  Juiy  25,  1893.) 

The  following  cases  with  their  associations  appear  to  me  worthy 
of  record,  and  possibly  may  be  helpful  toward  the  discovery  of  the 
cause  or  causes  which  arouse  the  serious  disturbances  in  lying-in 
women  ;  and  in  putting  them  on  record  I  purposely  abstain  from  any 
endeavor  to  solve  the  important  questions  which  naturally  arise  on 
their  perusal,  because  I  consider  though  we  use  terms  of  more  or  less 
definiteness,  they  are  only  flashes  in  the  dark,  as  likely  to  blind  us  as 
to  illuminate  our  way.  For  it  appears  to  me,  in  view  of  the  rapid  ad- 
ditions to  our  knowledge  of  infectious  diseases,  both  in  the  direction 
of  the  action  of  bacteria  and  also  of  the  ptomaines,  it  would  be  wiser, 
instead  of  constantly  attempting  final  conclusions,  to  accumulate  the 
clinical  facts  and  surroundings  pari  passu  with  the  study  of  bacteria, 
etc.,  and  the  ptomaines  in  relation  to  them. 

But  in  the  consideration  of  these  cases  there  are  one  or  two  re- 
marks I  should  like  to  make.  The  first  is,  that  in  endeavoring  to  es- 
timate the  influence  of  infectious  diseases  on  lying-in  women,  we  must 
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bear  in  mind  the  variations  in  intensity  each  kind  exhibits,  and  not 
necessarily  conclude,  because  a  set  or  group  of  cases  springing  from 
a  mild  case  are  likewise  mild,  that  therefore  all  other  cases  will  be 
equally  mild  whether  they  spring  from  a  mild  case  or  from  one  of  ex- 
treme virulence  and  malignancy,  or  what  is  popularly  called  a  "  bad 
sort." 

It  has  yet  to  be  determined  whether  the  variations  in  intensity  may 
be  owing  to  a  less  or  greater  quantity  of  the  poison  taken  into  the  sys- 
tem of  the  patient  ;  or  if  the  intensity  varies  according  to  the  greater 
receptivity  of  the  patient  ;  or  if  the  specific  poison  be  accompanied 
to  a  varying  extent  by  other  poisons  generated  from  the  same  source; 
or  how  far  a  modification,  or  in  regard  to  bacteria  a  new  phase  of 
growth,  common  to  these  organisms,  may  not  determine  a  modifica- 
tion of  kind  as  well  as  of  intensity  of  the  symptoms  arising  therefrom. 
But  till  these  matters  are  cleared  up,  and  they  will  require  earnest  and 
collateral  work,  it  must  be  evident  that  we  are  not  yet  near  to  finding 
the  solution  to  the  questions  which  arise  on  the  occurrence  of  these 
terrible  cases,  some  of  which  recall,  though  in  isolated  ways,  the  his- 
tories of  the  outbreak  of  past  epidemics. 

Another  remark  I  would  offer  is  that  the  rapidity  of  the  action  of 
the  poison,  whatever  it  may  be,  is  much  greater  than  that  seen  in  sur- 
gical cases  generally.  And  here  springs  up  a  question  which  must  be 
answered  by  careful  inquiries,  namely,  whether  the  entrance  by  way 
of  the  genitals,  i.  e.,  by  inoculation,  facilitates  this  rapidity,  whether 
also  the  cavernous  form,  the  high  temperature,  the  presence  of  decay- 
ing tissue  and  fluids,  and  lastly  the  near  propinquity  of  the  perito- 
naeum, are  the  factors  in  the  difference,  supposing  the  poison  to  be  of 
the  same  kind. 

And  in  addition  to  these  points  the  special  influence  of  the  gonor- 
rhoea! poison  contracted  before  delivery  has  yet,  so  far  as  I  know,  to 
be  definitely  determined.  One  of  the  sets  of  fatal  cases  'may  have 
been  initiated  by  this  disease. 

Finally,  in  estimating  the  influence  of  infectious  diseases,  espe- 
cially those  which  confer  immunity  in  a  measure,  we  must  inquire  how 
far  our  patients  have  been  rendered  immune  by  a  previous  attack,  be- 
cause it  must  be  borne  in  mind  that  the  larger  proportion  of  women, 
by  the  time  they  have  arrived  at  childbearing  age,  have  already  been 
rendered  wholly  or  partially  immune,  and,  therefore,  when  exposed 
during  the  puerperal  period  to  a  contagium,  they  either  altogether  re- 
sist or  modify  its  effects. 

I  much  regret  the  absence  of  many  details  in  the  reports  follow- 
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ing.  In  private  practice  the  difficulties  are  great  in  obtaining  necrop- 
sies. Microscopical  examinations  of  the  blood,  of  the  vomit,  and  of 
the  lochia  are  also  difficult,  but  there  are  times  when  these  can  be 
obtained.  With  regard  to  the  history  of  the  sequels  and  surround- 
ings there  is  also  some  difficulty  in  obtaining  them,  but  it  is  generally 
to  be  done  by  tact  and  patience. 

ist.  Group  of  Three  Cases. — Shortly  after  I  published  my  paper  on 
Eighty-five  Cases  of  Puerperal  Diseases  in  1870  {Ol>stet.  Trans.,  vol. 
xii),  I  received  a  letter  from  a  medical  man  inclosing  an  account  of  a 
series  of  cases  which  he  thought  might  interest  me,  but  which  for  cer- 
tain reasons  he  considered  at  that  time  unadvisable  to  publish. 

In  his  village  a  young  woman  died,  after  a  day's  illness,  with  some 
obscure  abdominal  trouble  ;  as  he  refused  a  death  certificate  a  post- 
mortem was  ordered.  It  was  found  that  death  resulted  from  purulent 
peritonitis,  the  whole  surface  being  affected.  Careful  search  was  made 
for  the  source,  but  without  success  ;  no  sign  of  abscess,  suppurating 
cyst,  etc.,  could  be  found  in  any  part  of  the  cavity  of  the  peritonaeum. 
Be  the  cause  what  it  might,  the  medical  man  attended  the  same  even- 
ing a  case  of  labor,  on  the  following  day  a  second,  and  on  the  fourth 
day  a  third  case. 

Before  a  week  was  over  all  three  were  dead.  The  first  death  was 
within  twenty-four  hours  of  labor,  the  second  woman  lived  thirty-six 
hours,  and  the  third  died  on  the  fourth  day  after  delivery,  all  with 
similar  symptoms,  the  precise  character  of  which  I  can  not  now  state, 
having  mislaid  the  letter,  but  of  peritonitic  kind. 

2d.  Group  of  Three  Cases. — A  well-known  physician  was  asked  to 
see  a  lady  from  America,  but  being  from  home  a  friend  in  general 
practice  went  in  his  stead.  Next  day  the  physician  saw  the  case,  and 
finding  it  a  surgical  one  called  in  a  well-known  surgeon,  and  all  three 
met  at  the  bedside.  The  surgeon  probed  the  sinus,  for  it  was  an  old- 
standing  disease  of  the  femur.  Next  day  a  most  violent  attack  of 
phlegmonous  erysipelas  supervened,  which  ultimately  extended  down 
the  leg  to  the  foot,  where  a  large  blister  appeared  with  sloughy  un- 
healthy surface.  On  the  first  appearance  of  erysipelas  the  general 
practitioner  gave  up  attending  midwifery.  After  three  weeks  had 
elapsed,  the  blister  ulcer  still  requiring  to  be  dressed  daily  by  the  gen- 
eral practitioner,  it  was  thought  by  the  physician  and  surgeon  that  he 
might  resume  attendance  on  midwifery.  The  first  case  died  within 
thirty-six  hours,  with  quick  pulse,  pyrexia,  vomiting,  and  slight  diar- 
rhoea, and  just  before  the  last  a  very  large  vomit,  then  syncope  and 
death,  other  symptoms  not  being  very  marked. 
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A  second  lady  who  was  attended  before  the  first  was  very  mark- 
edly ill  ;  she,  too,  died  within  two  days  of  labor,  with  the  same  symp- 
toms, ending  with  a  very  large  vomit,  syncope,  and  death.  The  third 
was  attended  somewhat  later,  but  before  the  death  of  the  first.  She 
was  not  attacked  so  violently,  and  recovered  after  a  long  illness,  albu- 
minuria lasting  a  long  time.  I  can  not  state  the  precise  form  of  it, 
not  having  been  called  in.  The  medical  man  gave  up  attending  con- 
finements for  three  or  four  weeks.  The  first  case  he  then  attended 
died  with  pyrexia,  severe  hemicrania,  and  rash  something  like  scarla- 
tina, lasting  over  a  week.  He  attended  an  abortion  shortly  after. 
The  mother  died  with  a  rash  of  a  similar  nature.  Whether  these  two 
later  cases  were  dependent  on  the  earlier  ones  it  is  very  difficult  to 
say.    All  of  them  occurred  in  different  houses. 

The  surgeon  above  mentioned  who  was  called  in,  stated  he  was 
perfectly  sure  the  probe,  which  had  not  been  used  for  six  months,  was 
perfectly  clean  ;  but  it  afterward  transpired  that  not  long  before  the 
lady  had  taken  her  room,  the  previous  tenant  had  died  in  it  on  the 
same  bed  of  a  very  offensive  disease,  the  nature  of  which  could  not 
be  ascertained. 

Case  VII. — A  young  married  lady  in  her  first  confinement  was 
delivered  at  full  time.  She  had  a  fairly  good  labor,  but  pains  were 
rather  flagging ;  the  forceps  was  applied,  but  no  force  was  required. 
Within  twelve  hours  she  was  attacked  with  severe  vomiting  and  diar- 
rhoea, temperature  1050,  and  pulse  130.  I  saw  her  on  the  second 
day,  and  she  was  then  rather  better  of  all  these  symptoms.  Her 
manner  was  somewhat  nervous,  but  the  expression  of  her  face  was 
good  ;  there  was  no  abdominal  tenderness.  However,  shortly  after 
my  visit  the  vomiting  returned  with  violence  as  well  as  the  diarrhoea. 
Before  eighteen  hours  she  became  delirious  and  lost  consciousness, 
the  temperature  rising  again  and  reaching  105. 50,  and  she  died  about 
three  days  after  the  attack  began,  not  four  days  after  delivery.  The 
abdomen  became  very  tympanitic  toward  the  end,  a  bright  scarlet 
rash  came  out  all  over  the  abdomen,  nates,  thighs,  and  genitals,  and 
extended  over  the  upper  portion  of  the  body  and  head,  and  after 
death  it  became  dark  purple.  After  her  death  the  house  and  sani- 
tary arrangements  were  inspected,  and  no  special  defect  was  discov- 
ered, but  about  ten  or  twelve  days  later  an  outbreak  of  diphtheria  oc- 
curred in  a  house  the  garden  of  which  abutted  on  the  back  of  the 
gardens  of  the  house  where  the. case  just  narrated  died,  and  the  in- 
spector discovered  foul  emanations  from  a  sewer  at  the  back  of  this 
garden,  but  it  was  uncertain  how  far  this  affected  the  other  house. 
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Eight  days  after  the  mother's  death  the  baby  was  attacked  by  erysip- 
elas, of  which  it  died  after  eight  days'  illness.  The  medical  man  to 
whom  I  am  indebted  for  this  case  was  laid  up  with  influenza  fur 
three  weeks,  after  which  he  resumed  midwifery  practice  without  any 
illness  following. 

Case  VIII. — The  husband  of  a  lady  eight  months  advanced  in 
pregnancy  was  taken  with  influenza,  and  she  attended  to  him,  getting 
out  of  bed  at  night.  On  the  third  day  of  his  illness  his  wife  was  also 
taken  with  similar  symptoms,  and  felt  very  chilly.  She  had  had  three 
attacks  of  influenza  previously.  Three  days  after  this  the  waters 
broke,  next  day  labor  was  rapidly  accomplished  before  the  medical 
man  could  arrive.  He  saw  her  half  an  hour  after  and  found  her 
greatly  exhausted,  vomiting,  and  complaining  of  pain  in  her  stomach. 
The  temperature  soon  rose  to  102. 50.  Next  day  the  child  died,  and 
the  mother's  temperature  rose  to  103. 6°  ;  pulse  120.  The  right 
elbow-joint  was  in  acute  pain,  with  effusion  and  redness  around. 
This  condition  continued  with  fluctuation  as  regards  the  severity  of 
the  pain  for  four  days,  with  the  addition  of  diarrhoea  but  no  sign  of 
peritonitis.  Then  the  left  elbow  became  affected  like  the  right  one, 
and  there  was  vulvitis  of  a  diphtheroid  appearance.  Her  throat  also 
was  covered  nearly  entirely  with  white  membrane,  much  as  in  diph- 
theria. She  rapidly  ran  down,  had  a  series  of  long  severe  convulsions, 
and  died  on  the  ninth  day  after  delivery. 

This  lady  had  previously  had  eight  children.  She  enjoyed  fairly 
good  health,  and  was  very  energetic.  Shortly  after  her  death  her 
youngest  child  had  an  attack  of  pneumonia,  and  her  husband  a  large 
abscess  in  the  buttock  where  eczema  had  been  but  which  had  dried 
up.  I  may  add  that  the  sanitary  arrangements  were  fully  tested 
without  detecting  any  fault. 

There  had  been  from  time  to  time  in  the  near  neighborhood  cases 
of  septicaemia  and  death  after  delivery.  A  case  of  erysipelas  was 
taken  from  the  next  house,  and  died  in  hospital,  and  a  good  many 
cases  of  diphtheria  had  occurred  for  over  three  years  close  around 
that  house.  The  general  insalubrity  of  the  neighborhood  had  given 
it  a  bad  name,  and  many  families  had  left  it  in  consequence. 

Case  IX. — I  was  called  in  consultation  to  see  a  lady,  delivered  of 
her  first  child  about  four  weeks  previously.  A  few  days  after  she  was 
taken  with  what  was  thought  to  be  influenza  because  her  husband  had 
had  it  a  week  previously  ;  two  of  the  servants  also  suffered  from  it, 
one  case  was  complicated  with  pneumonia.  Both  had  left  the  house 
before  the  confinement — one  for  her  home,  the  other  for  the  hospital. 
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After  some  few  days  of  feverirhness,  the  perineal  rent,  which  had 
been  stitched  up,  became  inflamed,  and  shortly  after  erythematous 
erysipelas  started  from  this  part,  extending  gradually  over  the  buttock 
and  down  the  left  thigh  to  the  knee,  and  upward  to  the  trunk  ;  the 
total  surface  affected  would  amount  to  nearly  one  third  that  of  the 
body.  This  occupied  nearly  three  weeks  after  confinement;  during 
this  time  she  had  a  temperature  of  from  1020  to  1040.  By  the  time  I 
saw  her — namely,  at  the  end  of  four  weeks — the  erythema  had  sub- 
sided ;  but  then  the  temperature  began  again  to  rise,  and  she  com- 
plained of  pain  in  the  left  thigh.  This  was  owing  to  a  slight  inflam- 
mation of  the  femoral  vein,  which  was  tender  and  hard.  This,  how- 
ever, soon  subsided,  and  she  continued  to  improve  and  recovered 
within  two  months  of  her  confinement.  I  may  add  that  the  child 
was  not  affected.  In  this  case,  although  influenza  was  in  the  house, 
it  would  be  difficult  to  quote  this  as  one  of  the  effects  of  that  com- 
plaint, for  afterward  it  came  to  our  knowledge  that  the  nurse  had 
been  nursing  her  mother  with  erysipelas  just  before. 

There  are  two  remarks  I  wish  to  add — namely,  first,  that  in  con- 
sidering the  great  rapidity  of  the  development  of  the  symptoms  in  the 
first  two  groups,  one  can  not  but  be  struck  at  the  exceeding  virulence 
of  the  poison,  that  is  if  it  acted  directly,  I  mean  without  amplification, 
because  the  amount  of  poison  introduced  must  have  been  very  mi- 
nute ;  and  if  we  look  at  it  as  a  ferment,  a  bacterial  growth,  one  is 
also  struck  with  the  excessive  rapidity  of  cell-growth  from  a  so  neces- 
sarily small  inoculation. 

The  other  is,  it  would  appear  that  the  amount  of  poison  received 
by  the  patient  diminishes  as  time  lengthens  between  the  first  infection 
of  the  hand  and  the  reception  by  the  patient,  which  is  probably  tanta- 
mount to  saying  that  the  rapidity  and  severity  of  the  symptoms  de- 
pend on  the  quantity  of  poison  received.  Unfortunately,  I  have  no 
information  as  to  the  kind  of  purification  of  the  hands  employed  in 
these  two  groups. 

Dr.  Routh  said  that  interesting  as  Dr.  Braxton  Hicks'  cases 
were,  he  thought  that  the  whole  history  of  these  unfortunate  women 
proved  that  proper  antiseptic  measures  had  not  been  adopted  by 
those  who  had  attended  them.  At  least,  Dr.  Hicks  had  in  no  way 
referred  to  these  measures.  There  was  ample  evidence  in  these  cases 
to  show  that  erysipelas,  diphtheria,  measles,  carried  by  the  attendants, 
whether  by  their  clothes  or  dirty  nails,  as  well  as  bad  drainage,  had 
acted  infectiously  on  them.  One  case,  where  the  death  of  the  child 
preceded  that  of  the  mother,  reminded  him  much  of  those  sad  cases 
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he  had  seen  in  Vienna — the  child  killed,  and  probably  from  peritonitis 
due  to  a  poison  imbibed  when  suckling  the  mother.  He  should  have 
been  glad  also  to  know  if  there  were  in  these  cases  any  special  atmos- 
pheric influences  observed  to  account  for  this  high  mortality.  It  was 
notorious  that  a  low  barometer,  more  even  than  very  warm  weather, 
led  to  emanation  from  the  earth  of  gases.  This  accounted  for  ex- 
plosions in  mines  where  the  barometer  fell  very  low,  and  the  exuda- 
tion of  inflammable  gas  which  followed.  Everybody  knew  also  that 
before  rain,  when  the  barometer  was  low,  common  sewers  and  drains 
were  especially  offensive,  and  penetrating  into  apartments  did  in- 
tensify infection.  Hence  his  inquiry.  He  concluded  by  denying  any 
intention  by  his  remarks  to  disparage  Dr.  Braxton  Hicks'  able  paper, 
which  he  was  thankful  to  have  heard,  but  rather  to  explain  a  high 
mortality,  because  it  was  not  then  the  fashion  to  use  antiseptics  as 
they  did  now. 

Dr.  Boxall  said  that,  in  contemplating  such  a  series  of  cases  as 
those  recorded  by  Dr.  Braxton  Hicks  in  Group  I,  it  was  scarcely  pos- 
sible to  avoid  the  reflection  that  time  might  perchance  serve  to  dilate, 
but  certainly  would  not  destroy  septic  material.  On  the  other  hand, 
we  now  knew  that  antiseptic  measures,  if  properly  carried  out,  would 
at  once  annihilate  not  only  septic,  but  infectious  material  of  all  kinds. 
Such  being  the  case,  he  considered  that  it  was  high  time  to  put  for- 
ward an  authoritative  statement  that,  by  the  adoption  of  efficient  pre- 
cautions, in  which  antiseptics  played  the  chief  part,  rather  than  by 
abstention  from  practice,  must  we  seek  safety  after  exposure  to  infec- 
tion. For  his  own  part,  he  would  consider  a  parturient  woman  more 
safe  in  the  hands  of  an  attendant  doctor,  midwife,  or  nurse,  who 
habitually  adopted  antiseptic  precautions — even  when  but  recently 
exposed  to  infection — than  in  the  hands  of  one  who  neglected  such 
measures,  or  at  best  employed  them  in  a  perfunctory  manner,  and 
who,  by  abstaining  from  practice  for  a  while,  trusted  to  time  alone  for 
disinfection. 

Dr.  Handfield-Jones  noticed  that  the  author  of  the  paper  had 
given  details  of  one  case  in  which  it  was  inferred  that  the  puerperal 
mischief  was  due  to  drain  poison.  He  would  be  interested  to  know 
Dr.  Braxton  Hicks'  views  on  this  point,  as  he  had  recent  notes  of 
three  cases  in  which  foul  emanations  seemed  to  have  played  an  im- 
portant part  in  the  production  of  puerperal  poisoning.  He  suggested 
that  a  woman  living  in  such  a  tainted  atmosphere  for  days  or  weeks 
before  delivery  might  be  so  far  impregnated  with  poisonous  particles 
that  when  delivery  was  accomplished  (followed  as  it  was  by  lower 
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nerve  tone  and  loading  of  her  blood  with  effete  products),  her  tissues 
would  become  a  favorable  breeding  ground  for  septic  germs.  More- 
over, there  was  the  chance  that  these  germs  might  be  absorbed  through 
such  raw  surfaces  as  a  ruptured  perinseum  would  present,  and  so  poi- 
son the  system.  Clinical  evidence  certainly  showed  that  patients  in- 
fected under  these  circumstances  made  a  rapid  recovery  when  moved 
into  purer  air.  Again,  hospital  experience  had  abundantly  proved 
that  the  better  the  sanitation  of  the  building  the  quicker  and  more 
satisfactory  was  the  repair  of  raw  surfaces.  In  theory  it  was  easy  to 
assert  that  drain  poisoning  did  produce  one  set  of  symptoms  and  true 
puerperal  septicaemia  quite  another,  but  in  practice  these  two  were 
often  so  blended  that  it  was  difficult  to  differentiate  one  from  the 
other. 

The  President  said  he  was  sure  he  should  express  the  feeling  of 
all  present  in  thanking  Dr.  Hicks  for  his  paper,  which  they  had  lis- 
tened to  with  much  pleasure,  not  only  because  of  its  intrinsic  interest, 
but  also  as  an  evidence  of  the  zeal  for  the  promotion  of  obstetric 
science  which  Dr.  Hicks,  after  so  many  years  of  active  work  for  the 
Society,  still  retained.  The  paper  raised  some  important  questions. 
Some  of  the  cases  related  by  Dr.  Hicks  seemed  to  him  (the  President) 
to  illustrate  most  forcibly  the  importance  of  antiseptics  and  the  dan- 
gers from  their  neglect.  Dr.  Hicks  stated  that  he  did  not  know 
whether,  in  the  cases  mentioned,  antiseptics  were  used  or  not.  He 
(the  President)  thought  they  might  safely  assume  they  were  not,  for 
such  things  would  not  have  occurred  if  antiseptics  had  been  efficiently 
used  ;  and  if  they  had  happened  in  the  practice  of  one  who  had  used 
what  he  supposed  to  be  sufficient  antiseptic  precautions,  they  would 
have  appeared  to  him  so  extraordinary  that  he  would  not  have  omitted 
to  state  fully  what  antiseptic  precautions  he  had  taken.  Dr.  Hicks 
had  related  a  case  in  which  a  gentleman  made  a  post-mortem  on  a 
case  of  suppurative  peritonitis,  then  attended  patients  in  labor  who 
got  puerperal  fever  and  died.  Another  gentleman  attended  a  patient 
with  erysipelas,  dressed  the  wounds,  and  then  went  to  cases  of  labor, 
having,  as  he  supposed,  prevented  the  carrying  of  infection  by  a 
period  of  abstention  from  midwifery  practice.  His  patients  got  puer- 
peral fever  and  died.  In  another  case,  a  nurse  went  from  nursing  an 
erysipelas  patient  to  nurse  a  puerperal  woman,  and  the  puerpera  got 
erysipelas.  He  (the  President)  thought  these  lamentable  events  were 
just  what  might  have  been  expected  if  these  medical  men  and  the 
nurse  did  not  use  proper  care  to  disinfect  themselves.  He  wished  to 
express  in  the  strongest  way  his  concurrence  with  what  Dr.  Boxall 
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had  said  as  to  the  futility,  in  preventing  the  transference  of  infection, 
of  mere  temporary  abstention  from  practice.  It  was  often  recom- 
mended to  medical  men  and  nurses.  He  (the  President)  did  not  be- 
lieve that  any  mere  lapse  of  time  would  ever  disinfect  infected  hands 
and  clothes.  On  the  other  hand,  if  the  person,  instruments,  and 
clothes  were  properly  disinfected  (which  could  be  done  in  a  few 
hours),  there  was  no  necessity  for  further  abstention  from  practice. 
In  one  of  Dr.  Hicks'  cases,  it  was  suggested  that  the  infection  came 
from  bad  drains,  the  ground  for  this  suggestion  being  that  next  door 
there  was  a  foul  drain  and  a  patient  suffering  from  diphtheria.  He 
(the  President)  was  aware  that  many  cases  had  been  published  in 
which  patients  who  were  delivered  in  houses  with  defective  drainage 
had  been  attacked  with  puerperal  illness,  and  had  begun  to  improve 
as  soon  as  they  were  removed  to  a  healthier  atmosphere.  These  cases 
had  been  published  to  show  that  bad  drains  might  cause  puerperal 
fever.  But  he  knew  of  no  evidence  that  the  relation  between  the 
drainage  and  the  illness  was  anything  more  than  coincidence.  Evi- 
dence of  the  same  kind  had  been  published  by  Sir  G.  Johnson  and 
others,  to  show  the  connection  between  bad  drainage  and  diphtheria. 
But  he  (the  President)  thought  that  the  result  of  recent  investigation 
was  more  and  more  to  shake  this  belief.  A  paper  was  recently  read 
to  the  Epidemiological  Society  by  Dr.  Sweeting,  in  which  that  ob- 
server analyzed  the  cases  of  diphtheria  arising  after  scarlatina  in  the 
London  Asylum  Board  fever  hospitals  over  a  term  of  years.  This  in- 
vestigation was  based  on  many  cases,  occurring  in  different  places 
over  a  term  of  years,  not  in  isolated  cases.  Dr.  Sweeting  had  sought 
to  trace  a  connection  between  diphtheria  and  the  drains,  but  had  en- 
tirely failed  to  do  so.  As  to  puerperal  fever,  there  had  recently  been 
an  outbreak  occurring  in  the  practice  of  certain  midwives,  in  the  Og- 
more  and  Garw  valleys  in  South  Wales.  This  had  been  attributed  by 
the  local  authorities  to  bad  drainage  (which,  however,  had  been  pres- 
ent long  before  the  puerperal  fever),  and,  acting  on  this  view,  steps 
had  been  taken  to  put  right  the  drainage  system.  But  the  outbreak 
of  puerperal  fever  ceased  before  anything  had  been  done  to  the 
drains.  He  did  not  deny  that  foul  gases  might  make  puerperal 
women  ill  as  well  as  other  people,  nor  did  he  wish  to  induce  any  one 
to  disiegard  the  condition  of  the  drainage  of  the  house  in  which  a 
woman  was  about  to  be  confined  ;  but  he  did  not  believe  that  bad 
drainage  produced  septicaemia,  any  more  than  it  produced  smallpox 
or  scarlatina.  He  believed  that  puerperal  septicaemia  was  produced 
by  infection  by  contact.    It  did  not  necessarily  follow  that  the  med- 
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ical  man  was  always  the  vehicle  of  contagion,  or  even  that  it  was 
always  either  the  medical  man  or  the  nurse  ;  although,  and  in  the 
great  majority  of  cases,  it  was  one  of  these  two.  With  regard  to  the 
remark  of  Dr.  Routh,  connecting  infection  with  a  low  barometric 
pressure,  he  would  remind  the  Society  that  the  chart  accompanying 
Dr.  Boxall's  paper  read  at  the  last  meeting,  contained  a  line  showing 
the  barometric  pressure,  so  that  the  relation  of  this  pressure  to  the 
incidence  of  puerperal  disease  could  be  seen  from  it  at  a  glance. 

Dr.  Peter  Horrocks  said  that  so  long  as  a  medical  man  was  in 
active  attendance  upon  a  puerperal  fever  case  of  the  grave  type,  he 
was  unfitted  for  attending  midwifery  cases.  It  often  involved  great 
inconvenience,  unmerited  blame,  and  loss  of  money  and  credit  ;  but 
at  the  same  time  a  woman  had  far  better  have  no  attendant  at  all  than 
be  attended  by  a  doctor  under  the  circumstances  mentioned.  The 
doctor  ought  to  devote  himself  entirely  to  his  puerperal  fever  case,  or 
he  should  get  some  one  else  to  do  so,  a  locum  tencns  or  an  assistant,  if 
he  desired  to  continue  his  own  practice.  If  he  continued  his  attend- 
ance on  the  case,  then  his  other  midwifery  cases  should  be  attended 
by  a  locum  tenens,  assistant,  or  some  neighboring  practitioner.  After 
he  had  ceased  attendance  either  from  the  death  or  convalescence  of 
the  patient  or  by  placing  her  into  other  hands,  the  question  arose  how 
soon  could  he  become  aseptic  and  fit  to  resume  midwifery  practice. 
While  admitting  the  possibility  of  time  not  destroying  germs,  yet  he 
thought  that  it  would  have  the  same  effect  practically  by  ultimately 
getting  rid  of  the  poison.  He  did  not  think  it  proved  that  a  man  was 
free  from  poison  because  he  attended  an  ordinary  midwifery  case  and 
it  did  well.  An  accoucheur  might  attend  several  patients  in  labor 
while  he  was  in  actual  attendance  upon  a  puerperal  fever  case,  but 
before  he  had  so  diagnosed  it,  and  all  these  cases  might  do  well.  But 
he  (Dr.  Horrocks)  thought  he  had  practically  tested  himself,  and  thus 
proved  the  possibility  of  absolute  disinfection  in  forty-eight  hours. 
Some  years  ago  he  had  examined  per  vaginam  and  syringed  out  a 
woman  suffering  from  virulent  puerperal  fever  on  the  eighth  day  after 
confinement.  She  died  the  next  day,  and  in  forty-eight  hours  after 
the  examination  he  (Dr.  Horrocks)  had  performed  Cesarean  sectior, 
both  mother  and  child  doing  well.  No  doubt  disinfection  could  be 
accomplished  in  even  a  shorter  time  than  this.  The  process  he  adopted 
consisted  in  a  change  of  all  garments,  a  bath,  repeated  washing  of  the 
hands,  and  placing  them  in  an  antiseptic  solution. 

Dr.  Hayes  considered  that  the  changing  of  the  medical  attend- 
ant's clothes,  unless  they  were  soiled  by  discharge,  on  going  to  an- 
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other  patient,  was  unnecessary.  What  was  wanted  was  thorough  and 
completely  reliable  cleansing  of  the  hands,  net  mere  washing  with 
soap  and  water,  but  that  conjoined  with  a  reliable  antiseptic,  such 
as  i -in- 20  solution  of  absolute  phenol — it  should  not  be  weaker. 
Sir  Joseph  Lister  had  just  recently  declared  that  that  was  the  most 
trustworthy  antiseptic  solution,  and  could  always  be  depended  on. 
When  the  hands  had  been  so  purified,  the  fingers  should  be  dipped 
prior  to  each  vaginal  examination  in  i-in-40  carbolic  solution,  and 
lubricated  with  carbolized  oil  or  vaseline.  If  these  precautions  were 
rigidly  followed,  Dr.  Hayes  thought  refusal  to  attend  a  lying-in  case 
on  the  ground  that  the  practitioner  had  already  a  septic  case  was 
unnecessary,  though  it  might  be  prudent;  if,  however,  they,  were  ob- 
served, septic  cases  would  not  occur.  Dr.  Hayes  thought  the  influ- 
ence of  drain  poison  or  miasma  had  been  greatly  exaggerated  as  a 
cause  of  puerperal  septicaemia.  But  in  his  opinion  it  was  a  cause. 
Take,  for  example,  the  case  of  delivery  with  ruptured  perinseum,  or 
higher  vaginal  tear,  and  could  it  be  doubted  that  a  vitiated  atmos- 
phere arising  from  emanations  from  drains  might  render  septic  such 
wounds,  and  so  give  origin  to  general  septic  phenomena  ? 

Dr.  Boxall,  in  reply  to  Dr.  Hayes,  said  that,  with  reference  to 
the  comparative  value  of  carbolic  acid  and  sublimate  as  antiseptic 
agents,  he  still  preserved  an  open  mind.  The  recent  abandonment 
of  sublimate  for  carbolic  acid  by  Sir  Joseph  Lister  appeared  to  him 
to  be  founded  mainly,  if  not  entirely,  upon  experiments  in  which 
certain  disturbing  elements  seemed  to  have  been  left  out  of  considera- 
tion. As  hitherto,  in  obstetric  practice  at  any  rate,  the  best  results 
had  been  obtained  by  sublimate,  he  was  not  disposed  at  present  to 
revert  to  carbolic  acid. 

Dr.  Duncan  could  not  agree  with  Dr.  Hayes  in  thinking  that  it 
was  unnecessary  for  a  medical  man  who  had  attended  a  case  of  puer- 
peral septicaemia  to  change  his  clothes  before  visiting  a  midwifery 
case  ;  he  thought  it  a  very  dangerous  doctrine  to  promulgate  that  the 
clothes  did  not  carry  infection.  On  the  other  hand,  they  could  be 
thoroughly  disinfected  by  hanging  in  a  room  in  which  some  iodine 
crystals  were  vaporized  over  a  spirit  lamp.  If  this  were  done,  a  bath 
taken,  and  the  hands  washed  in  soap  and  water  and  then  dipped  for 
five  minutes  in  a  i-in-1,000  mercury  solution,  he  considered  thorough 
disinfection  could  be  procured  in  twenty-four  hours. 

Dr.  Lewers  said  he  believed  that  complete  personal  disinfection 
was  quite  possible,  and  therefore  he  did  not  think  it  at  all  essential 
for  a  man  to  abstain  from  midwifery  practice  because  he  happened  to 
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have  examined  a  case  of  puerperal  fever.  He  pointed  out  that  eveiy 
obstetric  physician  was  constantly  having  to  examine  such  case?, 
either  at  the  hospital  or  in  private  practice,  and  also  others,  such  as 
advanced  cases  of  cancer  of  the  uterus,  the  discharges  of  which  were 
well  known  to  be  capable  of  causing  puerperal  septicaemia,  yet  by 
adequate  personal  disinfection  obstetric  physicians  were  able  to  at- 
tend midwifery  without  any  ill  effect;  and  not  only  that,  but  they 
were  able  to  perform  ovariotomy  and  other  operations  requiring 
opening  of  the  peritoneal  cavity  with  the  best  results.  This  was  a 
very  delicate  test  of  asepsis,  and  told  strongly  in  favor  of  the  view 
that  they  should  not  trust  to  time  as  a  disinfectant,  but  to  changing 
the  clothes  and  to  the  thorough  cleansing  and  disinfection  of  the 
hands  by  soaking  in  an  efficient  antiseptic  solution,  such  as  i-in- 
1,000  corrosive-sublimate  lotion.  He  was  very  skeptical  as  to  bad 
drains  having  much  to  do  with  causing  puerperal  fever. 

Dr.  Amand  Routh  was  surprised  at  the  small  importance  which 
the  President  appeared  to  attach  to  the  influence  of  sewer  gas  in  the 
production  of  puerperal  septicaemia.  If  the  recovery  of  patients 
after  their  removal  from  such  influences  was  merely  a  coincidence,  it 
was  a  very  frequent  one.  He  narrated  a  case  where  rapid  and  com- 
plete recovery  from  hyperpyrexia  and  pelvic  tenderness  took  place 
when  the  patient  was  removed  by  Dr.  Matthews  Duncan's  advice 
from  the  lying-in  room,  which  was  separated  from  the  water-closet  by 
an  intervening  dressing  room  only.  Similar  cases  were  very  common. 
Dr.  Boxall's  paper  of  last  month,  read  before  the  Society,  also  tended 
to  show  that  deficient  ventilation  was  the  cause  of  the  increase  of 
puerperal  septicaemia  during  the  winter  months,  pointing  to  the  pres- 
ence of  impure  atmosphere  as  being  the  evil  influence.  He  also  nar- 
rated the  case  of  a  woman,  now  in  Charing  Cross  Hospital  under  the 
care  of  his  colleague  Dr.  Watt  Black,  who  had  been  confined  in  a 
room  over  a  butcher's  shop  where  a  very  offensive  odor  was  always 
present.  The  woman's  temperature  rose  next  day,  and  at  the  end  of 
a  week  was  106.20  F.  She  was  then  removed  to  the  hospital,  and  no 
organic  lesion  being  present,  the  only  other  symptom  beyond  head- 
ache and  nausea  was  a  foul  uterine  discharge,  which  was  treated  bv 
dilatation  and  blunt  curetting.  This,  however,  did  but  little  good, 
and  the  patient  had  still  (a  month  after  labor)  a  temperature  of  1020, 
but  no  discoverable  cause  to  account  for  it  beyond  the  initial  poisoned 
blood.  These  and  other  cases  showed,  in  his  opinion,  that  atmos- 
pheric influences,  and  especially  sewer  gas,  might  have  a  very  serious 
effect  on  a  puerperal  woman. 
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Dr.  Culling  worth  thought  Dr.  Hicks'  paper  a  valuable  con- 
tribution to  the  natural  history  of  puerperal  disease  when  its  course 
and  mode  cf  spread  were  undisturbed  by  antiseptic  methods.  He 
considered  it  a  very  dangerous  doctrine  to  send  forth  that  puerperal 
septicaemia  could  be  caused  by  defective  drains  and  sewage  emana- 
tions. There  was  no  evidence  that  would  bear  criticism  in  favor  of 
such  a  view,  and  to  preach  such  a  doctrine  was  to  divert  the  atten- 
tion  of  those  engaged  in  the  practice  of  midwifery  from  the  point  of 
real  importance — viz.,  personal  cleanliness.  It  was  so  easy  to  blame  a 
drain,  that  when  a  case  of  septicaemia  occurred  the  temptation  to  de 
so  was  very  great,  especially  as  there  were  very  few  houses  which 
would  bear  close  sanitary  inspection.  He  agreed  with  the  President 
as  to  the  unimportance  of  the  time-  element  in  ridding  a  medical 
practitioner  of  infection.  If  thorough  personal  disinfection  was  car- 
ried out,  he  did  not  think  abstention  from  practice  at  all  necessary 
after  attendance  upon  a  case  of  puerperal  septicaemia. 

Dr.  Francis  Tayler  said  as  to  the  influence  of  microbes  and  the 
consequent  necessity  for  observing  strict  antiseptic  precautions  there 
would  probably  be  no  two  opinions,  but  after  what  he  had  just  heard 
he  should  like  to  ask  whether  it  was  to  go  forth  as  the  dictum  of  that 
Society  that  the  presence  or  absence  of  sewer  gas  in  the  bedrooms  of 
parturient  women  was  a  matter  of  little  or  no  consequence  ?  He 
quoted  cases  from  obstetrical  and  surgical  practice  which  pointed  the 
other  way,  and  related  an  instance  in  which  a  whole  family  except 
one  were  seized  with  diphtheria,  when  it  was  found  that  sewage  had 
made  its  way  under  the  basement  floor  from  the  next  house,  where, 
however,  there  was  no  illness  of  any  kind  present. 

Dr.  Wallace  did  not  feel  disposed  at  that  late  hour  to  enter  into 
the  discussion  which  had  taken  place  on  a  subject  away  from  the 
main  object  of  the  paper,  but  desired  to  point  out  that  the  two  cases 
referred  to  by  Drs.  A.  Routh  and  Tayler  tended  to  support  the  thesis 
indicated  by  the  President  that  there  was  no  positive  proof  of  the 
existence  of  a  causal  relation  between  sewer-gas  poison  and  puerperal 
septicaemia.  Dr.  Routh's  case  in  which  the  late  Dr.  Matthews  Dun- 
can was  consulted,  and  who  concurred  in  the  patient's  removal  from 
a  bedroom  near  a  closet  in  a  doubtful  sanitary  condition,  and  the  im- 
mediate disappearance  of  the  pyrexia  and  other  symptoms,  demon- 
strated very  distinctly  that  the  patient  was  not  suffering  from  puer- 
peral septicaemia  but  from  sewer-gas  poisoning.  The  sequel  of  the 
other  well-known  case  proved  also  that  the  pernicious  surroundings 
had  occasioned  the  high  fever,  but  certainly  not  puerperal  septicaemia. 
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Dr.  Braxton  Hicks,  in  reply,  said  that,  although  Dr.  Culling- 
worth's  remarks  as  to  what  was  to  be  learned  from  these  cases  was 
nearer  the  point  than  the  other  speakers,  yet  he  thought  they  asserted 
the  need  for  extreme  care  lest  they  might  see  similar  in  their  practice. 
He  had  mentioned  the  atmospheric  surroundings  because,  in  looking 
at  the  causes  of  these  puerperal  diseases,  it  was  proper  to  include  all 
things  which  might  act  detrimentally  to  the  pregnant  and  puerperal 
woman,  and  because  in  reviewing  a  large  series  of  these  causes  we 
might  then  be  able  to  see  what  surroundings  were  or  were  not  det- 
rimental. He  had  therefore,  among  other  things  in  these  cases, 
inquired  into  the  possibility  of  sewer  gas  being  a  cause  of  evil.  At 
present  they  were  ignorant  on  many  of  these  points,  and  till  they  had 
cleared  them  up  they  could  not  speak  with  the  positiveness  that  many 
of  the  speakers  had  done.  They  used  the  term  sepsis  and  septicaemia, 
but  as  a  matter  of  fact  they  did  not  know  their  nature,  neither  did 
they  know  what  sewer  gas  was  nor  how  many  poisons  it  might  con- 
tain ;  what  they  did  know  was  that  it  produced  detrimental  effects 
on  the  system ;  and  in  a  lying-in  woman  ill  health  interfered  with 
the  reparation  necessary  of  those  parts  bruised,  ecchymosed,  and  lacer- 
ated by  labor,  and  so  they  might  have  absorption  of  unhealthy  mat- 
ter, and  that  whether  any  specific  agent  had  been  introduced  or  not. 

Meeting  of  December  6,  1893. 

INTRAVENOUS  INJECTION  OF  SALINE   SOLUTION  IN 
CASES  OF  SEVERE  HEMORRHAGE. 

By  Peter  Horrocks,  M.  D.,  F.  R.  C.  P., 

Assistant  Obstetric  Physician  to  Guy's  Hospital. 

Transfusion  of  fluids  of  different  kinds  in  cases  of  severe  haemor- 
rhage has  been  advocated  and  practiced  for  centuries.  Until  recently 
the  transfusion  of  blood,  either  directly  from  arm  to  arm,  or  indi- 
rectly, withdrawing  the  blood  from  the  giver,  removing  the  fibrin,  and 
then  injecting  into  the  receiver,  has  been  recommended  in  the  various 
text-books.  Most  of  the  apparatus  in  use  has  been  arranged  for  this 
operation.  The  transfusion  of  various  saline  solutions  has  also  been 
tried  with  varied  results  by  different  physicians. 

It  must  have  been  the  experience  of  many  to  see  transfusion  car- 
ried out  in  the  manner  advocated,  and  about  eight  to  ten  ounces,  or 
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even  more,  of  blood  or  of  saline  solution  have  been  thrown  into  the 
circulation.  If  the  patient  died  it  was  thought  to  be  due  to  the  fact 
that  she  was  too  far  gone  to  be  revived,  rather  than  as  in  any  way  due 
to  the  transfusion  or  to  the  fluid  transfused. 

The  late  Dr.  Wooldridge,  an  original  thinker,  held  very  strong 
views  regarding  the  question  of  the  transfusion  of  blood.  He  be- 
lieved that  not  only  was  it  useless,  but  that  it  was  injurious.  Indeed, 
he  thought  that  when  the  transfusion  had  been  ably  conducted  so  far 
as  getting  the  blood  into  the  circulation,  the  death  of  the  patient  was 
almost  sure  to  follow,  and  if  it  did  not,  there  was  little,  if  any,  credit 
due  to  the  transfusion. 

Dr.  Wooldridge  first  spoke  to  me  on  this  subject  in  1885.  We  in- 
tended to  try  an  intravenous  injection  of  salt  and  water  in  the  first 
suitable  case  that  occurred.  Unfortunately  he  was  cut  off  suddenly, 
and  he  left  behind  him  no  notes  on  this  subject.  Since  his  death, 
however,  I  made  his  views  known  as  far  as  possible  at  Guy's,  and  the 
first  successful  case  was  published  by  Mr.  Lane  in  the  Lancet  in  1891. 
We  have  had  a  good  many  successes  since,  but  I  shall,  however,  give 
you  details  of  those  cases  only  with  which  I  have  had  to  do  myself. 
Before  doing  so,  however,  I  will  lay  before  you,  as  clearly  as  I  can, 
the  theories  and  the  facts  which  led  up  to  this  method  of  transfusion. 

1.  When  a  person  is  dead  from  rapid  haemorrhage  there  is  still  in 
the  body  sufficient  blood  to  carry  on  life,  if  it  can  be  circulated. 

2.  Theoretically  half  the  volume  of  blood  could  do  the  same  work 
if  it  were  given  double  the  velocity. 

3.  Death  from  haemorrhage  is  due  to  failure  of  the  heart,  and  this 
is  due  to  want  of  extension  owing  to  the  fall  in  the  blood-pressure. 

4.  This  blood-pressure  can  be  raised  if  as  much  fluid  be  transfused 
as  there  has  been  blood  lost. 

Kronecker  and  Sander,  in  1879,  experimented  on  dogs  with  saline 
fluid  {vide  Berliner  klinische  Wochenschrift  for  December  29,  1879). 

The  following  experiment  was  made  by  Dr.  Wooldridge,  confirm- 
ing their  results  in  a  striking  manner  : 

Two  dogs  as  nearly  equal  as  possible  in  breed,  age,  size,  weight, 
and  strength,  were  taken  and  bled  to  death  by  opening  a  vein  in  the 
neck.  When  it  is  said  they  were  bled  to  death,  it  means  that  they 
were  bled  until  they  ceased  to  breathe  and  pulsations  were  no  longer 
palpable.  One  of  the  dogs  was  left  untouched,  and  never  showed 
signs  of  life  again.  The  other  was  transfused  by  means  of  an  appara- 
tus consisting  of  a  cannula  for  the  vein,  a  piece  of  tubing,  and  a 
syringe.    As  much  water  (containing  a  little  salt)  was  injected  as  the 
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blood  which  had  been  lost.  This  blood  was  caught  in  a  vessel,  and 
so  its  volume  was  known.  The  dog  immediately  jumped  up,  ran 
about,  ate  a  beefsteak,  and  showed  no  signs  afterward  of  any  ill 
effects  following  the  experiment. 

It  will  be  obvious  from  this  experiment  that  the  bleeding  vessel 
was  secured,  so  that  as  the  saline  solution  was  injected  no  further 
haemorrhage  took  place. 

Since  September,  1891,  this  method  has  been  used  at  Guy's  very 
largely,  not  only  in  cases  of  severe  and  moderate  haemorrhage,  but 
also  in  cases  of  collapse  without  haemorrhage.  I  have,  however,  no 
experience  whatsoever  of  copious  intravenous  transfusion  of  saline 
fluid  for  cases  of  simple  collapse.  Theoretically,  I  should  have 
argued  that  although  the  immediate  effect  might  be  beneficial  by 
supplying  more  fluid  to  an  underfilled  heart,  yet  when  reaction  took 
place  the  bulk  of  the  blood  temporarily  lodged  in,  say,  the  large  ves- 
sels of  the  abdomen,  re-entering  the  general  circulation  might  cause 
over-distention  of  the  heart  and  thus  prove  fatal. 

As  to  the  cases  of  haemorrhage  in  which  transfusion  should  be 
tried,  I  think  no  case  should  be  allowed  to  die  from  loss  of  blood 
without  this  therapeutic  measure  being  tried.  It  was  our  custom  in 
the  Guy's  Charity  when  blood  was  used  as  the  fluid,  never  to  trans- 
fuse if  a  pulse  could  be  felt  at  the  wrist,  and  it  will  be  noticed  in  all 
the  cases  I  have  brought  forward  to-night  the  patients  had  lost  so 
much  blood  that  no  pulse  could  be  felt  at  the  wrist.  But  I  think  it 
is  quite  possible  for  a  person  to  lose  so  much  blood  that  it  proves 
fatal,  and  yet  there  is  a  pulse  at  the  wrist  even  after  the  bleeding  has 
ceased.  Thus  a  surgeon  performs  an  operation  involving  a  consider 
able  amount  of  haemorrhage.  When  all  the  vessels  have  been  secured 
so  as  to  prevent  further  loss,  and  the  operation  is  completed,  it  is 
found  that,  although  feeble,  there  is  still  a  distinct  pulse  at  the  wrist. 
The  patient  is  put  to  bed,  and  perhaps  rallies  to  some  extent,  but 
some  hours  later  death  takes  place.  Our  literature  contains  many 
such  cases.  Post-mortem  examinations  reveal  that  no  further  haemor- 
rhage has  taken  place.  The  death  is  attributed  to  shock,  exhaustion, 
or  syncope. 

I  think  with  those  who  believe  that  the  heart  failed  through  the 
fall  in  the  blood-pressure,  that  this  pressure  was  maintained  for  some 
hours  by  the  vaso-motor  system,  but  when  this  failed  a  fatal  syncope 
resulted.  If  this  view  be  correct  it  is  obvious  that  many  such  cases 
may  be  saved  by  a  timely  intravenous  injection.  I  do  not  think  this 
operation  should  be  done  in  trivial  cases,  but  I  do  think  that  where  a 


7 ransactions  of  Societies. 


patient  is  known  to  have  lost  a  large  quantity  of  blood,  an  equal 
amount,  as  near  as  can  be  calculated,  of  saline  fluid  should  be  in- 
jected into  the  veins,  even  though  the  patient  is  not  in  a  pulseless 
condition. 

I  have  never  seen  any  harm  result  from  transfusion,  except  a  little 
suppuration  in  the  wound  over  the  vein,  a  little  pyrexia  within  two  or 
three  days,  and  a  rapid  pulse.  The  latter  is  obviously  physiological, 
inasmuch  as  the  blood-corpuscles  are  so  diminished  in  number,  neces- 
sitating greater  velocity  in  order  to  accomplish  an  equal  amount  of 
work  in  a  given  time. 

I  am  sorry  that  my  spare  time  has  been  too  little  to  permit  me  to 
refer  to  the  work  of  others  on  this  subject.  I  have  recorded  here 
simply  my  own  experience.  I  have  not  touched  upon  the  question 
of  rectal  and  subcutaneous  injections,  which  are  both  interesting  and 
important,  but  I  think  they  are  only  useful  in  the  less  serious  cases. 
Neither  have  I  had  any  experience  in  adding  alcohol  in  any  form  to 
the  fluid  used. 

Case  I. — E.  L  ,  aged  twenty-nine,  married  five  years,  one 

child  three  years  of  age,  never  pregnant  since  ;  no  miscarriages. 
Periods  regular  to  the  day,  as  a  rule.  Last  period  five  weeks ;  a  few 
days  ago  began  to  have  pain  in  the  abdomen.  This  got  worse,  and 
Mr.  L.  Stokes  of  Eltham  was  called  in.  He  kept  her  in  bed  and  ap- 
plied hot  flannels  and  gave  a  sedative.  The  pain  increased  in  se- 
verity, and  the  patient  became  paler.  At  7  a.  m.  Mr.  Stokes  found 
her  blanched.  At  9  a.  m.  I  saw  the  lady  at  Lee  with  Mr.  Stokes,  and 
her  condition  was  so  serious  that  immediate  operation  was  decided 
upon.  Mr.  L.  Burroughs  kindly  gave  the  anaesthetic,  and  Mr.  L. 
Stokes  ably  assisted.  There  was  no  nurse,  and  we  three  had  to  man- 
age as  best  we  could.  The  abdomen  was  opened  and  was  found  to 
be  full  of  blood.  The  left  broad  ligament  was  immediately  clamped 
with  a  long  pair  of  clamp  forceps,  and  sponges  were  then  stuffed  into 
the  wound  in  order  that  transfusion  might  be  done,  the  patient  being 
quite  pulseless  and  apparently  moribund.  Having  begun  the  intra- 
venous injection,  I  handed  it  over  to  Mr.  Stokes,  who  went  on  with 
it  while  I  continued  the  operation.  The  abdominal  cavity  was 
cleared  of  blood  as  far  as  possible,  a  jugful  of  water  was  poured  into 
it  and  then  sponged  out,  the  left  ovary  and  tube  were  removed,  and 
the  broad  ligament  ligatured.  The  abdominal  wound  was  then  sewn 
up,  leaving  an  India-rubber  drainage-tube  at  the  lower  end. 

The  patient  had  then  ceased  to  breathe,  and  there  was  no  pulse  at 
the  wrist  ;  artificial  respiration  was  performed,  and  in  a  few  minutes 
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she  breathed  again.  The  bandages  were  now  found  to  be  saturated 
with  blood.  Fearing  fresh  haemorrhage,  the  abdomen  was  again 
opened,  and  a  lot  of  blood  cleared  out.  It  was,  however,  only  some 
blood  that  had  lodged  high  up  in  the  abdomen,  and  which  had  been 
driven  down  during  the  movements  of  the  artificial  respiration. 
When  she  was  sewn  up  again  and  carried  to  bed  the  case  seemed 
hopeless,  but  transfusion  was  persevered  with  until  quite  six  pints  in 
all  had  been  injected.  The  pulse  could  then  be  felt  feebly  at  the 
wrist,  and  to  make  the  story  short  she  got  well  without  a  bad  symp- 
tom, beyond  some  suppuration  along  the  track  of  the  drainage-tube. 
The  operation  was  performed  in  November,  189.?.  She  is  living  and 
well  at  the  present  time,  menstruating  regularly  without  pain  (Octo- 
ber, 1893).  I  examined  the  parts  removed,  and  pass  them  round  to- 
night. You  will  see  that  it  is  a  tubal  fcetation  which  ruptured  very 
early.  It  was  impossible  to  say  that  it  was  an  ovum  until  it  was  ex- 
amined microscopically,  but  under  the  microscope  the  villi  of  the 
chorion  are  unmistakable  ;  I  have  put  specimens  on  the  table  to- 
night. 

The  water  used  in  this  case  had  not  been  boiled.  Its  temperature 
was  guessed  at,  and  a  handful  of  salt  was  thrown  into  a  jugful  of  the 
water. 

Case  II. — On  the  evening  of  the  17th  of  February,  1893,  I  was 
asked  to  see  a  case  with  Drs.  Creed  and  Owen  in  West  Kensington. 
The  patient  was  aged  thirty-three,  married,  with  three  children, 
theyoungest  five  years  and  a  half  old.  She  was  generally  regular 
every  four  weeks,  lasting  two  days.  Her  last  period  was  at  the  end 
of  November,  1892.  Her  first  attack  of  pain  in  the  abdomen  was 
February  13th;  she  got  better  and  had  another  attack  on  the  16th, 
when  she  was  blanched.  She  became  more  blanched  on  the  17  th, 
and  a  consultation  was  held.  Ruptured  tubal  gestation  was  diag- 
nosed and  immediate  operation  was  advised.  The  patient's  sur- 
roundings were  unsatisfactory,  and  one  of  the  children  had  scarlet 
fever ;  she  was  therefore  brought  to  Guy's  in  a  brougham,  wrapped  in 
blankets.  On  arrival  at  Guy's  Hospital  at  1.30  a.  m.,  February  18th, 
everything  was  ready  for  operation,  and  the  patient  was  carried  from 
the  brougham  on  to  the  operating  table.  Ether  was  used  as  the 
anaesthetic,  and  very  little  sufficed  to  produce  anaesthesia.  Antisep- 
tic measures  were  adopted,  and  the  abdomen  was  opened  by  an  in- 
cision three  to  four  inches  long.  A  black  mass  was  seen  through  the 
peritonaeum  before  it  was  opened.  Its  cavity  contained  a  large 
quantity  of  dark  blood,  both  fluid  and  in  clots,  caused  by  the  burst- 
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ing  of  the  ovum  from  the  outer  part  of  the  right  Fallopian  tube. 
When  the  mass  was  raised  out  of  tne  pelvis,  the  sac  ruptured  and  the 
foetus  escaped.  The  pedicle  was  ligatured  and  the  parts  removed. 
The  abdomen  was  irrigated  thoroughly  with  hot  water,  and  the 
wound  was  sewn  up  with  silkworm-gut  sutures,  a  glass  drainage-tube 
being  left  in  Douglas'  pouch.  During  the  operation  the  patient  be- 
came pulseless,  and  hot  water  (io2c)  with  salt  (about  3j  to  Oj)  was 
injected  into  one  of  the  venae  comites  of  the  right  brachial.  The 
student  who  was  operating  tried  the  median  basilic  vein  first,  but  he 
cut  it  to  pieces,  and  so  a  fresh  incision  was  made  along  the  course  of 
the  brachial.  About  five  pints  were  injected  in  twenty  to  thirty 
minutes.  The  pulse  was  then  felt  distinctly  at  the  wrist,  beating  at 
the  rate  of  120  per  minute.  After  the  operation  the  patient  was 
carried  into  the  general  ward.  The  fluid  was  drawn  from  the  drain- 
age-tube every  half  hour  at  first.  Three  ounces  were  thus  with- 
drawn during  the  first  six  hours.  The  next  day,  about  twelve  hours 
after  the  operation,  milk  and  barley  water,  3  j  of  each  mixed,  were 
given  by  the  mouth  every  half  hour,  and  nutrient  enemata  every  two 
hours.  The  patient  made  a  good  recovery  ;  her  temperature,  how- 
ever, averaged  99.5°  the  first  three  days,  reaching  101°  on  the  fourth 
day,  and  103.40  on  the  eighth  day.  On  the  fourth  day  there  was 
some  vomiting  and  diarrhoea.  But  it  was  discovered  that  the  patient 
was  phthisical,  and  it  was  thought  this  might  have  something  to  do 
with  the  symptoms. 

The  sutures  from  the  two  wounds  in  the  arm  were  removed  on  the 
eighth  day. 

The  drainage-tube  was  kept  in  the  abdomen  until  the  fourteenth 
day  because  the  fluid  withdrawn  did  not  lose  its  red  color.  When 
the  glass  tube  was  withdrawn  an  India-rubber  drainage-tube  was  in- 
serted. This  was  gradually  shortened,  but  was  not  removed  com- 
pletely until  two  months  after  the  operation.  She  was  then  trans- 
ferred to  a  medical  ward  under  the  care  of  Dr.  Goodhart,  who 
treated  her  lung  trouble.  She  finally  left  the  hospital  and  went  to  a 
convalescent  home.  In  August,  six  months  after  the  operation,  she 
was  looking  and  feeling  much  better,  but  still  had  a  bad  cough  with 
muco-purulent  expectoration. 

Case  III.— On  the  26th  of  October,  1892,  I  was  asked  by  Dr. 
Roberts  of  Peckham  Rye  to  see  E.  S  ,  aged  twenty-eight ;  mar- 
ried six  years,  had  been  twice  pregnant,  one  resulting  in  a  miscarriage 
at  the  third  month,  and  the  other  in  a  premature  labor  at  the  seventh 
month.    This  was  nearly  five  years  ago. 
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The  patient  was  usually  regular,  but  had  seen  nothing  for  two 
months.  Two  weeks  ago,  while  walking  about  the  house,  she  felt  a 
violent  pain  in  the  stomach,  and  went  to  bed,  where  she  remained 
two  days.  A  week  later  she  was  doing  her  work  again  when  she  had 
a  second  attack  of  pain  with  vomiting;  she  also  passed  some  blood 
per  vaginam.  Poultices  were  applied  to  the  abdomen,  and  she  was 
kept  in  bed.  On  the  26th  of  October  she  got  out  of  bed  to  pass  water, 
when  she  became  faint  and  deathly  white.  V.  nen  I  saw  her  the  abdo- 
men was  slightly  distended,  very  tender,  and  an  indistinct  thrill  could 
be  felt.  Per  vaginam  an  indefinable  something  could  be  felt  through 
the  roof,  and  per  rectum  this  something  was  more  perceptible. 

Ruptured  tubal  gestation  was  diagnosed  and  immediate  operation 
was  recommended.  Suitable  surroundings  were  unattainable,  and 
the  patient  was  brought  to  Guy's  in  an  ambulance.  She  was  carried 
straight  to  the  operating  table  (2.30  a.  m.). 

The  abdomen  was  found  full  of  blood  coming  from  a  ruptured 
left  tubal  gestation.  The  parts  were  removed,  and  the  abdomen 
was  washed  out  with  hot  water  ;  much  difficulty  was  experienced 
in  getting  rid  of  pools  of  blood  lodged  among  the  coils  of  intes- 
tines. 

Before  the  operation  the  patient  became  quite  pulseless,  and  intra- 
venous injection  was  commenced  as  soon  as  the  pedicle  was  tied. 
Six  pints  of  saline  solution  (at  1020  F.)  were  injected  into  the  right 
median  basilic  vein.  The  pulse  could  be  felt  at  the  wrist  when  the 
operation  was  over.  Nutrient  enemata  consisting  of  brandy  3  jss., 
yolk  of  one  egg,  and  peptonized  milk  alternating  with  peptonized  beef 
tea  ad  3  v,  were  given  every  three  hours. 

A  glass  drainage-tube  was  used,  but  as  the  fluid  became  nearly 
clear,  the  tube  was  removed  on  the  fourth  day.  The  pulse  was  120 
after  the  operation,  and  for  a  day  or  two  the  temperature  was  as  high 
as  1010  F.  ;  on  the  fifth  day  it  was  10^. 8°.  The  abdominal  stitches 
were  removed  on  the  seventh  day.  The  arm  wound  suppurated  a 
little  and  it  was  dressed  with  boric  ointment.  The  patient  made  a 
good  recovery  and  left  the  hospital  on  the  24th  of  November,  four 
weeks  after  the  operation.  In  August,  1893,  she  was  in  good  health, 
and  I  failed  to  recognize  her  owing  to  the  color  in  her  cheeks. 

Case  IV. — A.  T  ,  aged  thirty-six  ;  eleventh  pregnancy  ;  said  to 

be  seven  months  pregnant ;  attended  in  the  Guy's  Hospital  Lying-in 
Charity  by  Mr.  R.  Hewlett  Hayes.  When  first  seen  the  patient  stated 
that  she  had  fainted  the  previous  day  while  defecating,  and  that  she 
had  been  in  pain  ever  since. 
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The  os  was  fairly  large,  but  the  membranes  were  not  ruptured. 
Later  they  burst,  and  liquor  amnii  escaped  and  then  gushes  of  blood. 
The  vertex  was  presenting.  Dr.  Horrocks  and  the  two  resident  as- 
sistants, Messrs.  Mason  and  Davies,  came  down,  and  under  an  anaes- 
thetic the  cervix  was  further  dilated  by  Champetier  de  Ribes  bag, 
podalic  version  was  performed,  and  a  dead  male  child  was  extracted. 
During  this  operation  the  patient  became  pulseless  at  the  wrist,  and 
injection  of  saline  fluid  was  begun  in  the  median  basilic  vein.  When 
six  pints  had  been  injected  there  was  a  distinct  though  weak  pulse  at 
the  wrist.  As  there  was  no  further  haemorrhage  and  the  uterus  was 
well  contracted,  Dr.  Horrocks  and  the  senior  assistant,  Mr.  Mason, 
left.  About  an  hour  and  a  half  later  the  patient's  pulse  again  became 
imperceptible  at  the  wrist.  The  median  basilic  vein  on  the  other  side 
was  opened  and  more  saline  solution  was  injected.  The  pulse  be- 
came perceptible,  but  was  only  very  feeble  and  soon  disappeared,  and 
the  patient  died. 

A  post-mortem  was  made  and  a  large  effusion  of  blood  in  the  left 
broad  ligament  was  found,  and  a  tear  in  the  cervix  uteri  extending 
upward  to  the  left  broad  ligament  There  was  no  blood  in  the  peri- 
tonaeum. 

Case  V. — J.  M  ,  aged  forty-four,  married  ;  nine  children  ;  ad- 
mitted into  Guy's  Hospital  August  2,  1892,  for  uterine  haemorrhage 
which  was  due  to  cancerous  growth  in  the  cervix  uteri. 

It  was  decided  to  remove  this  growth  by  means  of  the  galvanic 
cautery.  When  the  platinum  wire  was  fixed  round  the  cervix,  the 
man  in  charge  of  the  battery  turned  on  much  too  strong  a  current ; 
the  wire  became  white-hot,  and  rapidly  cut  through  the  inclosed  tis- 
sues. Severe  haemorrhage  was  the  result,  and  it  was  found  that  both 
broad  ligaments  were  opened,  the  pouch  of  Douglas  was  opened,  and 
the  base  of  the  bladder  was  damaged.  Some  of  the  large  bleeding 
vessels  were  caught  with  catch-forceps,  an  attempt  was  made  to  sew 
up  the  peritonaeum,  but  the  parts  simply  broke  away  and  made  the 
hole  larger.  Packing  with  long  strips  of  iodoform  gauze  was  there- 
fore resorted  to,  and  pressure  was  made  by  means  of  a  T-bandage. 
Th*e  patient  was  very  collapsed  afterward,  and  after  about  sixteen 
hours  the  pulse,  previously  very  weak,  became  imperceptible  at  the 
wrist.  Saline  solution  was  injected  into  the  right  median  basilic. 
Three  pints  three  ounces  were  injected.  The  pulse  was  then  dis- 
tinctly felt  at  the  wrist. 

In  two  days  the  temperature  was  101.20,  and  the  pulse  148.  On 
the  fourth  day  the  vaginal  plug  was  removed.    It  was  rather  foul. 
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The  vagina  was  gently  syringed  with  a  solution  of  boric  acid.  On 
the  twelfth  day  urine  flowed  from  a  large  vesico-vaginal  fistula. 

The  patient  recovered  from  the  operation  and  is  still  living  (Au- 
gust, 1893),  but  an  attempt  to  cure  the  vesico-vaginal  fistula  was  a 
failure,  and,  as  the  cancer  has  recurred  in  the  pelvis,  no  further  at- 
tempt will  be  made. 

Case  VI. — On  February  22,  1893,  I  saw  a  lady  with  Dr.  Hartt,  of 
Greenwich.  She  had  been  married  eleven  years  and  had  never  been 
pregnant.  She  had  missed  her  periods  for  two  and  a  half  months, 
having  been  previously  regular.  She  had  pain  in  the  abdomen  recur- 
ring now  and  then  and  causing  some  collapse. 

When  I  first  saw  her  she  was  pretty  comfortable,  but  the  abdomen 
was  slightly  tender,  slightly  distended,  and  per  vaginam  an  indefin- 
able mass  could  be  felt  through  the  vaginal  roof,  more  especially 
behind. 

Ruptured  tubal  gestation  was  diagnosed  and  abdominal  section 
was  recommended.  This  was  done  and  the  abdomen  was  found  full 
of  dark  blood,  fluid  and  in  clots,  and  a  two  and  a  half  months'  gesta- 
tion was  found  in  the  right  Fallopian  tube.  Unfortunately  the  anaes- 
thetist did  not  keep  her  fully  under,  and  the  spasm  of  the  recti  ab- 
dominis muscle  was  so  great  that  it  was  impossible  to  work.  The 
result  was  serious  haemorrhage  on  partially  separating  the  mass  from 
the  bottom  of  the  pelvis.  Ultimately  the  parts  were  removed,  the 
foetus  measuring  over  three  inches  in  length. 

The  nurse  on  counting  the  sponges  said  one  was  missing.  This 
was  hunted  for  a  long  time  but  it  was  not  found.  Injection  of  saline 
fluid  was  then  begun,  as  the  patient  had  become  pulseless  at  the 
wrist.  Mr.  A.  T.  Rake  kindly  did  this  for  me  in  a  very  able  manner. 
As  the  sponge  could  not  be  found,  an  extensive  and  careful  search 
was  made  everywhere  in  the  abdomen  ;  at  last  the  nurse  admitted 
that  she  was  in  error  and  the  sponges  were  all  right.  Six  pints  of 
saline  solution  were  injected  and  the  pulse  was  perceptible  at  the 
wrist.  The  patient  rallied  very  well,  but  showed  signs  of  peritonitis 
and  died  on  the  fourth  day.  A  post-mortem  revealed  suppurative 
peritonitis. 

Before  concluding,  I  would  like  to  mention  a  case  which  occurred 
in  the  spring  of  this  year. 

Case  VII. — I  was  asked  to  see  a  patient  in  Camberwell  with  Dr. 
Carre.  She  was  young,  and  had  not  been  married  very  long.  She 
had  been  ill  with  pain  and  collapse  before  coming  to  Camberwell, 
and  when  Dr.  Carre  saw  her  he  advised  a  consultation.    Her  hus- 
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band  declined,  but  the  next  day  she  was  in  such  an  alarming  state 
that  he  consented. 

On  arrival  we  found  her  blanched,  with  a  weak  rapid  pulse.  The 
abdomen  was  tender  and  rather  full.  On  vaginal  examination  the 
uterine  mobility  was  not  good,  and  the  pouch  of  Douglas  obviously 
contained  something  that  was  abnormal.  No  bimanual  examination 
was  possible.  I  suggested  abdominal  section,  but  the  husband  re- 
fused to  allow  her  to  be  touched  until  he  had  obtained  the  consent  of 
his  mother-in-law,  of  whom  he  seemed  to  be  in  dread.  We  left,  and 
a  few  hours  later  I  received  a  telegram  to  say  they  were  bringing  her 
to  Guy's.  I  had  everything  prepared,  and  she  was  carried  from  the 
brougham  on  to  the  operating  table,  but  she  expired  just  as  she  was 
laid  on  the  table.  Brandy  was  injected  subcutaneously,  artificial  res- 
piration was  tried,  and  then  my  assistant  opened  the  right  median 
basilic  vein  and  commenced  intravenous  injection  of  saline  fluid. 
There  was  absolutely  no  result  ;  after  a  few  pints  had  been  injected 
I  opened  the  abdomen,  which  was  full  of  blood,  and  removed  the 
specimen  of  ruptured  tubal  gestation,  which  I  show  to-night.  The 
injection  was  continued  until  six  pints  had  been  used. 

This  case  shows  not  only  the  danger  of  delay,  but  also  that  the 
heart  and  vessels  do  not  long  retain  their  power  of  carrying  on  the 
circulation  if  it  once  stops. 

It  will  be  seen  from  the  above  cases  that  the  patient  has  a 
much  better  chance  when  the  bleeding  vessels  can  be  secured  be- 
fore the  transfusion.  Hence,  it  does  not  offer  so  good  a  prospect 
in  cases  of  post-partum  haemorrhage  where  the  vessels  are  out  of 
reach  as  in  cases  of  cut  throat,  etc.,  where  the  bleeding  points  can  be 
clamped. 

The  fluid  used  in  transfusion  of  this  kind,  and  done  with  the  ob- 
ject of  raising  the  blood-pressure,  should  be  water.  The  addition  of 
salt  may  perhaps  be  useful,  but  it  is  not  essential.  When  it  can  be 
obtained  easily  it  is  best  to  boil  the  water,  and  then  to  cool  it  down 
by  placing  ice  or  cold  water  outside  the  containing  vessel  until  it 
reaches  390  C.  (=  102. 2°  F.).  It  cools  down  to  blood  heat,  37.70  C. 
(=  ioo°  F.),  as  it  passes  along  the  transfusion  apparatus.  If  at  hand 
common  salt  may  be  added  in  the  proportion  of  a  teaspoonful  to  the 
pint  of  water. 

The  amount  of  fluid  injected  varies  in  different  cases ;  the  object 
is  to  replace  the  blood  lost  by  an  equal  amount  of  fluid.  In  the  worst 
cases  six  pints  have  been  used,  but  in  less  severe  cases  two,  three,  four, 
or  five  pints  will  be  found  enough  ;  the  criterion  being  the  condition 
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of  the  radial  pulse,  which  will  be  felt  with  the  finger  beating  distinctly 
when  sufficient  fluid  has  been  injected. 

Last  year  I  showed  at  this  Society  a  simple  apparatus  for  effecting 
this  injection.  The  essential  parts  consist  of  a  cannula,  a  piece  of 
tubing  three  or  four  feet  long,  and  a  glass  funnel.  As  the  two  latter 
can  be  obtained  in  almost  any  house,  it  is  only  necessary  to  carry 
the  cannula  in  order  to  be  always  provided  potentially  with  an  appa- 
ratus. 

For  the  sake  of  those  who  may  not  have  seen  the  operation  done, 
I  will  describe  it. 

Operation. — Make  an  incision  about  one  inch  long,  and  expose  the 
median  basilic  or  any  other  vein  of  not  less  caliber.  In  some  cases  it 
is  found  useful  to  cause  filling  of  the  vein  by  tying  a  pocket  handker- 
chief or  bandage  round  the  arm.  With  a  needle  pass  a  silk,  or  gut, 
or  other  ligature,  under  the  vein,  cutting  it  so  as  to  leave  two  liga- 
tures. Draw  one  to  the  lower  angle  of  the  wound,  and  tie  it  round 
the  vein  by  a  double  knot,  cutting  the  ends  short.  With  the  dissect- 
ing forceps  pinch  up  the  vein  and  make  a  small  snick  in  it  with  scis- 
sors, taking  care  not  to  sever  the  vein  completely.  Introduce  the 
cannula  (silver  or  glass)  into  the  vein,  and  tie  it  in  by  means  of  (he 
upper  ligature,  leaving  the  ends  long.  The  blood  will  flow  down  the 
cannula,  and  when  it  is  full  the  rubber  tubing  previously  attached  to 
the  glass  funnel  and  filled  with  saline  solution  is  fixed  on  the  end. 
The  funnel  is  now  raised,  and  as  the  water  flows  it  is  replaced  by 
pouring  in  more  saline  solution  from  a  jug  held  close  to  the  rim  to 
avoid  the  causation  of  air  bubbles.  As  long  as  the  funnel  is  kept 
above  the  level  of  the  cannula,  air  bubbles  will  always  rise  to  the  sur- 
face and  escape.  Another  method  of  introduction,  and  one  recom- 
mended in  severe  cases,  is  to  fix  the  funnel  and  cannula  in  the  tubing, 
fill  the  apparatus  with  salt  solution  until  it  runs  out  warm,  and  then  to 
introduce  the  cannula  into  the  vein,  the  funnel  being  held  by  an  as- 
sistant slightly  higher  than  the  cannula,  so  as  to  keep  up  a  gentle  flow 
which  washes  away  the  oozing  blood,  and  insures  the  absence  of  all  air. 

The  speed  at  which  the  fluid  is  injected  can  be  regulated  by  rais- 
ing or  lowering  the  funnel.  In  most  cases  a  distance  of  about  three 
feet  is  sufficient,  and  the  flow  is  found  to  be  about  a  pint  every  four 
minutes. 

When  enough  has  been  injected,  remove  the  cannula  from  the  vein. 
Cut  the  latter  completely  across,  and  tie  the  upper  end  with  the  long 
ends  of  the  ligature.  Sew  up  the  wound  with  a  continuous  or  inter- 
rupted fine  silk  or  other  suture,  and  fix  a  clean  pad  with  a  bandage. 
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Summary. 

1.  Transfusion  of  blood  is  useless  and  probably  injurious. 

2.  Water  with  or  without  salt  should  always  be  used. 

3.  The  amount  injected  should  equal,  as  far  as  possible,  the  amount 
of  blood  lost. 

4.  Enough  fluid  should  be  injected  to  cause  the  pulse  to  be  per- 
ceptible at  the  wrist. 

5.  The  worst  cases  require  about  six  pints. 

6.  No  patient  should  be  allowed  to  die  from  severe  haemorrhage 
without  an  attempt  being  made  to  save  by  injection  of  a  copious  quan- 
tity of  fluid. 

7.  In  less  severe  forms  of  haemorrhage  where  the  patient  is  in  a 
low  condition,  though  not  pulseless,  intravenous  injection  of  several 
pints  (two  to  five)  of  saline  fluid  should  be  given,  to  avoid  secondary 
syncope. 

8.  In  the  more  moderate  cases  each  one  must  be  judged  on  its 
merits,  but  when  in  doubt  it  is  better  to  inject  ;  many  of  these,  how- 
ever, will  rally  by  copious  watery  injections  into  the  rectum,  or  by 
subcutaneous  injections  into  the  cellular  tissue  between  the  shoulders 
and  other  parts. 

For  those  who  wish  to  refer  to  the  literature  on  this  subject  I  would 
mention  the  following  : 

Kronecker  und  Sande  (Berliner  klin.  Wochen.,  December  29, 
1879). 

Mikulicz  (Wiener  Klinik,  i883-'84). 
Schwartz  (Medical  Times  and  Gazette,  1881). 
Jennings  (Transfusion,  1883). 
Herbert  Spencer  (Lancet,  June,  1892). 

Dr.  Routh  would  not  discuss  Dr.  Horrocks'  paper  directly,  but 
refer  to  some  points  arising  therefrom.  He  was  somewhat  surprised 
that  Dr.  Horrocks,  in  quoting  authorities  on  the  subject  of  transfusion, 
had  not  referred  to  a  committee  on  transfusion  appointed  during  the 
early  days  of  this  Society,  and  including  some  of  the  most  distin- 
guished obstetricians  of  the  day.  As  one  of  the  then  junior  members 
of  that  committee,  he  could  say  that  that  inquiry  was  very  exhaustive 
and  brought  out  some  most  interesting  results.  Among  others,  one  he 
remembered — viz.,  that  to  inject  a  potash  salt  proved  invariably  fatal. 
Dr.  Horrocks  had  spoken  of  saline  salts  to  be  injected — hence  it  was 
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essential  to  state  precisely  the  saline  employed,  both  as  to  quality  and 
quantity.  Then  Dr.  Horrocks  had  stated  that  the  transfusion  of  blood 
was  to  be  condemned.  Now  he,  Dr.  Routh,  years  ago  {Med.  Times, 
vol.  xx)  had  collected  every  case  of  transfusion  he  could  find  in  medi- 
cal works  (forty-eight)  in  which,  either  from  the  human  subjects  or 
animals,  it  had  been  tried,  and  speaking  from  memory,  except  when 
taken  from  the  lower  animals,  he  had  found  it  was  not  invariably  fatal, 
quantity  having  a  great  deal  to  do  with  the  result,  and  the  mortality 
being  only  i  in  8T/2.  Another  paper  had  been  read  on  transfusion  later 
on  before  the  Royal  Medical  and  Chirurgical  Society,  in  which  the 
subject  was  very  ably  discussed.  Then  Dr.  Horrocks  had  not  referred 
to  Sir  Benjamin  Richardson's  experiments  on  the  injection  of  warm 
water  into  the  veins  in  dogs  previously  copiously  bled.  If  he,  Dr. 
Routh,  remembered  rightly,  the  heat  of  the  water  so  transfused  was 
held  to  be  a  great  factor  in  the  experiments.  Moreover,  placing  ani- 
mals so  depleted  over  a  hot  substance,  even  a  dunghill,  led  to  their 
resuscitation.  Dr.  Routh  stated  he  also  remembered,  when  a  boy, 
reading  about  some  experiments  performed  at  New  York  almost  im- 
mediately after  execution  by  hanging.  In  these  hot  water  was  in- 
jected into  the  veins.  Thereupon  the  dead  man  got  up  and  attempted 
to  walk  and  to  strike  those  around  him,  then  fell  down  again.  This 
was  tried  two  or  three  times,  each  time  with  less  effect  on  the  body. 
Now,  Dr.  Routh  thought  it  was  a  pity  that  Dr.  Horrocks  should  have 
almost  limited  himself  to  quoting  foreigners  and  neglecting  the  Eng- 
lish authors. 

Dr.  Heywood  Smith  asked  why  Dr.  Horrocks  had  used  a  drain- 
age-tube in  the  three  cases  of  ectopic  gestation  when  he  had  done  ab- 
dominal section,  as,  the  source  of  bleeding  being  stopped,  no  further 
oozing  was  to  be  looked  for,  and  in  one  at  least  of  these  cases  the  re- 
covery seemed  to  have  been  retarded  by  the  use  of  the  tube.  Did  he 
consider  that  in  cases  where  the  haemorrhage  had  been  going  on  for 
some  time  the  clots  got  firmer,  and  therefore  more  difficult  to  dislodge 
at  the  time  of  the  operation  ? 

Dr.  Herbert  Spencer  drew  attention  to  a  paper  he  had  pub- 
lished in  the  Lancet  for  June  n  and  18,  1892,  upon  the  subject  of  intra- 
venous injection  of  normal  salt  solution  for  the  grave  haemorrhages  of 
midwifery.  His  first  case  occurred  on  April  24,  1888,  and  it  was,  as 
far  as  he  knew,  the  first  successful  one.  He  thought  the  injection- 
bottle  described  in  that  paper  or  some  similar  apparatus  was  the  best 
for  the  purpose  of  introducing  the  fluid.  In  the  absence  of  this  bot- 
tle, which  he  thought  should  be  always  used  in  public  institutions,  an 
23 
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excellent  substitute  could  be  made  with  a  jug  or  bottle  and  a  piece  of 
India-rubber  tubing  held  in  the  jug  by  a  clip  [which  he  exhibited]. 
He  always  carried  these  in  his  midwifery  bag,  and  had  used  them  for 
several  years  for  vaginal  douching;  all  that  it  was  necessary  to  carry 
in  addition  was  a  cannula.  He  cordially  agreed  with  Dr.  Horrocks 
in  recommending  that  no  patient  should  be  allowed  to  die  of  haemor- 
rhage without  saline  transfusion  having  been  performed.  He  was 
glad  to  hear  that  Dr.  Horrocks  withdrew  the  claim  of  originality  for 
Dr.  Wooldridge.  He  thought  it  was  better  to  pass  three  ligatures 
under  the  vein  as  described  in  his  own  paper,  and  to  fix  the  arm  on  a 
back-splint,  which  prevented  suppuration.  The  rate  of  injection 
given  by  Dr.  Horrocks  was  in  his  opinion  much  too  rapid  ;  he  (Dr. 
Spencer)  had  seen  venous  pulsation  from  overdistention  of  the  heart 
occur  when  the  fluid  was  injected  at  about  one  third  the  rate  given 
by  Dr.  Horrocks.  He  would  like  to  know  on  what  physiologist's  au- 
thority Dr.  Horrocks  advocated  plain  water  for  injection.  He  (Dr. 
Spencer)  used  normal  salt  solution.  He  would  not  himself  use  "  a 
handful  of  salt  to  a  jugful  of  water."  [He  showed  some  sterilized 
sealed  glass  tubes  which  he  had  had  made  ;  they  contained  two 
drachms  of  sodium  chloride  in  solution,  and  could  always  be  carried 
in  a  bag.  They  obviated  the  difficulty  of  weighing  the  salt  in  an 
emergency  and  prevented  the  introduction  of  dirt.]  The  disadvan- 
tage of  the  funnel  used  by  Dr.  Horrocks  was  that  it  required  a  skilled 
assistant  to  hold  and  fill  it  ;  with  the  bottle  (which  could  be  improvised 
as  already  described)  this  was  unnecessary.  He  thought  the  fluid 
should  be  injected  at  about  the  temperature  of  the  body  ;  too  cold 
water  was  known  experimentally  to  produce  fatal  syncope,  and  prob- 
ably a  too  hot  solution  would  have  a  similar  effect.  He  asked  if  Dr. 
Horrocks  had  made  investigations  as  to  the  presence  of  hasmoglobi- 
nuria  after  the  injection.  Such  observations  had  been  made  in  some 
of  his  own  cases  with  a  negative  result ;  but  personally  he  had  not 
found  it  necessary  to  inject  more  than  three  to  four  pints,  and  usually 
two  were  sufficient.  There  was  always  the  difficulty  in  estimating 
the  value  of  a  remedial  agent  such  as  saline  transfusion  that  the 
patient  might  have  recovered  without  it.  Information  as  to  the 
frequency  with  which  it  was  resorted  to  might  be  obtained  from 
large  maternities  if  all  cases  which  died  of  haemorrhage  or  with  haem- 
orrhage were  published,  as  in  the  paper  to  which  he  had  alluded 
above. 

The  President  agreed  with  Dr.  Horrocks  that  the  transfusion  of 
blood  was  dangerous  and  ineffective.    He  thought  that  this  paper 
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would  be  of  great  use  in  making  more  widely  known  the  use  of  saline 
intravenous  injections.  Its  value  as  a  means  of  saving  the  life  of  pa- 
tients apparently  dying  from  haemorrhage  had  by  this  time  been  fully 
demonstrated  ;  as  to  this,  the  question  had  passed  the  experimental 
stage.  A  case  had  been  published  by  Mr.  W.  Coates  {Lancet,  1882) 
in  which  water  was  injected  into  a  vein,  with  a  good  result.  The  in- 
jection into  human  veins  of  blood  from  the  lower  animals,  or  of  milk, 
as  had  been  long  ago  proposed  and  practiced,  he  thought  should,  in 
the  light  of  the  papers  by  Dr.  Horrocks  and  others,  be  absolutely  re- 
jected. If  the  intravenous  injection  of  water  or  saline  solution  was 
to  be  of  extended  practical  use,  the  method  must  be  simple  and  easy  ; 
for  cases  requiring  it  often  occurred  when  the  doctor  in  attendance 
had  no  good  assistance,  had  not  all  the  instruments  that  could  be 
wished  by  him,  perhaps  was  inexperienced  in  the  use  of  the  remedy, 
and  yet  had  to  use  it  quickly  if  at  all.  If  great  nicety  in  every  detail 
was  essential  to  success,  the  remedy  could  not  be  used  in  such  circum- 
stances. Although  careful  measurement  of  the  strength  of  the  saline 
solution  was  desirable,  he  did  not  think  it  absolutely  necessary.  A  tea- 
spoonful  of  salt  in  a  pint  of  water  was  quite  near  enough.  Nor  was  it 
necessary  to  have  the  solution  of  the  exact  temperature  of  the  body. 
He  should  not  think  it  safe  to  inject  very  hot  or  very  cold  fluid,  and 
he  should  think  the  injection  of  too  hot  water  more  dangerous  than 
injecting  it  too  cold  ;  but  so  long  as  the  temperature  was  between  900 
and  ioo°,  or  even  8o°  and  ioo°,  he  did  not  think  it  mattered  much 
what  the  precise  heat  of  the  water  was.  It  was,  no  doubt,  desirable 
that  the  water  should  be  sterilized.  But  the  chances  were  in  his  opin- 
ion millions  to  one  against  clean  water  from  the  tap  containing  germs 
which  the  leucocytes  could  not  devour.  Exact  measurement  of  tem- 
perature, strength  of  solution,  and  quantity  and  sterilization  were 
good  things,  but  if  exactness  were  insisted  on  as  always  essential,  the 
utility  of  this  mode  of  treatment  would  be  restricted. 

Dr.  Lewers  said  reference  had  been  made  to  the  use  of  a  drain- 
age-tube after  operation  in  cases  of  extra-uterine  gestation  where  a 
large  quantity  of  blood  had  been  effused  into  the  peritoneal  cavity, 
and  the  opinion  expressed  that  the  use  of  the  tube  had  in  one  case 
retarded  convalescence.  He  had  operated  on  a  case  where  there  was 
a  very  large  accumulation  of  blood  in  the  peritonaeum.  After  very 
thorough  washing,  he  closed  the  wound.  About  ten  days  after,  the 
lower  angle  of  the  wound  spontaneously  reopened,  and  a  considerable 
quantity  of  sero-purulent  fluid  escaped.  Ultimately  the  patient  made 
a  complete  recovery  ;  but  his  own  belief  was  that  convalescence  would 
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have  been  much  more  rapid  if  a  drainage-tube  had  been  used  in  the 
first  instance. 

Dr.  Hayes  said  they  had  learned  that  a  large  quantity  of  water — 
not  necessarily  saline — not,  indeed,  prepared  in  any  manner  except 
by  moderate  heating,  could  be  injected  in  a  rough-and-ready  way 
into  the  veins  of  patients  dangerously  collapsed,  not  only  without 
harm  but  apparently  with  benefit.  But  the  evidence  to  his  mind 
was  far  from  conclusive  of  the  point  that  this  injection  had  saved 
their  lives.  He  thought  most  of  the  cases  were  suffering  from  the 
effects  of  shock,  and  it  was  well  known  that  recovery  under  such  cir- 
cumstances in  desperate  conditions  took  place  without  recourse  to 
transfusion. 

Dr.  Horrocks,  in  reply,  regretted  that  his  spars  time  had  not  per- 
mitted him  to  refer  to  all  those  who  had  worked  at  the  subject  in  the 
past.  But,  as  a  matter  of  fact,  whatever  had  been  done,  it  was 
abundantly  clear  that  for  some  reason  or  another  conviction  had  not 
been  carried  into  the  minds  of  the  profession,  inasmuch  as  the  text- 
books, which  reflected  current  opinions  and  practice,  still  recom- 
mended the  transfusion  of  blood  in  cases  of  severe  haemorrhage.  He 
believed  this  was  due  to  the  fact  that  the  advocates  of  saline  injection 
had  made  the  fatal  mistake,  from  fear  or  other  reason,  of  injecting 
only  a  few  ounces,  and  as  the  present  paper  was  based  upon  an  en- 
tirely different  principle,  he  had  not  thought  it  necessary  to  refer  to 
those  who  had  worked  at  the  subject  in  bygone  years.  At  the  same 
time  he  had  referred  to  five  comparatively  recent  writers  of  whom  two 
were  English.  The  objections  which  Dr.  Herbert  Spencer  had  raised 
to  his  (Dr.  Horrocks')  transfusion  apparatus,  exhibited  at  this  Society 
last  year,  were  purely  theoretical,  and  were  found  not  to  exist  in 
practice.  Moreover,  it  was  evident  that  Dr.  Spencer  had  been  con- 
vinced of  this  by  recommending  a  jug,  clip,  tube,  and  cannula.  The 
advantage  Dr.  Horrocks  claimed  for  his  own  apparatus  was,  as  he  had 
shown  last  year,  that  all  that  was  necessary  to  be  provided  poten- 
tially with  an  apparatus  that  had  been  proved  to  be  practically  effect- 
ive, was  a  cannula  to  fit  into  the  media."  basilic  or  some  similar- 
sized  vein.  Hence  he  always  carried  a  silver  one  in  his  purse,  and 
it  could  be  made  aseptic  by  being  placed  in  boiling  water  before  use. 
He  quite  agreed  with  Dr.  Spencer  that  when  possible  the  operation 
should  be  performed  with  every  precaution  and  in  the  best  possible 
way,  but  when  that  was  unattainable  then  one  ought  to  do  the  best 
one  could  and  not  waste  valuable  time  in  trying  to  attain  that  which 
was  really  not  essential.    Hence,  in  the  case  where  a  handful  of  salt 
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was  thrown  into  a  jugful  of  water  the  patient  was  as  nearly  dead  as  any 
patient  he  had  ever  seen,  and  yet  she  recovered.  Moreover,  he  did  not 
think  the  salt  was  necessary,  and  he  should  not  hesitate  to  inject  water 
alone  if  there  was  no  salt  obtainable.  His  authority  for  making 
this  statement  was  that  of  the  late  Dr.  Wooldridge,  and  he  was 
glad  to  hear  from  the  President  that  this  had  been  actually  carried 
out  quite  successfully  at  the  London  Hospital.  At  the  same  time  he 
preferred  to  put  a  little  salt  into  the  water,  merely  to  make  its  specific 
gravity  approximate  to  that  of  the  blood,  in  order  not  to  damage  the 
corpuscles  in  any  way  by  osmosis.  At  the  same  time  he  should  not 
allow  a  patient  to  die  for  want  of  transfusion  if  there  were  no  salt  to 
be  had.  In  regard  to  the  temperature  of  the  fluid  he  had  always  used 
a  temperature  of  about  102. 2°  F.,  and  he  allowed  the  water  to  run 
through  the  apparatus  until  it  came  out  warm.  In  this  way  it  was 
about  or  a  little  over  blood  heat  as  it  entered  the  circulation.  With 
regard  to  the  speed  at  which  the  fluid  was  injected  he  entirely  disa- 
greed with  Dr.  Spencer  and  the  physiologists  whom  he  quoted.  As  a 
matter  of  fact  the  circulation  of  the  blood  itself  was  so  rapid,  travel- 
ing as  it  did  from  the  left  ventricle  round  through  the  systemic  system 
and  pulmonary  system  back  again  to  the  left  ventricle  in  considerably 
less  than  a  minute,  that  even  allowing  for  the  probable  slowing  of  the 
circulation  in  these  desperate  cases,  he  did  not  think  to  inject  a  pint 
in  four  minutes  was  too  fast.  In  fact,  considering  this  had  been  done 
with  impunity  it  could  not  be  considered  a  matter  of  opinion,  and  it 
was  important  to  restore  the  flagging,  underfilled  heart  as  speedily  as 
possible.  The  fluid  was  measured  in  a  pint-glass  measure  in  the  hos- 
pital cases,  it  was  measured  in  the  rest  roughly  with  a  pint  jug.  He 
had  never  noticed  pulsations  in  the  veins  nor  had  he  looked  for  heemo- 
globinuria,  but  in  none  of  the  cases  had  the  urine  been  red.  He  had 
never  tried  three  ligatures  around  the  vein,  as  two  were  found  to  be 
all  that  were  required.  He  had  begun  working  at  this  subject  with 
the  late  Dr.  Wooldridge  in  1885,  and  the  first  case  published  was  the 
outcome  of  this  work,  by  Mr.  Lane  in  1891.  It  was  after  the  publi- 
cation of  this  case  that  he  heard  that  Dr.  Spencer  had  been  working 
at  the  same  subject  independently.  He  was  sorry  Dr.  Wooldridge 
was  no  longer  alive,  as  he  would  have  been  able  to  throw  considerable 
light  on  the  subject.  He  did  not  quite  see  what  Dr.  Spencer  meant 
by  recommending  the  publication  of  those  cases  of  haemorrhage  in 
which  transfusion  had  not  been  tried.  As  a  matter  of  fact  in  the 
Guy's  Lying-in  Charity  these  cases  had  been  published  for  many 
years  by  Dr.  Braxton  Hicks,  Dr.  Galabin,  and  himself.    If  Dr.  Spen- 
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cer  would  refer  to  the  Guy's  Hospital  Reports,  he  would  find  all  these 
cases  given.    Of  course  it  was  a  difficult  matter  to  say  that  a  patient 
would  have  died  but  for  the  transfusion,  but  he  thought  that  when 
there  was  no  pulse  at  the  wrist,  the  likelihood  of  a  fatal  issue  from 
cardiac  failure  was  considerable.    At  the  same  time  it  was  obvious 
that  unless  the  bleeding  vessels  could  be  secured,  the  injection  would 
not  be  so  satisfactory.    Hence  the  comparative  failure  in  serious  post- 
partum haemorrhage.    Dr.  Hayes  was  not  prepared  altogether  to  be- 
lieve that  the  cases  related  had  been  saved  by  transfusion,  but  had  he 
himself  seen  those  cases  he  would  have  probably  thought,  as  did  the 
medical  attendants,  that  they  were  quite  beyond  all  hope.    In  Case  I, 
Drs.  Stokes  and  Burroughs  thought  the  patient  was  actually  dead, 
and  they  watched  with  vivid  interest  the  effect  of  rapid  and  steady 
injection  of  fluid.    The  cases  that  were  taken  to  the  Hospital  had  no 
doubt  to  run  the  risk  of  the  delay  and  the  inconvenience  of  removal, 
but  in  one  case  there  was  scarlet  fever  in  the  house,  in  another  the 
surroundings  were  equally  bad,  and  in  the  case  that  died  on  arrival 
the  husband  refused  to  allow  the  operation  until  his  mother-in-law's 
consent  had  been  obtained.    No  doubt  in  such  severe  cases  it  would 
be  better  to  operate  at  once  without  waiting  for  removal  to  the  hos- 
pital, but  at  the  same  time  the  question  of  surroundings,  convenience, 
and  help,  had  to  be  considered.    He  thought  that  the  question  of 
shock  was  important.    So  far  as  he  knew,  there  was  less  likelihood  of 
injection  of  fluid  doing  permanent  good  where  the  collapse  was  due 
to  shock  rather  than  to  haemorrhage.    In  reply  to  Dr.  Lewers  and  Dr. 
Heywood  Smith,  he  said  that  a  drainage-tube  had  been  used  because 
it  was  his  practice  to  use  a  drainage-tube  when  it  was  necessary  to 
flush  the  peritoneal  cavity  with  water,  and  where  there  were  adhesions 
to  break  down.    In  reply  to  the  last  speaker  he  said  the  size  of  the 
India-rubber  tubing  had  no  importance  whatever  so  long  as  its  lumen 
was  larger  than  the  narrowest  part  of  the  apparatus,  which  was  the 
nozzle  of  the  cannula;  because,  by  the  law  of  hydrostatic  pressure, 
the  rate  of  flow  would  depend  upon  the  weight  of  a  column  of  water 
having  this,  the  narrowest  part,  as  its  sectional  area,  and  having  for 
its  height  the  vertical  distance  between  the  end  of  the  nozzle  and  the 
surface  of  the  water  in  the  funnel.    In  conclusion,  he  wished  to  em- 
phasize the  importance  of  quantity  of  fluid  to  be  injected.    A  few 
ounces  were  of  no  avail.    In  the  most  serious  cases  six  pints  were 
needed.    Again,  he  thought  that  at  least  some  of  those  cases  of  oper- 
ation where  much  blood  was  lost,  and  which  died  some  hours  after- 
ward, would  be  saved  by  a  timely  intravenous  injection  of  saline  fluid  ; 
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that  is,  if  at  the  end  of  an  operation  a  patient  were  found  to  be  dan- 
gerously blanched,  even  though  not  pulseless  at  the  wrist,  he  advo- 
cated an  intravenous  injection  of  fluid,  varying  from  two  to  five  pints 
according  to  the  case  ;  in  this  way  secondary  syncope  might  be 
avoided. 


ABSTRACTS. 

THE  MECHANICS  OF  PERINEORRHAPHY* 
By  E.  C.  Dudley,  A.  M.,  M.  D., 

Professor  of  Gynaecology,  Northwestern  University  Medical  School,  Gynaecologist  to  St. 
Luke's  Hospital,  Chicago. 

A  number  of  years  ago  I  was  called  to  make  immediate  repair  of 
an  incomplete  though  extensive  rupture  of  the  perinagum.  I  then  had 
the  commonly  received  notion  that  such  a  rupture  was  usually  a  split- 
ting apart  of  the  perineal  body  into  two  lateral  fragments  which  at 
once  retracted  to  the  corresponding  sides. 

Accordingly  I  introduced  sutures  from  side  to  side  in  a  way  to 
reunite  the  lateral  fragments  by  a  line  of  union  which  should  extend 
to  the  median  line  from  the  cutaneous  to  the  vaginal  side  of  the  peri- 
neal body.  Upon  completion  of  this  procedure  I  was  amazed  to  find 
the  vulva  so  nearly  closed  that  the  index  finger  could  only  with  diffi- 
culty be  introduced  into  the  vagina. 

The  absurdity  was  more  apparent  than  the  explanation.  The 
lacerated  surfaces  had  not  been  properly  brought  together.  But 
why  ?  Upon  removal  of  the  sutures  the  torn  surfaces  were  again  ex- 
posed. A  study  of  the  injury  was  then  made  by  hooking  together 
opposite  sides  of  the  torn  surfaces  with  tenacula  in  different  direc- 
tions. The  result  of  these  experimental  approximations  demonstrated 
the  direction  and  character  of  the  rent. 

The  four  figures  under  Group  I,  explain  the  nature  of  this  lesion 
and  the  operation  of  repair.  Fig.  1  shows  the  margins  of  the  wound 
before  approximation.  Fig.  2  shows  the  approximation,  the  correct- 
ness of  which  was  demonstrated  by  the  fact  that  all  the  little  ir- 


*  Condensed  from  lectures  upon  laceration  of  the  perinreum  delivered  at  the 
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view, April,  1894. 
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regularities  accurately  fitted  into  one  another,  and  that  the  nor- 
mal integrity  of  the  vaginal  outlet  was  restored.  Fig.  3  shows  the 
sutures  in  position  but  not  tied.    Fig.  4  shows  the  lines  of  union  and 


the  sutures  tied.  The  line  a  be,  Fig.  4,  represents  the  line  of  tear  ex- 
tending from  side  to  side  across  the  vaginal  outlet  inside  the  vulva  ; 
the  point  b  is  situated  in  the  median  line  ;  points  a  and  c  represent 
the  extremities  of  the  vaginal  portion  of  the  rupture  which  extended 
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high  up  across  the  lateral  walls  of  the  vaginal  outlet  in  a  direction 
parallel  to  the  sides  of  the  vulva.  The  arrowheads  show  the  direc- 
tions in  which  the  fragments  retracted  after  the  rupture  until  the  ex- 
posed surfaces  assumed  the  shape  shown  in  Fig.  r. 

The  explanation  of  the  closure  of  the  vulva  by  the  first  procedure 
is  now  clear.  It  was  the  result  of  a  line  of  union  made  at  right  angles 
to  the  actual  line  of  tear  ;  that  is,  the  vaginal  portion  of  the  rupture 
had  been  from  side  to  side  or  in  the  transverse  direction  ;  it  was 
closed  as  if  it  had  been  a  longitudinal  instead  of  a  transverse  tear. 
This  would  necessarily  close  the  vulva  on  either  side  to  a  point  as 
high  as  the  injury  extended.* 

In  order  to  explain  clearly  the  mechanism  of  the  rupture  shown  in 
Group  I,  your  attention  is  called  to  another  form  of  rupture,  known 
as  complete,  central  rupture  of  the  perinaeum ;  that  is,  a  rupture  in 
which  the  child  is  produced  not  through  the  vulva,  but  through  a 
perforation  extending  from  the  vaginal  side  of  the  perineal  body, 
directly  through  the  perineal  body  to  its  cutaneous  side  where  the 
birth  is  completed  between  the  vulva  and  the  anus.  This  complete, 
central  rupture  of  the  perinaeum  takes  place  in  the  transverse,  not  in 
the  longitudinal  direction.  Its  transverse  direction  is  determined  by 
the  general  arrangement  of  the  muscles  and  fascia  surrounding  the 
vulva,  whose  fibers  run  for  the  most  part  in  that  direction  and  are 
more  readily  separated  than  torn  asunder. 

The  vast  majority  of  ruptures  commences  as  in  the  case  of  com- 
plete central  rupture,  following  the  direction  of  least  resistance — that 
is,  transversely,  and  continues  until  considerable  progress  has  been 
made  in  the  separation  of  the  perineal  structures  into  anterior  and 


*  At  the  meeting  of  the  American  Medical  Association  in  June,  1883,  I  described 
the  transverse  laceration  of  the  perinaeum  and  its  operative  treatment.  The  paper 
was  published  in  the  Transactions  of  the  association  of  that  year.  This  paper  had 
reference  only  to  the  fresh  laceration  and  the  immediate  operation.  In  the  first 
edition  of  Emmet's  Principles  and  Practice  of  Gynecology  which  appeared  about  six 
months  later,  that  author  gave  to  the  profession  the  epoch-making  operation  on  the 
vaginal  outlet  which  has  since  been  known  by  his  name.  Emmet's  observations  had 
special  reference  to  the  secondary  ope:ation,  and  were  made  without  knowledge  of 
my  studies  upon  the  fresh  laceration,  as  mine  were  made  without  knowledge  of  his 
work  in  the  secondary  operation.  It  is  great  credit  to  Emmet  to  have  given  to 
the  profession  a  secondary  operation  which  brings  the  posterior  vaginal  wall  up 
against  the  anterior  more  perfectly  than  any  other,  but  which,  as  we  shall  soon  ob- 
serve, is  not  one  of  universal  application.  Besides  there  are  some  matters  of  tech- 
nique soon  to  be  described  which  add  greatly  to  the  result  in  bringing  the  perineum 
up  to  the  pubes. 
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posterior  fragments  (line  a  b  c,  Fig.  4).  Then,  instead  of  continuing 
to  the  completion  of  the  central  rupture,  and  the  perforation  of  the 


perineal  body,  the  expulsive  forces  are  more  and  more  opposed  by 
the  strength  of  the  deeper  perineal  structures,  the  direction  of  least 
resistance  changes  to  the  longitudinal,  with  a  corresponding  change 
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in  the  direction  of  the  rupture  which  now  takes  the  longitudinal  direc- 
tion shown  in  line  b  f,  Fig.  4.  Again,  notice  the  result  of  the  retrac- 
tion of  the  three  torn  fragments  as  shown  by  the  arrowheads  in  Fig. 
4,  a  retraction  which  makes  the  irregular  torn  surface  of  Fig.  r.  The 
exposed  surface  of  Fig.  r,  being  partially  intra- vaginal,  often  requires 
for  its  demonstration  the  sides  of  the  vulva  to  be  separated,  or  the 
perineum  to  be  lifted  forward  by  the  index  and  middle  finger  in  the 
rectum. 

The  figures  in  Group  I  represent  a  typical  perineal  laceration ;  the 
other  three  groups  show  various  modifications  of  this  type.  In  all  of 
these  four  groups,  Fig.  r  represents  the  exposed,  torn  surfaces  of  the 
bruised  and  distorted  vaginal  outlet,  which  approximate  in  each  in- 
stance a  polygon  or  a  circle  bounded  by  a  broken  outline.  It  is  an 
interesting  fact  that  the  description  of  any  one  of  these  torn  surfaces 
without  change  will  apply  equally  well  to  any  other — that  is,  when 
the  labia  are  separated,  the  outline  of  the  torn  surfaces  does  not 
necessarily  give  a  definite  idea  of  the  direction  of  the  rent.  For  ex- 
ample, the  rent  may  be  antero-posterior,  and  the  two  lateral  frag- 
ments may  have  retracted  to  their  corresponding  sides,  making  the 
outline  of  the  laceration  as  shown  in  Group  IV,  Fig.  1  ;  or  the  rent 
may  have  occurred  transversely  and  the  torn  fragments  may  have  re- 
tracted, the  one  toward  the  vaginal  outlet  and  the  other  toward  the 
upper  end  of  the  vagina,  leaving  a  similar  torn  surface,  the  outlines 
of  which  are  shown  in  Group  III,  Fig.  1.  This' indefiniteness  in  the 
shape  of  the  outlines  of  the  exposed  surfaces  in  the  four  groups  is  not 
only  consequent  upon  the  retraction  of  the  torn  fragments,  but  it  is 
also  caused  by  the  loos^,  flabby,  contused,  rasped  condition  of  the 
vaginal  outlet — a  condition  common  at  the  end  of  parturition. 

I  now  desire  to  impress  upon  you  a  most  important  and  a  most 
serious  lesson  :  Never  attempt  to  close  a  perinaeum  primarily  or  sec- 
ondarily until  you  have  fully  and  clearly  demonstrated  the  direction  or 
directions  of  the  laceration. 

Notice  Fig.  4  in  each  of  the  four  groups.  In  Group  I  the  lines  of 
the  tear  correspond  approximately  to  the  shape  of  the  letter  Y-  The 
upper  part  of  the  letter  describes  the  transverse,  vaginal  portion  of 
the  tear  ;  the  staff  describes  the  longitudinal,  vulvo-vaginal  portion. 
We  really  have  three  distinct  lines  of  rupture  ;  one  shown  by  the  line 
a  b,  another  by  the  line  b  e,  and  the  third  by  the  line  b  f.  Lines  b  c 
and  b  f  oi  this  figure  describe  the  rupture  of  Group  II.  In  Group  II, 
the  vaginal  portion  of  the  rupture  runs  diagonally  to  the  patient's 
left.    A  precisely  similar  condition  would  be  that  in  which  the  vaginal 
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portion  of  the  rupture  should  run  diagonally  to  the  patient's  right  ;  so 
that  we  may  have  in  addition  to  Group  II  in  which  the  laceration  is 
left-lateral,  a  precisely  similar  injury  in  which  it  would  be  right-lateral. 
Lines  a  b  and  b  c,  Group  I,  describe  the  rupture  of  Group  III  ;  line 
/' /,  Group  I,  describes  the  rupture  of  Group  IV. 

Therefore  you  will  find  in  the  study  of  individual  cases,  by  ap- 
proximating the  margins  of  the  tear  with  tenacula,  that  the  injury 
may  correspond  to  any  one  or  to  all  of  the  lines  in  Group  I  or  to  any 
combination  of  them.  It  may  further  show  any  variation  in  the 
length  or  regularity  of  these  lines.  It  is  a  cardinal  principle  that,  be 
they  ever  so  variable  in  length  and  regularity,  you  can  always  refer 
them  to  the  typical  lines  as  shown  in  Fig.  4,  Group  I. 

The  letters  which  have  been  used  to  designate  the  different  points 
in  each  cut,  have  for  purposes  of  convenience  been  made  to  corre- 
spond one  for  all.  For  example,  point  b  in  Fig.  3,  Group  IV,  occu- 
pies the  same  relative  position  as  point  b  in  every  other  cut. 

It  is  important  to  appreciate  the  mechanism  of  the  injury  as  indi- 
cated by  the  arrowheads  in  Fig.  4  of  each  group.  They  show  the 
direction  in  which  the  torn  fragments  retract  to  make  the  broken  out- 
line indicated  by  Fig.  1  of  each  group. 

In  the  primary  operation  it  is  sometimes  necessary  to  trim  off  the 
ragged  edges  of  the  wound  before  introducing  the  sutures.  The  sec- 
ondary operation  is  substantially  like  the  primary  except  that  before 
adjusting  the  sutures,  the  surfaces  must  be  properly  denuded.  Cor- 
rect denudation  is  essential  and  this  is  possible  only  when  the  lines  of 
rupture  are  known.  When  healing  has  been  by  granulation  after  an 
unsuccessful  primary  operation,  or  after  no  operation  at  all,  the  cica- 
tricial lines  will  furnish  a  useful,  though  not  always  reliable,  guide  to 
the  directions  of  the  original  tear. 

The  most  reliable  guide  to  the  surfaces  which  ought  to  be  united 
is  furnished  as  in  the  primary  operation,  by  means  of  tenacula,  the 
use  of  which  may  be  explained  as  follows  :  When  labor  has  not  re- 
sulted in  laceration,  the  vaginal  outlet  will  be  surrounded  by  the  re- 
mains of  the  hymen  which  separates  the  vulva  from  the  vagina ;  that 
is,  by  the  carunculaa  myrtiformes.  These  consist  of  numerous  small 
protuberances  situated  near  together,  and  surround  the  vulva  as  it 
were  like  a  string  of  beads.  They  almost  constitute  an  annular 
hymen. 

This  circular  line  of  carunculas  myrtiformes,  in  case  of  laceration, 
is  broken  in  its  lowest  part  at  a  point  corresponding  to  the  fossa  na- 
vicularis  ;  that  is,  in  the  part  toward  the  posterior  commissure  of  the 
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vulva.  When  this  separation  occurs,  the  caruncle  on  either  side  of 
the  rupture  is  retracted  to  the  corresponding  side  of  the  vaginal 
outlet.  In  the  typical  case,  these  two  lowest  caruncles  will  corre- 
spond to  points  d  and  e  in  the  figures  of  Group  I.  They  are  also 
shown  in  the  corresponding  points  of  Groups  II  and  IV,  Group 
III  being  a  transverse  laceration  does  not  involve  the  caruncles. 
These  two  lowest  caruncles,  on  being  approximated  by  the  tenac- 
ula,  show  the  surfaces  to  be  united  in  the  external  parts  of  the 
rupture. 

Then  find  some  point  near  the  center  of  the  upper  fragment,  point 
b  (if  a  rectocele  has  formed  this  will  be  its  crest),  and  while  the  two 
caruncles  d  and  e  are  being  held  together,  let  point  b  be  drawn  into 
coincidence  with  points  d  and  e.  Then  will  the  points  b,  d  and  e  come 
together  and  form  one  and  the  same  point.  The  coincidence  of  these 
three  points  will  show  the  surfaces  which  should  be  united  upon  them- 
selves.   (See  diagrams.) 

Remove  the  tenacula  at  a,  c  and  d ;  reintroduce  one  of  them  at  f. 
Then  consider  tenacula  b,  e  and  /,  as  hooking  up  the  three  angles  of 
a  plane  triangle.  Let  traction  on  the  angles  of  this  triangle  be  made 
by  these  tenacula  in  the  hands  of  assistants,  the  direction  of  the  trac- 
tion being  from  the  center  of  the  triangle  toward  each  angle.  The 
surfaces  now  put  upon  the  stretch  should  be  denuded.  Then  re- 
move the  tenaculum  at  point  e  and  reintroduce  it  at  points,  and  place 
the  included  triangle  b  d  f  upon  the  stretch  and  denude  as  before. 
This  completes  the  denudation. 

Then  remove  the  tenaculum  at  point  /and  reintroduce  it  at  point 
c.  making  traction  and  at  the  same  time  approximating  points  b  and  e 
with  other  tenacula. 

Then  the  surface  b  c  e  is  to  be  united  upon  itself  with  a  line  of 
sutures  so  as  to  bring  the  line  b  c  in  coincidence  with  the  line  c  e.  In 
like  manner  line  b  a  must  be  brought  into  coincidence  with  line  a  d. 
Finally,  other  sutures  close  the  external  rent  d  ef  upon  itself.  Ob- 
serve the  suture  whose  entrance  and  exit  are  at  points  e  and  d,  which 
makes  a  circuit  around  point  b.  This  suture,  which  is  the  "  crown- 
stitch  "  of  Emmet,  brings  points  b,  d  and  e  into  coincidence.  (See 
Fig.  4,  Group  I.) 

In  the  introduction  of  sutures  one  of  the  greatest  principles  of 
plastic  surgery  should  be  observed  ;  that  is,  freedom  from  wound  dis- 
ease, and  consequent  union  requires  the  sutures  from  their  points  of 
entrance  to  their  points  of  exit  to  be  completely  buried  so  that  they 
shall  not  anywhere  appear  in  the  exposed  surfaces. 
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For  the  past  ten  years*  I  have  introduced  each  suture  and  tied  it 
before  introducing  the  next,  instead  of  introducing  all  the  sutures  and 
tying  them  as  is  usually  done.  One  reason  for  this. is  that  the  sutures 
are  less  likely  to  antagonize  one  another. 

In  a  typical  laceration  (Group  I,  Fig.  3)  let  the  first  suture  be 
introduced  and  tied  in  the  angle  or  sulcus  on  one  side,  point  a.  The 
free  ends  should  not  be  immediately  cut  short,  but  left  long  and 
given  into  the  hand  of  an  assistant  who  should  make  firm  traction 
upon  them  in  the  upward  direction  toward  the  pubes  while  the  next 
suture  is  being  placed  and  tied,  when  the  long  ends  of  this  suture  are 
also  given  with  the  preceding  one  into  the  hand  of  the  same  assistant. 
Then  introduce  the  third  suture,  while  firm  traction  is  being  made  on 
the  first  two,  precisely  as  the  second  was  introduced,  and  so  on  until 
the  required  number  has  been  inserted  and  tied  on  that  side.  Repeat 
this  on  the  opposite  side. 

Then  introduce  the  crown-suture  through  the  lowest  caruncle  on 
the  left  side,  catching  the  crest  of  the  rectocele,  or  the  center  of  the 
upper  fragment,  carrying  the  suture  around,  buried  all  the  way,  out 
through  the  lowest  caruncle  on  the  opposite  side.  This  is  the  crown- 
suture  already  mentioned  which  brings  the  three  points,  b,  d  and  e 
together.    The  vaginal  portion  of  the  operation  is  now  complete. 

The  external  or  vulvar  portion  is  closed  in  the  same  way  ;  that  is, 
while  each  suture  is  being  introduced  and  tied,  firm  traction  should 
be  made  upward,  in  the  direction  of  the  pubes,  on  the  preceding 
sutures.  If  the  perinseum  be  closed  in  this  way  it  is  surprising  to  see 
how  it  has  been  brought  up  so  as  fairly  to  hug  the  pubes.  Indeed, 
the  posterior  part  of  the  vaginal  outlet  will  almost  exert  pressure 
upon  the  neck  of  the  bladder  and  pubes.  By  this  method  the  opera- 
tor should  never  fail  to  get  the  perinaeum  into  its  normal  position. 

The  free  ends  of  the  sutures  are  left  long.  Numerous  devices 
have  been  used  by  many  operators  so  to  dispose  of  these  ends  as  to 
prevent  them  from  irritating  the  patient.  Emmet  ties  them  up  in  a 
fan-shaped  bundle  and  leaves  them  between  the  thighs  ;  others  cut 
them  short.  The  irritation  and  suffering  from  this  source  is  com- 
monly so  extreme  that  some  operators  have  used  sutures  of  softer 
material,  such  as  silk  or  catgut  ;  but  such  material  is  objectionable 
because  the  sutures  absorb  the  wound  secretions  and  retain  them 
until  they  decompose  and  produce  suppuration. 

I  have  for  several  years  used  a  device  which  entirely  obviates  this 


*  See  Transactions  of  the  Amciican  Gyna:cohgical  Society,  1890,  p.  2SS. 
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difficulty.  All  the  sutures  are  left  long  enough  so  that  they  may  be 
laid  down  upon  the  surface,  pointing  toward  the  upper  end  of  the 
vagina.  The  external  sutures  are  bent  over  into  the  vagina  and  held 
there  by  an  additional  or  binding-stitch  which  is  tied  over  them  and 
is  situated  just  below  the  crown-stitch.  The  free  ends  of  this  bind- 
ing-stitch are  also  bent  inward  in  the  direction  of  the  long  axis  of  the 
vagina. 

A  study  of  Groups  II,  III  and  IV  will  suffice  without  further  ex- 
planation to  furnish  a  guide  to  the  operation  in  atypical  cases. 

The  preparatory  treatment  consists  of  movement  of  the  bowels 
and  sterilization  of  the  field  of  operation.  The  silkworm-gut  suture 
is  incomparably  preferable  to  all  others,  and  should  be  introduced 
under  constant  irrigation  of  hot,  sterilized  water. 

The  patient  is  not  catheterized  unless  unable  to  pass  urine,  and  is 
permitted  to  lie  in  any  position.  The  conventional  roll  under  the 
knees  and  bandaging  of  the  thighs  are  unnecessary  except  for  the 
comfort  of  the  patient. 

The 'external  sutures  should  be  removed  in  about  eight  days;  the 
vaginal  sutures  in  about  sixteen.  The  removal  of  the  latter  is  facili- 
tated by  the  use  of  Sims'  speculum  reversed  ;  that  is,  hooked  under 
the  pubes,  the  patient  being  on  the  back. 

The  literature  of  gynaecology  has  been  smothered  in  a  countless 
variety  of  operations  for  the  restoration  of  the  perinaeum.  Every 
medical  student  is  appalled  by  their  number,  their  diversity  and  their 
complexity.  It  is  hardly  possible  that  perineorrhaphy  furnishes  an 
exception  to  the  great  general  principle  that  progress  in  any  direction 
is  always  characterized  by  simplicity. 

The  surgeon  is  often  asked  what  operation  he  does  on  the  peri- 
naeum. This  implies  that  there  is  some  fixed  operation  which  is  uni- 
versally applicable.  It  would  be  no  less  absurd  to  ask  what  plastic 
operation  would  universally  apply  to  lacerated  wounds  of  the  face. 
It  is  not  enough  to  do  some  operation  and  get  union,  even  though 
that  union  result  in  placing  a  solid  mass  of  flesh  where  the  perinaeum 
ought  to  be.  Great  harm  comes  if  the  surfaces  brought  together  are 
not  surfaces  which  belong  together. 

Most  of  these  stereotyped  operations  are  prized  because  they  make 
the  "large,  solid,  perineal  body,"  but  such  a  perinaeum,  composed  of 
the  union  of  parts  which  do  not  belong  together,  may  be  unfit  for  the 
performance  of  its  functions,  and  may  be  very  prone  to  subsequent 
rupture. 

We  hear  much  said  about  the  great  merit  of  this  operation,  or  of 
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that  operation,  or  of  the  other  operation,  because  the  "  large,  solid, 
perineal  body"  which  it  makes  is  an  "improvement  on  Nature." 
This  is  a  radical  and  dangerous  mistake.  The  large  perineal  body  is 
contrary  to  Nature,  is  unnecessary,  is  a  disadvantage.  The  question 
is  not  of  size,  but  of  location.  If  the  perineum,  be  it  ever  so  small, 
is  well  up  under  the  pubes,  it  will  support  the  vaginal  walls,  will  do 
its  part  in  the  prevention  of  their  prolapse — will  fulfill  its  functions. 
A  torn  perinseum  so  situated  is  adequate  ;  an  enormous  perinaeum  if 
displaced  toward  the  coccyx,  may  require  operative  treatment. 

The  object  of  perineorrhaphy  is  to  replace  rather  than  to  enlarge 
the  perinaeum.  Many  of  the  popular  stereotyped  operations  which 
enlarge  it,  often  exaggerate  its  displacement. 

"  If  a  thoroughly  scientific  and  satisfactory  article  were  to  be  writ- 
ten on  the  subject  of  perineorrhaphy,  it  would  not  be  an  article  de- 
scribing these  various  procedures,  but  it  would  treat,  in  a  general 
way,  of  operating  in  such  a  manner  as  to  restore  the  parts  to  the  con- 
dition in  which  they  were  before  they  were  torn.  The  first  step  must 
be  to  find  the  landmarks,  and  Emmet  has  told  us  how  to  do  this  by 
bringing  together  the  lowest  carunculae  myrtiformes  on  either  side 
with  tenacula  ;  when  this  is  done  we  can  discern  the  directions  of  the 
original  rent  and  the  cicatrices.  On  the  correct  observation  of  this 
landmark  will  depend  the  method  by  which  we  must  proceed  to  re- 
store the  perineal  body,  so  as  to  leave  the  vaginal  outlet  with  an 
annular  hymen.  I  think  the  failure  to  study  these  cases  with  the  re- 
mains of  the  hymen  as  a  guide  accounts  for  the  numerous  methods  of 
perineorrhaphy."  * 

You  will  have  learned  the  greatest  lesson  in  perineorrhaphy  when 
you  apply  the  elementary  principle  that,  in  the  repair  of  a  wound,  the 
essential  purpose  is  to  restore  the  wounded  part  to  its  original  state. 
Then  always  individualize  each  case,  find  out  the  lines  of  tear,  their 
direction,  their  length,  and  then  put  the  fragments  back  where  they 
were  before.  - 

When  you  do  this,  you  will  do  a  different  operation  in  every  case, 
but  you  will  do  one  man's  operation — that  man  will  be  yourself. 

1617  Indiana  Avenue. 


*  Discussion  on  Dr.  Hanks'  paper  on  Lacerations  Involving  the  Sphincter  Ani. 
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DISCUSSION  OF  METHODS  IN  PELVIC  SURGERY* 
By  Joseph  Price,  M.  D.,  Philadelphia. 

Mr.  President  :  The  following  brief  report  of  cases  I  present 
chiefly  for  a  discussion  of  operative  methods.  We  all  recognize  that 
at  present  there  is  no  uniform  concensus  of  opinion  in  either  opera- 
tive methods  or  technique.  A  few  years  ago  confidence  in  some  pro- 
cedures now  questioned  was  absolute,  and  the  results  were  then  thrice 
better  than  now. 

Case  I.  is  that  of  a  multinodular  fibroid  removed  from  Mrs.  P., 
aged  thirty-eight;  no  children  ;  two  doubtful  miscarriages.  She 
gave  a  good  history  of  pelvic  inflammatory  trouble  of  long  standing. 
The  pain  and  tenderness  had  incapacitated  her  from  making  a  living. 
Defecation  and  the  passage  of  flatus  was  difficult. 

Examination  showed  perfect  fixation  of  the  tumor  and  also  an- 
chorage of  the  pediculated  fibroid  above. 

The  removal  of  this  tumor,  free  and  fixed  portions,  required  a 
careful  dissection  from  the  umbilicus  to  the  floor  of  the  pelvis.  The 
omentum  was  tied  off;  adhesions  of  small  and  large  bowel  freed; 
broad  adhesions  bridging  the  pelvis  and  contents  of  pelvis  freed  ; 
bladder  adhesions  to  fundus,  tubal  and  ovarian  adhesions  on  both 
sides  freed  ;  tumor  delivered  and  removed.  The  method  adopted 
here  was  that  of  the  extraperitoneal  treatment  of  the  stump.  Re- 
covered. 


*  Read  before  the  Obstetrical  Society  of  Philadelphia,  September  6,  1894. 
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While  the  adhesions  were  extensive  and  strong,  they  were  strictly 
healthy.  It  is  always  important  in  such  cases  to  free  all  visceral  ad- 
hesions and  to  leave  the  viscera  in  as  normal  a  position  as  possible 
before  closing  the  incision.  I  am  satisfied  that  some  deaths  and  un- 
manageable distention  following  similar  operations  are  due  to  a  want 
of  care  on  the  part  of  the  operator  in  completing  his  work.  This  fact 
I  have  demonstrated  repeatedly  in  doing  over  incomplete  work  of 
others,  also  in  the  nil  mortality  of  my  own  hysterectomies.  Some  years 
ago  I  completed  a  series  of  forty-three  hysterectomies  without  a  death  ; 
lost  the  forty-fourth  by  an  accident.  I  lost  a  hysterectomy  last  Au- 
gust ;  none  since.  The  present  series  is  now  large,  and  I  am  con- 
vinced the  operation  is  quite  as  safe  and  sure  as  ovariotomy;  the  pa- 
tients seem  to  do  even  better. 

While  presenting  this  specimen,  Mr.  President,  I  desire  again  to 
call  attention  to  a  few  points  interesting  and  important  in  the  natural 
history  of  these  growths. 

The  specimen  presented  is  typical  of  the  multinodular  variety  of 
hard  growths.  I  regret  that  I  have  not  for  contrast  one  of  the  smooth 
myomatous  variety.  They  are  not  uncommon,  but  not  quite  so  com- 
mon as  the  multinodular ;  rarely  are  they  found  complicated  by  tubal 
and  ovarian  disease  ;  not  'prone  to  cystiform  or  malignant  degenera- 
tion. Malignancy,  if  found  at  all  associated  with  the  growth,  is  com- 
monly found  about  the  caecum  or  sigmoid,  and  seems  to  be  due  wholly 
to  pressure.  I  have  found  four  cases  of  this  nature  in  my  own  work  ; 
malignancy  of  the  large  bowel  on  the  right  in  two,  on  the  left  in  two. 

I  wish  again  to  refer  to  the  causal  relation  which  tubal  and  ova- 
rian disease  bears  to  the  multinodular  variety  of  uterine  fibroids.  I 
have  repeatedly  urged  the  removal  of  tubal  and  ovarian  disease  in  the 
absence  of  uterine  growths ;  the  patients  have  delayed  or  refused,  re- 
turning to  me  two  or  four  years  later  with  a  uterus  studded  with 
fibroids,  the  tubal  and  ovarian  disease  more  marked. 

This  has  occurred  repeatedly  in  married  and  unchaste  women 
under  the  age  of  thirty. 

The  smooth,  symmetrical  varieties  of  myoma  have  occurred  in 
single  or  clean  women  free  of  tubal  and  ovarian  disease. 

While  a  few  gynaecologists  may  deny  these  statements,  my  reply 
will  simply  be  that  they  have  failed  to  recognize  so  many  things  of 
pathological  and  surgical  importance  in  their  own  work  and  that  of 
others,  deny  the  existence  of  some  troubles,  cling  to  the  myths  of  an- 
cient pathology,  and  contradict  themselves  and  all  they  have  said  every 
four  months,  making  it  scarcely  worth  while  for  scientific  and  earnest, 


Discussion  of  Methods  in  Pelvic  Surgery. 


363 


truth-seeking  men  to  pay  attention  to  anything  they  do  or  say,  except 
sufficient  to  prevent  it  doing  mischief. 

Here,  as  in  about  all  multinodular  fibroids  found  in  young  women, 
we  find  tubal  and  ovarian  disease  with  a  history  of  specific  trouble.  I 
unhesitatingly  state  here  that  gonorrhoea  bears  a  strong  causal  relation 
to  early  fibroid  disease  in  prostitutes  and  the  colored  population  of 
our  country.  I  have  a  group  of  six  or  more  white  women  now  suffer- 
ing from  marked  tubal  and  ovarian  disease  with  multinodular  fibroids 
of  the  uterus  ;  they  are  all  young — under  age  for  the  development  of 
fibroids  ;  none  of  them  have  ever  been  pregnant,  and  they  are  all  the 
wives  of  drummers.  Again,  I  have  a  few  that  are  the  wives  of  doc- 
tors— of  course  professional  pride  would  make  me  hesitate.  We  have 
had  some  very  sweeping  statements  in  regard  to  prophylaxis  in  tuber- 
culosis, epilepsy,  cholera,  etc. — in  all  contagious  and  transmissible  dis- 
eases. I  am  convinced,  from  a  long  and  rich  experience  with  the 
sequelae  of  gonorrhoea,  that  it  is  of  much  or  more  importance  to  look 
after  this  neglected  and  dangerous  disease  in  clap-stricken  men  ;  they 
are  dangerous  objects  in  a  refined  community,  morally  and  physically, 
and  are  a  lasting  menace  to  the  health  of  females. 

These  observations  are  wholly  clinical  in  nature. 

Case  II. — Mrs.  M.,  aged  thirty-one  years,  white,  married,  one  child, 
three  miscarriages,  a  sufferer  for  nine  years.  Many  attacks  of  pelvic 
inflammatory  trouble  confining  her  to  bed  for  periods  of  months.  All 
this  trouble  followed  the  closure  of  the  cervix  eight  years  ago.  Not 
pregnant  since  closure  of  the  cervix.  Some  four  months  ago  an  ab- 
sent period  was  followed  by  great  pain  and  tenderness,  marked  anae- 
mia, and  emaciation.  I  found  a  boggy  tumor  extending  nearly  to  the 
umbilicus.  Upon  section  I  found  omental  and  bowel  adhesions  above 
and  the  uterus  pushed  far  forward.  When  I  freed  the  omental  and 
bowel  adhesions  I  evacuated  a  quart  or  more  of  decomposing  blood- 
clot.  The  irrigation  was  a  very  copious  one,  using  five  large  pitchers 
of  water,  following  by  glass  drainage.  The  clot  had  become  quite 
offensive. 

She  has  made  an  easy  recovery.  Surgery  beyond  irrigation  and 
drainage  would  have  destroyed  her. 

Case  III. — March  31,  1894.  Mrs.  S.,  white,  aged  twenty-nine. 
Two  children  at  term,  both  complicated  labors,  dead  children  deliv- 
ered. Before  her  first  conception  she  was  sent  to  me  for  some  ob- 
scure trouble  on  the  left  side.  I  recognized  tubal  and  ovarian  dis- 
ease on  that  side  and  advised  local  treatment.  She  conceived  and 
went  to  term.    The  labor  was  complicated  by  a  malpresentation  requir- 
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ing  a  high  application  of  the  forceps,  and  she  was  delivered  of  a  still- 
born child. 

About  two  years  later  she  again  conceived,  went  to  term,  and  was 
attended  by  a  midwife.  The  labor  was  complicated  by  a  breech  pres- 
entation and  the  patient  was  delivered  of  a  stillborn  child.  Three 
days  after  delivery,  and  two  weeks  before  the  section,  she  had  pelvic 
pain  and  chill  followed  by  high  temperature. 

Her  family  physician  found  a  swelling  on  the  left  side  higher  than 
the  region  of  the  left  ovary ;  this  increased  rapidly  with  greater 
tenderness  and  pain,  temperature  ranging  high.  Section  and  removal 
was  decided  upon.  The  position  of  ovary  and  tube  indicated  prolonged 
and  high  fixation  ;  the  ovary  had  formed  an  enormous  sac  to  the  left 
and  above  the  sigmoid,  extending  up  to  the  kidney,  leaving  an  enor- 
mous hole  at  that  location  after  its  enucleation  ;  it  probably  contained 
thirty  ounces  of  pus. 

The  history  of  this  case  is  a  beautiful  fortification  of  the  numerous 
allusions  and  demonstrations  with  specimens  of  dermoids  and  pus- 
tubes  I  have  made  to  the  causal  relation  they  bear  to  post-puerperal 
trouble.  I  have  seen  great  numbers  of  patients  ill  or  dying  of  so- 
called  puerperal  fever.  Some  of  these  conditions  were  due  to  small 
suppurating  dermoids,  others  to  old,  chronic  unilateral  tubal  disease 
or  small  cystomata.  There  is  no  theory  about  these  statements,  but 
they  are  simply  the  result  of  numerous  experiences  at  the  operating 
table. 

On  the  right  side  the  tube  is  patent  and  the  ovary  free  ;  later,  oc- 
clusion may  occur  with  retention. 

Curetting  is  commonly  practiced  in  just  this  class  of  cases  for  en- 
dometritis ;  if  this  disease  exists,  in  all  probability  conception  will 
not  occur. 

In  dealing  with  these  cases  surgically  for  years,  I  have  made  a  most 
careful  study  of  the  masses  (right  and  left),  of  size,  position,  fixation, 
and  outline  ;  quite  a  number  I  have  watched  for  months  or  years  be- 
fore the  patient  would  submit  to  the  removal.  After  the  removal  I 
have  made  a  careful  study  as  to  the  possibility  of  such  pus  conduits 
discharging  their  contents  through  the  uterus.  I  am  now  satisfied  that 
it  is  the  least  frequent  source  of  spontaneous  evacuation — that  they 
will  in  all  cases  open  through  the  large  or  small  bowel,  bladder,  va- 
gina, or  other  points,  before  discharging  through  the  hardened,  thick- 
ened, contracted  uterine  extremity  of  the  tube.  I  have  repeatedly 
made  the  statement  that  pus-tubes  never  discharge  through  the  uterine 
cavity  ;  now  I  desire  to  repeat  it  with  unqualified  emphasis.    This  state- 
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ment  has  been  recently  and  repeatedly  challenged  ;  first,  by  a  class  of 
men  who  ought  to  know  better  ;  second,  by  a  class  that  have  had  neither 
practical  experience  nor  observation  justifying  the  challenge.  They 
now  claim  in  large  numbers  that  the  globular  and  sausage-shaped 
masses  diminish  in  size  under  manipulation  and  discharge  through 
the  uterine  cavity.  Others  that  a  great  many  abscesses  discharge 
spontaneously  through  the  uterus,  vagina,  or  rectum,  and  are  thus 
completely  cured  ;  through  the  vagina  or  through  the  rectum  is  a 
common  source  of  slough,  but  these  are  delayed,  neglected,  and  unfor- 
tunate cases,  and  are  not  thus  completely  cured. 

Now  I  challenge  this  class  of  men  to  demonstrate,  before  and 
after  operations,  to  competent  spectators  the  truth  of  the  statement. 
Some  of  them  tell  us,  "  I  have  pressed  it  out  in  many  cases." 

The  cases  are  sufficiently  numerous  to  settle  this  question  at  any 
time  to  the  entire  satisfaction  of  all  gynaecologists.  First,  they  can 
squeeze  it  out  by  manipulation.  They  can  take  a  typical  case,  or  fifty 
of  them,  compress  or  manipulate  freely  the  tortuous  distended  tubes 
or  pus  conduits  and  ovarian  abscesses,  and  not  a  drop  of  their  con- 
tents can  at  any  time  be  expelled  into  the  uterine  cavity.  Fingers  or 
the  Sims  speculum  may  be  placed  in  the  vagina  while  this  is  going  on, 
and,  if  successful,  an  ocular  inspection  can  be  made.  Again,  I  chal- 
lenge them  to  make  the  demonstration  after  the  removal  of  the  pus 
conduits,  provided  the  tubes  have  been  removed  at  their  very  roots. 
Neither  demonstration  has  as  yet  been  made.  They  have  made  all 
sorts  of  theoretical  claims  for  the  curette,  gauze  drain,  dilatation,  irri- 
gation, manipulation,  etc.,  without  the  least  ground  in  fact  to  justify 
their  claims  for  drainage  of  pus-tubes.  Some  of  these  men  have 
never  seen  a  pus-tube,;  others  have  never  seen  an  abdominal  section 
of  any  sort. 

Case  IV.— Mrs.  A.,  aged  thirty-nine,  seven  children,  one  miscar- 
riage. For  the  last  year  emaciation  has  been  marked.  Intraperito- 
neal nodular  growths  were  recognized  six  months  ago.  The  growth 
was  rather  rapid.    Pressure  symptoms  well  marked,  with  some  ascites. 

Diagnosis. — Physical  signs  those  of  multinodular  fibroid.  Two 
large  projecting,  resisting  masses  extending  well  up  into  the  renal  re- 
gions. Physical  appearance  was  that  of  a  woman  suffering  from 
ovarian  disease.    Our  diagnosis  was  multinodular  fibroid. 

Section,  August  31,  1894. — Double  ovariotomy.  Drainage. 

Pathological  Condition. — Large  sarcomas  of  both  ovaries,  kidney- 
shaped  and  size  of  small  adult  head.  Numerous  adhesions — parietal, 
pelvic,  and  visceral.    General  invasion  of  bowel  and  mesentery. 
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Case  V. — Miss  R.  M.,  aged  twenty-four,  colored.  Admitted  Sep- 
tember 4,  1894. 

Diagnosis. — Double  pyosalpinx  and  probable  ovarian  abscesses. 
Subjective  symptoms  well  marked.  Severe  pelvic  pain  intensified  by 
locomotion.  Painful  and  difficult  defecation  and  micturition.  Fe- 
brile disturbance  with  rapid  emaciation.  Objective  signs.  Tortuous 
and  symmetrical,  painful  fixed  masses  completely  filling  the  pelvis. 

Section,  September  5,  1894. — Huge  pus-tubes  and  ovarian  abscesses 
enucleated  ;  there  had  been  a  general  descent  of  pelvic  viscera.  A 
small  portion  of  ileum  strongly  adherent  to  pus-tube  on  the  right  low 
down,  the  most  common  point  for  small  bowel  adhesion.  More  than 
twenty  times  in  the  last  three  months'  work  I  have  found  the  ileum 
adherent  on  the  right  side,  varying  from  one  inch  to  twenty  inches. 
The  appendix  was  also  found  strongly  adherent  and  disorganized.  In 
a  good  number  of  neglected  cases — neglect  due  to  the  so-called  con- 
servative papers  and  discussions — I  have  found  the  head  of  the  caecum, 
ileum,  and  pus-tube  and  ovarian  abscess  strongly  adherent.  On  the 
other  side  the  sigmoid  in  puriform  accumulations  strongly  adherent. 

Surgery  for  puriform  collections  at  present  has  become  much  more 
complicated  than  it  was  a  few  years  ago.  Mortality  has  also  increased. 
The  number  of  incomplete  and  abandoned  operations  is  swelling. 
Operators  are  weakening  on  the  old,  tried,  and  well-tested  procedures, 
trying  numerous  other  methods  that  have  absolutely  nothing  to 
recommend  them. 

The  vaginal  method  for  the  removal  of  diseased  appendages  is  a 
dangerous  and  incomplete  procedure.  I  can  not  conceive  of  an  oper- 
ator with  varied  experience  in  the  removal  of  diseased  appendages 
by  abdominal  section  trying  a  vaginal  operation.  I  am  further  con- 
vinced that  those  who  do  the  vaginal  operation  fail  to  recognize  the 
extent  and  true  nature  of  complications,  do  incomplete  work  with  a  high 
mortality,  and  continue  to  do  incomplete  work  by  the  vaginal  method. 
They  occasionally  remove  a  little  healthy  uterus  crowded  down  by 
puriform  disease.  The  healthy  little  uterus  removed,  rotten  tubes 
and  ovaries  remain.  The  whole  subject,  once  so  simple,  the  re- 
sults so  perfect,  has  again  become  confused  and  complicated.  The 
Philadelphia  Obstetrical  Society  has  probably  done  more  to  establish 
the  true  pathology,  and  bring  about  good  surgery,  than  any  other  society 
in  existence,  excepting  only  the  British  Gynaecological.  Numerous 
criticisms  have  been  made  of  our  pointed  discussions.  The  Society 
could  do  the  world  the  greatest  possible  good  by  devoting  the  coming 
ten  meetings  wholly  to  the  discussion  of  pelvic  inflammatory  troubles. 
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A  SURGICAL  KIT  CONTAINING  ALL  THE  ESSENTIALS 
FOR  ASEPTIC  OPERATIONS  AT  PRIVATE  RESIDENCES. 

By  Reuben  Peterson,  M.  D.,  Grand  Rapids,  Mich., 

Gynecologist  to  Butterworth  Hospital ;  Fellow  of  the  American  Association  of 
Obstetricians  and  Gynaecologists. 

[with  six  illustrations.] 

Every  surgeon  who  is  called  upon  to  operate  frequently  in  private 
residences  has,  or  ought  to  have,  solved  the  problem  of  how  an  asep- 
tic operation  can  be  secured.  To  attain  this  end  with  the  least  work, 
and  consequently  the  least  possible  friction,  requires  considerable 
thought,  experience,  and  close  attention  to  details. 


Fig.  i.  — Surgical  kit  packed  and  ready  for  transportation. 

The  writer's  apology  for  the  present  short  paper  is  that  when  he 
was  grappling  with  the  problem  of  how  to  develop  a  technique  which 
would  be  applicable  to  a  private  house,  he  could  find  little  or  nothing 
published  upon  the  subject.  Many  articles  descriptive  of  hospital 
technique  have  appeared  in  the  journals  from  time  to  time,  but  it  is 
evident  that  many  changes  must  be  made  in  such  a  technique  in  order 
that  it  may  be  employed  in  operations  at  private  residences. 

While  the  advantages  of  a  well-equipped  and  well-managed  hospi- 
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tal  over  a  portion  of  a  dwelling  which  has  been  temporarily  trans- 
formed into  a  hospital  are  immense,  there  will  always  be  a  great  deal 
of  surgical  work  performed  in  private  houses.    We  are  seeing  more 


Fig.  2. — Cover  removed,  showing  copper  boiler. 


and  more  clearly  the  important  part  the  mind  plays  in  surgical  shock, 
and  the  necessity  in  capital  operations  of  eliminating  anxiety  and 
fear  as  much  as  possible  if  the  best  results  are  to  be  obtained.  We, 


Fig.  3 — Sponge  basin  and  ligature  pan  inside  of  boiler. 


as  surgeons,  become  accustomed  to  hospitals  and  their  surroundings, 
and  often  fail  to  realize  the  dread  and  even  horror  some  people  have 
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of  these  institutions.  It  has  been  the  writer's  experience  that  patients 
operated  upon  at  their  own  homes  are  far  more  tranquil  and  less 
apprehensive  than  when  the  work  is  done  in  a  hospital  ;  this  may 
prove  an  important  factor  in  the  case  of  weak  and  nervous  patients, 
and  may  be  the  straw  which  will  turn  the  scale  in  favor  of  a  success- 
ful result. 

The  writer  is  convinced,  from  what  he  has  observed  of  operations 
performed  in  private  residences,  that  an  aseptic  operation  is  of  rare 
occurrence.  A  little  carbolic  acid  or  corrosive  tablets  and  boiled 
water  are  often  all  that  is  employed  by  the  surgeon,  not  because  he 
does  not  know  what  is  necessary  for  a  clean  operation,  but  because 
he  has  not  taken  the  trouble  to  develop  a  system  whereby  this  can  be 
obtained.  Certain  articles  which  he  supposes  every  family  possesses 
are  found  missing  on  the  morning  of  the  operation,  and  therefore  he 


Fig.  4. — Basins  and  pans  removed,  showing  Arnold  steam  sterilizer  without  hood. 


gets  along  the  best  he  can,  oftentimes  at  a  sacrifice  of  surgical  clean- 
liness. For  one  who  is  doing  much  surgical  work  there  is  absolutely 
no  excuse  for  this,  even  in  emergency  cases.  It  is  his  duty  to  over- 
come all  obstacles  and  to  be  prepared  at  all  times.  If  he  has  found 
that  household  utensils  are  far  from  suitable  for  operative  work, 
and  often  in  such  a  condition  as  to  prevent  asepsis  being  obtained, 
he  should  see  to  it  that  his  surgical  kit  contains  all  the  necessary 
articles. 

The  surgeon  himself  should  either  see  to  the  details  of  the  prepara- 
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tion  for  the  operation,  or  leave  it  in  the  hands  of  a  trained  assistant 
or  nurse.  The  surgical  kit  should  be  at  the  field  of  operation,  if  pos- 
sible, the  evening  before,  in  order  that  there  may  be  plenty  of  time 
for  deliberate  and  painstaking  preparation. 


Fig.  5. — Contents  of  kit. 


The  outfit  should  be  simple  and  at  the  same  time  complete.  It 
should  be  packed  in  a  bag  which  is  sufficiently  light  to  be  carried  in 
a  buggy  and  strong  enough  to  be  forwarded  by  express  or  baggage, 
where  it  is  certain  to  receive  hard  usage.  The  trunk  telescopes  made 
by  the  Leatheroid  Manufacturing  Company,  of  Kennebunk,  Maine, 
will  be  found  to  answer  all  the  requirements.  These  cases  are  used 
by  commercial  travelers  for  samples,  and  are  at  once  light  and  du- 
rable ;  any  size  can  be  procured.  The  one  from  which  the  accom- 
panying photograph  was  taken  is  twenty-four  inches  long,  twelve 
inches  wide,  and  fourteen  inches  deep  (Fig.  1). 

Every  house,  to  be  sure,  has  a  wash  boiler,  but  this  is  not  always 
kept  surgically  clean.  Hence  it  is  never  safe,  especially  in  abdominal 
operations,  where  large  quantities  of  sterilized  water  may  be  re- 
quired, to  depend  upon  the  house  boiler,  which  may  be  rusty  and  un- 
fit for  surgical  purposes.  To  overcome  this  difficulty  a  copper  boiler 
can  be  made  which  will  just  fit  inside  the  inner  case.  The  tele- 
scopic arrangement  of  the  cover  allows  the  boiler  to  be  made  of  any 
depth,  according  to  what  may  be  desired  to  be  packed  within  it.  The 
one  shown  in  the  photographs  is  eighteen  inches  deep.  The  cover 
of  the  boiler  should  be  made  flat  so  that  it  may  not  be  jammed  by 
the  case  cover. 
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Operating  gowns,  towels,  and  dressings,  which  have  been  sterilized 
in  some  manner,  are  essential  to  an  aseptic  operation.  The  apparatus 
best  adapted  for  making  these  articles  sterile  is  some  form  of  the 
Arnold  Steam  Sterilizer,  made  in  Rochester,  New  York.  By  sending 
the  inside  measurements  of  the  boiler  to  this  firm  any  size  of  sterilizer 
can  be  secured.  A  sterilizer  of  this  kind  is  of  great  convenience  and 
can  always  be  used,  for  even  the  dirtiest  hovels  have  a  stove.  All 
the  towels,  gowns,  etc.,  can  be  packed  either  inside  the  sterilizer  or 
between  it  and  the  sides  of  the  boiler.  Inside  the  boiler  and  on  top 
of  the  sterilizer  there  is  also  plenty  of  room  to  pack  six  granite 
iron  basins  ten  inches  and  three  quarters  wide.  These  can  always 
be  kept  perfectly  clean,  which  can  not  be  said  of  all  basins  in  private 
houses.  The  number  is  none  too  large  for  an  operation  of  any 
magnitude,  and  if  they  are  carried  in  a  kit,  the  hurrying  to  the  neigh- 
bors at  the  last  moment  for  a  basin  can  be  dispensed  with,  and  thus 
the  wasting  of  valuable  time  can  be  avoided. 


Fig.  6. — Pans,  basins,  and  trays  arranged  for  the  operation. 


A  nest  of  instrument  pans  such  as  is  figured  in  the  photograph 
can  be  procured  of  any  instrument  maker  and  packed  inside  the 
sterilizer.  Plenty  of  room  will  also  be  found  for  all  the  ordinary  in- 
struments, although  it  is  better  to  have  a  separate  bag  which  will 
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contain  them  and  other  smaller  articles  which  may  possibly  be  of  use 
at  the  operation.  They  can  be  carried  in  a  hand  bag  to  the  house  on 
the  morning  of  the  operation,  as  it  is  only  necessary  to  boil  them  ten 
minutes  in  a  soda  solution  to  make  them  perfectly  aseptic  if  they 
have  been  properly  cared  for  after  the  last  operation. 

Equipped  with  the  articles  described,  a  trained  surgical  nurse  can 
easily  turn  any  well-lighted  room  into  a  very  fair  operating  room,  and 
the  operation  can  be  conducted  under  as  good  aseptic  conditions  as 
obtain  in  a  hospital.  Everything  essential  having  come  in  the  kit,  the 
family  are  not  inconvenienced  or  thrown  into  a  flurry  by  demands  for 
pans,  pots,  or  kettles.  The  operation  being  completed,  the  kit  can  be 
repacked  in  a  very  short  time,  and  the  soiled  linen  and  instruments 
quickly  removed  and  taken  care  of  elsewhere.  This  spares  the  feel- 
ings of  the  family  and  does  away  with  a  great  deal  of  talk  in  the 
servants'  quarters. 

Pythian  Temple  Building. 


REMARKS  ON  INTRA-UTERINE  IRRIGATION  IN  THE 
TREATMENT  OF  FEVERS  OCCURRING  DURING 
THE  PUERPERIUM.* 

By  C.  C.  Frederick,  B.  S.,  M.  D.,  Buffalo,  N.  Y., 

Adjunct  Professor  of  Obstetrics,  Medical  Department  of  Niagara  University  ;  Obstetrician 
and  Gynaecologist,  Buffalo  Woman's  Hospital ;  Obstetrician,  Buffalo  Widows' 
and  Infants'  Asylum  ;  Gynaecologist  to  the  Erie  County  Hospital. 

When  intra-uterine  irrigation  was  first  introduced  into  modern 
medicine,  the  hope  was  undoubtedly  aroused  that  it  was  to  make  cer- 
tain the  successful  treatment  of  that  scourge  which  for  years  had 
closed  lying-in  hospitals  and  decimated  the  population  of  every  com- 
munity. It  was  enthusiastically  received  because  it  so  often  did 
good  and  saved  lives.  In  consequence  of  its  enthusiastic  reception  it 
was  abused.  It  was  resorted  to  in  all  forms  of  febrile  disturbance 
post-partum  ;  it  was  used  when  there  were  no  good  indications  for  its 
employment. 

Most  things  potent  for  good  are  also  potent  for  evil  when  misap- 
plied.   So  it  is  in  this  case  due  to  the  want  of  knowledge  and  expe- 
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rience  in  its  correct  use,  and  the  proper  indications  for  its  applica- 
tion. Antiseptic  solutions  of  too  great  strength  were  at  first  in  vogue, 
and  the  patient,  in  addition  to  her  febrile  disturbance,  sometimes  had 
to  combat  a  toxaemia  from  the  chemical  used  in  the  douche  ;  or  her 
fever  was  intensified  by  the  shock  of  an  unnecessary  irrigation  per- 
haps improperly  given.  . 

These  experiences  naturally  led  many  conservative  men,  and  espe- 
cially those  older  in  the  profession,  to  a  certain  disbelief  or  want  of 
confidence  in  the  procedure. 

In  fevers  of  puerperal  women  we  have  no  right  to  jump  at  the  con- 
clusion that  because  the  fever  comes  on  during  the  puerperal  period 
it  is  a  puerperal  septicaemia.  By  reference  to  several  hundred  fever 
charts  of  puerperal  women,  and  recalling  many  more  cases  in  my  ex- 
perience before  I  kept  a  record  of  temperatures,  I  find  that  it  is  not 
uncommon  to  have  a  temperature  jump  several  degrees  above  normal 
with  no  apparent  assignable  cause,  and  as  quickly  drop  again  to  normal 
without  any  special  treatment.  I  have  seen  purely  nervous  causes, 
such  as  worry,  family  troubles,  etc.,  run  a  temperature  up  for  several 
days.  Fevers  of  a  distinctly  periodic  type,  showing  their  malarial 
origin,  not  infrequently  complicate  the  puerperium. 

Fever  is  not  the  only  factor  on  which  to  establish  a  diagnosis. 
While  I  do  not  wish  to  consume  much  time  on  the  question  of  diag- 
nosis, as  a  primary  step  it  is  the  most  important.  On  it  rests  the 
treatment.  Here  the  lines  are  so  closely  defined  that  to  err  for  sev- 
eral days  may  sacrifice  a  life. 

There  recently  occurred  in  this  city  an  example  of  this.  The  case 
was  diagnosticated  as  hepatic  abscess,  malignant  ulcerative  endocar- 
ditis, and  I  know  not  what  else,  by  the  attending  physician  and  several 
consultants.  She  died  after  three  or  four  weeks'  illness.  The  autopsy 
showed  a  deep  slough  in  the  uterine  wall  as  large  as  a  silver  half-dol- 
lar piece,  an  abscess  in  one  broad  ligament  (not  in  the  tube  or  ovary), 
and  infarcts  in  the  kidneys  and  lungs.  In  this  case,  I  am  told,  nothing 
about  the  lochial  discharge  led  to  a  suspicion  of  the  nature  of  the 
intra-uterine  lesion.  In  several  of  the  worst  cases  of  puerperal  septi- 
caemia which  I  have  seen  the  lochia  gave  no  evidence,  by  the  quantity, 
appearance,  or  odor,  of  the  conditions  which  were  found  inside  the 
uterus.  The  absence  of  putrid  lochia  therefore  ought  never  to  influ- 
ence the  diagnosis  or  treatment. 

Pain  is  not  a  prominent  symptom  unless  there  be  inflammation  of 
the  pelvic  peritonaeum  or  a  salpingitis.  Tenderness  on  pressure  over 
the  uterus  and  ovarian  regions,  however,  is  a  quite  common  symptom, 
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as  is  also  enlargement  of  the  uterus.  If  the  lesion  be  intra-uterine 
the  uterus  will  always  be  much  deeper  than  it  ought  for  the  period  of 
time  that  has  elapsed  since  labor.  If  the  case  be  one  of  pseudo-mem- 
branous diphtheritis  confined  to  the  cervix  and  vaginal  portion,  swell- 
ing of  the  uterus  and  tenderness  may  also  be  absent,  in  which  event 
diagnosis  can  only  be  made  by  ocular  inspection  of  the  cervix  through 
a  speculum.  Unless  there  be  some  peritonitis,  tympany  will  be  ab- 
sent. The  diagnosis  is  therefore  narrowed  down  to  the  existence  of 
fever  for  which  there  is  no  other  assignable  cause  ;  either  swelling 
of  the  uterus  or  tenderness  of  the  pelvic  organs,  or  both.  Speculum 
examination  (which  should  always  be  made)  will  show  a  pseudo-mem- 
branous deposit  on  the  cervix,  or  abrasions  in  the  vaginal  wall  and 
vulva,  or  a  patulous  os  and  swollen  cervix,  above  which,  on  passing 
the  sound,  will  be  found  a  deep,  flabby,  swollen,  and  tender  uterus. 
A  large  blunt  curette  drawn  lightly  over  the  uterine  surface  will 
demonstrate  the  condition  of  the  cavity  and  the  character  of  its  se- 
cretions and  contents.  Here  also  I  should  like  to  emphasize  a  point 
in  diagnosis  which  is  frequently  overlooked — viz.,  that  a  transient 
septic  fever  after  labor  is  not  infrequently  due  to  septic  processes 
occurring  in  lacerations  of  the  vaginal  walls  and  vulva. 

If  a  febrile  attack  during  the  puerperal  period  can  be  assigned  to 
any  known  cause,  and  septic  absorption  from  the  uterus  or  vagina  ex- 
cluded, manifestly  intra-uterine  irrigation  is  not  indicated  ;  it  is  worse 
than  useless — it  is  positively  harmful.  Intra-uterine  irrigation  does 
not  constitute  the  sum  total  of  the  treatment  of  puerperal  septicaemia. 
Those  who  depend  upon  it  alone  will  be  disappointed  in  a  goodly 
proportion  of  their  cases.  Washing  out  the  uterus  is  only  one  step, 
and  a  very  valuable  one,  in  the  vast  majority  of  cases  of  puerperal 
septic  infection.  It  is  simply  applying  to  the  uterine  cavity  the  sur- 
gical principle  of  irrigation  and  drainage  of  septic  cavities.  But  what 
surgeon  would  be  content  to  simply  wash  out  a  septic  cavity  if  there 
probably  existed  in  the  cavity  materials  which  the  current  of  water 
would  not  wash  away.  A  uterus  which  has  adhering  to  its  walls  sep- 
tic tenacious  mucus  or  rotting  tufts  of  placenta  or  decidua  can  not  be 
cleansed  by  a  stream  of  water  running  in  and  out,  however  strongly 
antiseptic  the  solution  may  be.  The  use  of  a  curette  to  loosen  and 
remove  these  masses  from  the  walls  and  then  a  stream  to  wash  them 
out,  even  if  it  be  only  plain  sterilized  water,  is  much  more  effective 
than  irrigation  alone  could  ever  be. 

There  has  been  a  great  deal  written  against  the  practice  of  using 
the  curette  post-partum  at  term.    It  is  effective — yes,  positively  neces- 
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sary  to  use  it  after  abortion  with  retention  of  secundines.  With  due 
deference  to  all  who  have  advised  against  its  use  at  full  term,  I  must 
say  that  it  is  as  harmless  then  as  at  any  time,  and  is  as  positively  use- 
ful and  effective.  It  is  not  only  then  an  instrument  for  treatment,  but, 
as  will  be  seen  above,  it  is  also  useful  as  an  instrument  of  diagnosis. 
It  is  seldom  necessary  to  use  a  sharp  curette.  A  dull  curette  with  a 
large  fenestrum,  the  fenestrated  portion  making  nearly  a  right  angle 
with  the  shank  of  the  instrument,  has  always  been  the  most  effective 
in  mv  experience  in  showing  the  presence  of  masses,  adherent  to  the 
uterine  wall.  It  also  removes  adherent  mucus,  membranes,  and  de"bris 
most  thoroughly  with  little  force.  At  times  it  is  necessary  to  use  the 
sharp  curette  but  very  infrequently.  Many  more  lives  may  be  saved 
in  much  shorter  time  and  intra-uterine  irrigation  made  more  effectual 
by  combining  with  its  use  in  most  cases  a  judicious  use  of  the  dull  or 
half-sharp  curette.  Allow  me  to  cite  the  history  of  a  case  recently 
seen  in  consultation  with  one  of  the  ablest  physicians  of  this  city  : 

Mrs.  B.,  aged  thirty,  primipara,  had  been  delivered  ten  days  when  I 
first  saw  her.  On  the  fifth  day  she  began  to  have  fever  which  rapidly 
rose  to  1030  F.  and  continued  between  1030  F.  and  1050  F.,  pulse  120 
to  160.  Temperature  was  105. 50  at  my  first  visit.  She  was  delirious, 
her  pulse  was  rapid  and  feeble,  and  her  skin  was  bathed  in  profuse  per- 
spiration. The  lochia  showed  no  sign  of  intra-uterine  trouble  ;  it  was 
not  profuse  nor  was  it  offensive.  The  belly  was  swollen  and  tender  ; 
the  fundus  uteri  could  be  felt  at  the  level  of  the  umbilicus  and  was 
exquisitely  tender  on  pressure,  as  were  also  both  iliac  fossae.  The 
uterine  cavity  had  not  been  invaded,  because  the  attending  physician 
had  used  washing  in  other  cases  without  benefit,  and  therefore  had  not 
used  it  in  this  case. 

I  placed  the  patient  on  a  table  in  the  lithotomy  position  with  a 
good  light,  and  put  in  a  speculum.  Catching  the  cervix  with  a  double 
tenaculum  to  steady  the  uterus,  the  sound  was  found  to  enter  ten 
inches  before  reaching  the  fundus.  I  used  a  dull  curette,  as  previ- 
ously described,  and  removed,  with  the  minimum  of  force,  from  the  in- 
terior of  the  uterus  nearly  a  saucerful  of  debris — a  large  proportion  of 
which  looked  like  new  growth- — a  pseudo-membrane.  The  uterus  was 
then  washed  out  and  a  twenty-grain  iodoform  suppository  carried  to 
the  fundus.  In  eighteen  hours  her  uterus  was  again  irrigated.  In 
twenty-four  hours  I  again  repeated  the  curettage  and  irrigation.  The 
temperature  and  pulse  began  to  fall,  the  uterus  began  to  grow  smaller. 
The  uterus  was  curetted  only  twice  ;  the  irrigation  was  done  once  or 
twice  daily  for  four  days.    The  patient's  temperature  was  normal 
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within  one  week  from  beginning  of  treatment.  The  attending  physi- 
cian was  astonished  at  the  rapidity  of  her  recovery,  stating  that  he  had 
lost  several  patients,  and  expressed  the  belief  that  they  might  all  have 
lived  had  he  combined  with  uterine  irrigation  curettage. 

This  is  a  sample  case  of  many  that  are  constantly  occurring  in 
every  community,  and  although  many  are  benefited  by  irrigation 
alone,  I  believe  that  too  many  physicians  have  been  deterred  from 
using  the  curette  because  so  much  has  been  written  against  its  use 
post-partum. 

Harm  may  be  done  if  too  sharp  a  curette  is  used  too  forcibly.  If 
a  physician  has  not  confidence  in  his  ability  to  perform  curettage  with- 
out fear  of  doing  harm,  he  should  remember  that  there  are  others 
whose  ability  to  do  it  for  him  is  unquestioned. 

Puerperal  diphtheritis,  characterized  by  a  pseudo-membranous 
deposit  which  usually  first  appears  in  the  cervical  canal  and  vaginal 
portion  of  the  cervix,  is  not  benefited  in  the  least  by  douching.  The 
curette,  a  fifty-per-cent.  solution  of  chloride  of  zinc  applied  to  the 
diseased  surface,  and  free  douching  with  solution  of  permanganate 
of  potassium  or  peroxide  of  hydrogen,  are  the  only  means  which  will 
reach  these  otherwise  rapidly  fatal  cases. 

Puerperal  sepsis,  which  has  its  origin  in  old  deposits  of  pus  in 
appendages,  can  not,  of  course,  be  treated  successfully  by  any  other 
means  than  by  removing  the  focus  of  infection. 

The  toxaemia  in  all  cases  of  puerperal  infection  is  probably  at 
first  entirely  from  absorption  from  vaginal  tears  or  from  the  uterine 
cavity,  and  it  can  be  most  promptly  and  successfully  combated. 

Metritis,  salpingitis,  oophoritis,  and  pelvic  peritonitis  soon  develop 
in  most  cases.  Centers  of  infection  then  originate  in  the  uterine 
veins,  lymphatics,  the  tubes  and  ovaries,  where  local  treatment  can  do 
little  or  no  good. 

The  cases  which  are  allowed  to  run  untreated  for  days,  till  general 
systemic  infection  has  taken  place,  can  not  hope  to  be  benefited  by 
any  local  measures.  The  point  I  wish  most  forcibly  to  impress  is  the 
necessity  of  treating  these  cases  early.  Intra-uterine  irrigation  to  be 
effective  must  be  properly  done.  Intra-uterine  irrigation  with  the 
patient  in  bed — as  I  have  seen  it  done  on  a  bedpan,  the  instrument 
a  gum-elastic  catheter — is  only  an  attempt  at  it.  It  is  no  more  than 
a  vaginal  douche,  and  a  poor  one  at  that. 

I  wish  to  call  especial  attention  to  the  technique  of  the  procedure. 
To  wash  out  a  uterus  properly,  the  patient  should  be  placed  on  a 
table,  in  a  good  light,  with  assistants  to  hold  her  legs  and  to  handle 
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the  instruments.  The  results  to  be  attained  are  worth  the  effort  to 
do  it  thoroughly.  It  should  therefore  be  done  as  systematically  and 
with  the  same  preparations  that  any  operation  on  the  cervix  or  peri- 
nseum  would  demand.  By  placing  the  patient  in  the  lithotomy  posi- 
tion and  by  bringing  the  cervix  into  view  with  some  form  of  specu- 
lum or  double  retractors,  and  grasped  and  steadied  by  a  single  or 
double  tenaculum,  the  patient  is  subjected  to  less  pain,  the  parts  can 
be  better  inspected,  the  tube  and  curette  can  be  more  easily  passed, 
the  return  flow  of  the  douche  from  the  uterine  cavity  is  favored,  the 
debris  from  curetting  is  more  thoroughly  removed,  the  time  required 
is  shorter,  and  consequently  less  tiresome  for  the  patient,  it  is  easier 
for  the  operator,  and  in  every  way  more  effectual. 

It  matters  little  what  the  irrigating  solution  is  so  long  as  it  is 
itself  aseptic.  Care  must  be  taken  in  using  corrosive-sublimate  solu- 
tions, especially  in  blonde  women,  who  are  very  susceptible  to  its 
toxic  effects.  A  curved,  hard- rubber  intra-uterine  tube  possesses 
advantages  over  tubes  made  from  any  other  material,  because  it  can 
be  sterilized  by  boiling,  it  is  not  breakable,  and  the  curve  can  be 
changed  to  suit  each  case  by  immersion  in  boiling  water. 

I  believe  that  intra-uterine  irrigation  alone  has  disappointed 
many  able  practitioners  for  some  of  the  reasons  embodied  in  this 
paper. 

As  one  of  the  steps  in  the  treatment  of  sepsis  of  intra-uterine 
origin,  nothing  can  take  its  place.  I  think  that  the  experience  of 
those  who  see  many  of  these  cases  in  consultation  will  coincide  with 
this  statement.  It  is  hoped  that  this  paper  may  do  something  toward 
helping  to  establish  this  important  procedure,  with  proper  limitations, 
at  its  just  place  in  the  esteem  of  all  doubting  medical  men. 
64  Richmond  Avenue,  August  25,  1894. 


A  CASE  OF  ADIPOCERE  OF  A  FOETUS. 
By  Br.  Viviato  J.  Pinto, 

Professor  of  Anatomy  and  Midwifery  in  the  Medico-chirurgical  School  of  Nova  Goa. 

Mrs.  L.,  aged  thirty  years,  mother  of  two  children  with  normal 
labors,  had  no  menstruation  for  two  months.    She  went  to  a  dancing 
party  and  returned  thence  with  pain 'in  the  hypogastric  region,  which 
later  on  increased,  and  vomiting,  together  with  troubles  of  micturition 
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and  defecation,  appeared.  She  was  treated  for  congestion  of  the  uterus 
for  two  months  ;  under  this  treatment  the  hypogastric  pain  was  greatly 
diminished,  but  there  remained  the  rectal  and  the  urethral  tenesmus. 

When  I  saw  her  she  was  very  emaciated.  On  vaginal  examination, 
I  noted  that  the  uterus  was  enlarged  and  retroverted,  but  I  could  not 
then  make  a  thorough  examination  because  the  patient  complained  of 
unbearable  pain.  Later  on  from  her  history  I  learned  that,  although 
irregular  in  menstruation  for  the  last  six  months,  no  evil  consequences 
had  followed;  she  could  not  account  for  the  present  cessation,  neither 
did  she  suspect  pregnancy  ;  still  I  did.  On  vaginal  examination,  I 
found  that  the  body  of  the  uterus  was  movable  and  the  pelvis  pretty 
large.  I  did  not  pass  the  sound,  but  replaced  the  womb  and  main- 
tained it  somewhat  in  position  by  means  of  a  Hodge  pessary,  which, 
unfortunately,  was  too  weak  to  support,  consequently  it  became  dis- 
placed and  increased  the  pressure  on  the  adjoining  parts,  and  it  was 
therefore  removed. 

Some  days  afterward,  when  the  irritation  had  passed  off,  I  again 
reduced  the  uterus,  which  was  more  movable  on  genu-pectoral  position, 
and  introduced  the  sound,  which  went  in  for  about  five  inches  and  a 
half  ;  but  I  could  not  give  it  a  turn,  so  I  withdrew  it  and  put  in  a 
Hodge  pessary  and  prescribed  small  doses  of  liquid  extract  of  ergot. 
Some  hours  afterward  painful  uterine  contractions  set  in  and  the  pa- 
tient herself  removed  the  pessary.  On  examination,  I  found  the  os 
uteri  slightly  dilated  and  in  the  cavity  something  tense  to  the  feel;  but 
I  could  not  introduce  the  finger  any  farther  because  the  patient  com- 
plained of  excruciating  pain  in  the  parts.  I  therefore  introduced  the 
sound  ;  at  the  same  moment  the  patient  made  a  movement  while 
the  sound  was  in,  and  some  liquid  somewhat  opaque  came  out  emit- 
ting an  odor  of  stearine.  On  re-examination,  I  found  something  mov- 
able in  the  cavity  of  the  uterus,  but  could  not  dilate  the  os  because 
the  patient  objected  to  the  use  of  chloroform.  An  ovum  forceps  was 
then  introduced,  opened  and  closed  at  random,  and  eventually  a  some- 
what opaque  and  whitish  fragment  was  extracted  which  to  my  sur- 
prise turned  out  to  be  one  of  the  legs  of  the  foetus,  very  slippery, 
and  a  powerful  odor  of  stearine.  I  continued  the  extraction  in  the 
same  manner  and  withdrew  as  much  of  the  foetus  as  I  could,  but  in 
pieces,  with  the  exception  of  the  membrane,  which  came  off  in  larger 
fragments,  all  of  which  diffused  a  similar  smell  in  the  room.  The  ex- 
traction was  attended  with  very  little  bleeding,  probably  due  to  the 
repeated  use  of  the  forceps  through  a  narrow  os. 

When  the  head  of  the  foetus  was  out  I  left  the  patient  alone,  as 
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she  was  in  agonizing  pain,  washed  the  parts  with  an  antiseptic  fluid, 
and  recommended  to  the  family  to  do  the  same  every  three  hours. 
Within  two  days  all  that  was  left  in  the  uterus  came  out  in  fragments 
with  scarcely  any  blood,  and  nothing  like  a  placenta  was  seen,  which 
I  suppose  was  equally  degenerated  and  expelled. 

In  ten  days  more  the  uterus  was  of  nearly  normal  size  and  in  posi- 
tion and  the  patient  quite  well.  In  a  few  months  more  she  became 
pregnant  and  the  labor  took  place  at  the  term  of  gestation.  Three 
years  afterward  she  had  an  easy  labor. 

It  is  a  rare  case,  and  shows  the  possibility  of  the  foetus  turning 
into  adipocere  in  the  retroverted  uterus. 

Nova  Goa,  fitly  25,  18Q4. 
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EDITORIAL. 

HOSPITAL  REPORTS  OF  OPERATIONS;  THEIR  VALUE 
AND  WORTHLESSNESS. 

The  day  has  past  when  a  few  world-known  operators  did  the  ex- 
perimenting and  surgeons  of  less  repute  waited  for  a  verdict  which 
came  after  a  long  period  of  time.  To-day  action  follows  suggestion  so 
rapidly  that  almost  every  novel  procedure  raises  a  dispute  as  to  prior- 
ity. However,  so  many  of  these  new  procedures  prove  worthless  that 
only  the  enthusiast  chases  every  new  suggestion  with  ardor,  and,  unless 
the  enthusiast  is  well  ballasted  with  caution  (a  rare  but  very  effective 
combination),  he  finds  it  impossible  to  represent  results  otherwise 
than  in  the  most  favorable  aspect.  The  rank  and  file  of  the  profes- 
sion are  not  to  be  deprived  of  the  glory  and  emolument  gained  by 
those  who  are  the  first  in  the  field,  and  rush  in  until  a  high  mortality 
or  an  occasional  benefit,  instead  of  a  frequent  one,  leads  them  to  try 
some  new  novelty.  In  the  meantime  great  and  neediess  suffering 
results.  We  say  needless  because,  if  the  information  obtained  by  the 
many  operators  who  to-day  have  large  opportunities  in  public  hos- 
pitals was  systematically  collected  and  analyzed,  a  false  position  would 
be  quickly  detected.  This  idea  is  not  a  Utopian  one,  but  may  easily 
be  pu*  in  practice,  and  without  the  slightest  harm  to  any  one.  It 
is  said  that  even  those  surgeons  of  the  highest  reputation  (the  day 
of  great  reputations  has  almost  passed)  can  not  afford  to  report  fail- 
ures without  mitigating  circumstances,  and  this  is  true.  Charitable 
men  may  say,  Fie  !  this  is  a  pessimistic  view,  but  unbiased  observa- 
tion will  show  its  truth.  An  operator's  mortality  tables  are  not  con- 
fined to  the  medical  public,  but  the  layman  is  beginning  to  inquire, 
"What  is  his  death-rate?"    If  this  be  true,  the  question  naturally 
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arises,  How  can  we  obtain  truthful  statistics  without  asking  individual 
operators  to  make  great  sacrifices,  and  this  question  may  receive  as 
an  answer  that  word  which  is  the  key  to  the  great  successes  of  the 
present  day — combination.  The  sections  in  the  Academy  of  Medi- 
cine and  the  special  societies  throughout  the  State  could  arrange  a 
form  of  report  that  would  meet  every  case,  and  from  these  reports  a 
general  report  could  be  made  that  would  give  only  the  aggregate 
results  without  specifying  individual  institutions.  If  this  plan  is  found 
practicable  with  several  large  institutions,  there  is  no  reason  why  it 
should  not  be  made  compulsory  by  law  under  such  conditions  as 
would  best  insure  its  usefulness. 

We  quote  an  article  that  appeared  in  the  Lancet,  dated  February 
16,  1894,  under  the  title  of  The  Chelsea  Hospital  for  Women.  It  is  a 
protest  by  a  health  officer  against  insufficient  information  and  bad  re- 
sults shown  by  the  report  of  the  institution.  We  quote  the  article  in 
full  : 

"At  a  meeting  of  the  Chelsea  Vestry  on  Tuesday  last  Dr.  Louis 
Parkes,  the  medical  officer  of  health  and  public  analyst  for  Chelsea, 
presented  a  report  upon  the  sanitary  condition  of  the  Chelsea  Hos- 
pital for  Women  which  in  more  than  one  of  its  bearings  was  of  a  most 
serious  character.  In  January  Dr.  Parkes  made  a  minute  inspection 
of  the  drains  of  the  hospital,  which  revealed  such  a  highly  unsatisfac- 
tory condition  of  affairs  that  he  deemed  it  to  be  his  duty  to  recom- 
mend that  the  ordinary  notice  under  the  Public  Health  Act  should  be 
served  on  the  governors,  to  require  them  to  place  their  institution  in  a 
state  of  thorough  sanitary  repair  within  two  months,  and  that  in  the 
meantime  the  hospital  should  be  prohibited  for  the  reception  of  in- 
patients until  such  work  had  been  performed  to  the  satisfaction  of  the 
Chelsea  Vestry.  But  this,  though  serious  enough,  is  not  the  part  that 
reflects  most  strongly  upon  those  responsible  for  the  medical  manage- 
ment of  the  institution.  'The  mortality  statistics,'  says  the  report,  'of 
the  hospital  for  the  past  year  (1893)  have  also  appeared  to  me  to  be 
unsatisfactory  and  to  call  for  further  explanation  at  the  hands  of  the 
hospital  authorities.  The  most  important  facts  in  connection  with 
these  statistics,  as  furnished  to  me  by  the  local  register  of  births  and 
deaths,  are  as  follows :  The  hospital  has  sixty  beds,  and  six  hundred 
and  sixty  patients  were  in  its  wards  (in-patients)  in  1893.  The  total 
number  of  deaths  in  this  year  was  thirty-six,  of  which  number  twenty- 
one,  or  fifty-eight  per  cent.,  were  deaths  consequent  upon  surgical 
operation.  There  were  six  deaths  from  septicaemia  or  biood  poisoning 
unconnected  with  operation  ;  three  of  these  were  consequent  upon 
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miscarriage.  Of  the  deaths  consequent  upon  operation,  two  were 
stated  to  be  due  to  septicaemia,  ten  to  peritonitis,  in  six  the  actual 
cause  of  death  is  unstated,  and  in  two  it  is  ascribed  to  shock  six  and 
four  days  after  the  operation.  All  these  operations  were  undertaken 
with  the  object  of  removing  either  ovarian  tumors,  diseased  ovaries 
and  their  appendages,  tumors  of  the  womb,  or  for  the  relief  of  pro- 
lapse of  the  latter  organ.  The  aim  of  the  majority  of  these  serious 
operations,  except  those  for  the  removal  of  ovarian  tumors,  is  to  miti- 
gate pain  and  discomfort,  and  not  primarily  to  save  life,  the  diseased 
conditions  for  the  relief  of  which  such  operative  treatment  is  applied 
being  for  the  most  part  chronic  in  their  nature,  and  by  no  means 
tending  to  a  fatal  termination.'  [In  support  of  this  statement  Dr. 
Parkes  appended  to  this  report  an  analysis  of  the  deaths  consequent 
upon  operation.]  '  It  is  evident,  therefore,  that  the  question  of  the 
justifiability  of  such  operations  must  arise,  unless  it  is  possible  to  re- 
duce the  risk  of  fatal  issue  from  such  operations  to  an  extremely  low 
figure.  I  have  applied  to  the  hospital  authorities  for  authenticated 
details  explanatory  of  these  mortality  statistics,  but  have  not  so  far 
been  favored  with  any  reply.  I  am  very  strongly  of  the  opinion  that, 
in  the  interest  of  the  public  generally,  an  authoritative  official  state- 
ment should  be  forthcoming  setting  forth  the  numbers  of  each  dis- 
tinct class  of  operation,  the  percentage  mortality  of  each  class,  the 
actual  cause  of  death  in  each  case  submitted  to  operation,  and  the 
kind  of  permanent  relief  afforded  in  cases  not  terminating  fatally.' 

"  On  the  presentation  of  this  report,  which  was  unanimously 
adopted,  it  was  moved,  and  was  unanimously  carried,  that  a  copy 
should  be  forwarded  to  the  Local  Government  Board,  and  that  the 
Home  Secretary  should  be  requested  to  order  an  inquiry  into  the 
past  management  of  the  hospital." 

In  the  British  Medical  Journal,  February  10,  1894,  p.  316,  it  is 
further  stated  on  the  authority  of  Dr.  Parkes  :  "  There  were  nine 
deaths  during  1893  after  operations  on  the  ovaries,  six  after  hysterec- 
tomy, two  after  partial  removal  of  the  uterine  fibroids,  and  two  after 
hysteropexy." 

We  must  assume  that  Dr.  Parkes  took  action  from  a  strict  sense 
of  duty.  Whether  the  harshness  of  the  act  was  necessary  or  even  war- 
rantable, we  are  in  no  position  to  know,  and  in  so  far  as  the  atten- 
tion of  the  medical  profession  has  been  called  in  a  marked  way  to 
the  subject,  good  will  undoubtedly  follow.  Though  we  have  no 
knowledge  of  the  extent  of  the  authority  of  the  medical  man  in  this 
case,  we  are  sure  that  the  State  should  demand  what  he  required — a 
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detailed  statement  of  the  kind  of  operations  performed,  the  number 
of  cases  of  each  kind,  and  the  cases  that  died  or  that  left  the  hospital 
improved  or  unimproved.  No  hospital,  for  its  own  sake  as  well  as 
that  of  the  public,  can  refuse  to  give  this  information,  if  asked  for  it 
in  a  proper  manner. 

The  desire  of  Dr.  Parkes  in  regard  to  information  as  to  the  ulti- 
mate results  of  operations  can  not,  of  course,  be  so  easily  gratified. 
We  have  not  reached  that  stage  of  scientific  progress  where  we  give 
much  attention  to  ultimate  results  unless  they  are  forced  on  our 
attention. 

In  fact,  in  many  of  the  hospital  reports  the  survival  of  an  opera- 
tion appears  in  the  reports  under  the  heading  "  Cured."  This  is  mani- 
festly wrong.  Dr.  Parkes  calls  attention  to  the  fact  that  two  deaths 
are  reported  as  due  to  hysteropexy,  and  as  this  operation  is  "  for  the 
relief  of  a  condition  chronic  in  its  nature  and  by  no  means  tending 
to  a  fatal  termination,"  its  relief  by  a  method  so  dangerous  that  it 
gave  a  mortality  of  ten  per  cent,  of  all  the  fatal  cases  occurring  after 
surgical  operations  is  open  to  question.  But  it  is  not  fair  to  assume 
that  this  is  anything  like  the  ordinary  mortality,  because  the  uncon- 
trollable causes  of  death  may  disturb  the  statistics  of  a  small  number 
of  cases,  and  it  is  for  this  reason  that  the  profession  has  the  right  to 
demand  that  every  public  institution  should  publish  its  statistics  fully. 
Few  of  the  hospitals  in  the  city  of  New  York  publish  a  report  of 
operations  that  it  is  possible  to  learn  how  many  cases  of  hysterorrhaphy 
or  hysteropexy  were  done;  very  few  tell  if  any  of  these  cases  proved 
fatal,  fewer  still  that  report  the  condition  of  the  patients  who  left  the 
hospital,  and  none  give  the  result  of  cases  done  the  previous  year, 
some  of  whom  must  have  been  heard  from  ! 

We  feel  that  men  who  give  their  time  ungrudgingly  to  hospital 
work,  with  no  thought  of  pecuniary  return,  should  receive  the  greatest 
consideration  ;  but  they  must  also  answer  to  the  medical  public  for 
their  opportunities.  Gentlemen,  let  others  profit  by  your  experience. 
Give  the  outside  man  a  chance. 
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CORRESPONDENCE. 

Brooksville,  Fla..  June  29,  i8q4- 

The  Vesical  Balloon. 

New  York  Journal  of  Gynecology  and  Obstetrics  : 

Gentlemen  :  In  reading  your  valuable  Journal  of  Gynecol- 
ogy and  Obstetrics,  I  find  in  the  March  number,  vol.  iv,  p.  320,  an 
article  from  Dr.  Malcolm  McLean  "  presenting  an  instrument  he  had 
devised,  etc.,"  called  a  Vesical  Balloon. 

The  article  is  so  similar  to  one  I  read  before  the  Florida  Medical 
Association  in  April,  1891,  that  I  am  constrained  to  write  you  and 
ask  for  its  publication  in  your  Journal.  It  seems  to  me  it  would 
be  simply  justice  to  me,  and  set  the  profession  right  as  to  the  author- 
ship of  this  valuable  little  instrument.  I  mail  copy  of  proceedings  of 
the  Florida  Medical  Association,  Session  1891.  You  will  find  my 
article  on  page  34.  Very  respectfully, 

S.  Stringer,  M.  D. 


THE  PHILADELPHIA  OBSTETRICAL  SOCIETY. 
Meeting  of  September  6,  1894. 
The  Vice-President,  J.  M.  Baldy,  M.  D.,  in  the  Chair. 

PAPERS  OF  DR.  J.  PRICE. 
Dr.  J.  Price  read  a  paper  entitled 
Discussion  of  Methods  in  Pelvic  Surgery.    (See  page  361.) 

Discussion. 

Dr.  G.  Betton  Massey  :  I  am  quite  sure  that  all  of  us,  or  at 
least  most  of  us,  will  agree  with  the  opinion  expressed  by  Dr.  Price 
in  regard  to  the  viciousness  of  latent  gonorrhoea  in  the  causation  of 
these  pelvic  inflammatory  troubles,  but  I,  for  one,  fail  to  see  how  the 
tubes  and  ovaries  so  affected  can  be  the  initial  cause  of  the  appear- 
ance of  fibroids  in  the  uterus.  It  looks  as  though  we  intentionally  af- 
fronted the  uterus  in  expressing  such  an  opinion.     Naturally  the 
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original  seat  of  the  trouble  was  the  vagina.  A  secondary  sequel  was 
the  involvement  of  the  uterus,  and  the  irritation  that  is  produced  by 
the  microbic  disease  of  the  uterus  is  primarily  the  cause  of  the  appear- 
ance of  the  fibroids.  It  seems  to  me  that — in  the  case  to  which  refer- 
ence was  made,  where  examination  at  one  time  failed  to  reveal  the 
presence  of  fibroids  and  a  few  years  later  a  second  examination 
showed  fibroids  and  also  trouble  in  the  tubes  and  ovaries — to  charge 
the  growth  of  the  fibroids  to  the  gonorrhoea  of  the  tubes  and  ovaries 
is  like  putting  the  cart  before  the  horse.  It  was  the  gonorrhoea  of 
the  uterus,  causing  the  irritation  of  the  parenchyma  of  that  organ, 
that  gave  rise  to  the  growth  of  the  fibroid.  I  protest  against  the  view 
advanced  by  Dr.  Price,  on  account  of  the  practical  bearing  which  it 
would  have  on  cases  of  small  fibroids  from  the  size  of  a  pea  to  that  of 
an  almond,  which  are  so  frequently  overlooked  or  mistaken  for  tubal 
disease.  When  the  tumor  is  of  this  size  it  is  at  a  most  susceptible 
stage  for  conservative  treatment  for  its  effect  in  arresting  the  growth. 
I  myself,  by  the  use  of  the  electrical  treatment  in  apparently  simple 
cases  of  enlarged  uteri,  have  discovered  in  case  after  case  the  emer- 
gence of  lumps  on  the  shrinkage  of  the  organ,  thus  proving  that  they 
were  present  previously.  Such  statements  as  have  been  made  to- 
night are  in  line  with  statements  previously  made  in  this  Society  which 
overlooked  and  even  denied  the  existence  of  the  uterus  as  a  pelvic 
organ — a'  lapsus  menti  probably  due  to  the  ovarian  craze  of  the 
times. 

Dr.  Charles  P.  Noble  :  I  think  that  the  position  which  Dr. 
Price  takes  in  regard  to  tubes  emptying  through  the  uterus  is  correct. 
This  is  the  opinion  which  I  have  always  held,  and  the  one  which  my 
own  experience  seems  to  support.  I  have  found  in  removing  pus- 
tubes  that  it  was  the  rarest  exception  that  pus  escaped  when  the  tube 
was  cut  across  close  to  the  uterus,  even  when  the  tube  was  squeezed. 
This  indicates  that  such  tubes  as  we  operate  upon  are  rarely  in  a  con- 
dition that  the  pus  would  escape  from  the  uterus.  I  am  therefore  of 
the  opinion  that  such  pus-tubes  rarely  if  ever  discharge  through  the 
uterus.  But  that  is  not  saying  that  such  a  thing  is  not  possible,  or 
that  it  does  not  occur  ;  but  if  it  does  occur,  it  must  be  rarely. 

On  one  occasion  when  I  referred  to  this  point  one  of  my  critics 
pointed  out  the  fact  that  it  was  possible  that  the  cases  which  dis- 
charged through  the  uterus  were  not  cases  of  chronic  pus-tubes,  and 
I  am  rather  of  the  opinion  that  the  point  was  well  taken ;  that  is  to 
say,  that  in  catarrhal  salpingitis  where  there  is  an  outpouring  of  muco- 
purulent material  there  may  be  in  the  acute  stage  of  this  process,  be- 
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fore  adhesions  have  formed  and  pockets  have  been  developed,  a  dis- 
charge of  this  material  through  the  uterus.  While  it  is  a  simple 
catarrhal  salpingitis  it  is  possible  that  such  material  may  be  discharged 
from  the  uterus.  I  can  conceive  of  this  happening,  but  can  not  say 
that  my  experience  bears  out  this  view.  I  am  always  inclined  to  be- 
lieve that  pus  discharged  supposed  to  be  from  the  uterus  comes  from 
the  endometrium.  The  cavity  of  the  uterus  will  hold  one  or  more 
drachms  of  fluid,  so  that  it  remains  to  be  proved  that  any  such  dis- 
charge from  the  os  comes  from  the  tubes.  Accepting  the  possibility 
that  cases  of  catarrhal  salpingitis  can  discharge  through  the  uterus, 
I  am  in  accord  with  Dr.  Price  in  the  general  position.  However,  we 
must  admit  that  men  of  repute  have  reported  cases  in  which,  in  their 
judgment,  pus-tubes  have  been  dr  barged  through  the  uterus,  but  I 
believe  that  is  quite  exceptional,  .  ^  my  own  experience  is  entirely 
the  other  way. 

As  to  the  position  maintained  by  Dr.  Price,  that  serious  inflamma- 
tory disease  of  the  uterine  appendages  should  be  met  with  prompt 
operation,  I,  in  common  with  all  Philadelphians,  heartily  agree.  We 
have  all  met  with  the  bad  results  of  tinkering  in  such  cases.  It  is  in 
this  class  of  cases  that  the  curette,  electricity,  or  any  other  means  of 
tampering  is  bad.  I  do  not  feel  that  it  is  a  bad  thing  to  curette  the 
uterus  where  there  is  catarrhal  salpingitis  ;  on  the  contrary,  if  done 
carefully,  the  uterus  and  tubes  not  pulled  upon,  I  believe  that  the 
curette  will  not  do  harm,  and  even  will  do  some  good,  although  it 
may  not  cure  the  case.  Where  we  have  well-marked  pus  tubes  I  see 
no  reason  for  the  curette,  nor  do  I  suppose  that  it  does  good.  Last 
week  I  saw  a  woman  six  hours  before  she  died  who  had  been 
curetted  three  times  during  the  course  of  double  pus-tubes.  The 
family  doctor  had  recognized  pus-tubes  some  years  ago.  Subse- 
quently another  gentleman  had  curetted  the  uterus  three  times,  and 
some  time  after  the  last  curettement  one  tube  ruptured  and  the  pa- 
tient died  of  acute  peritonitis.  During  the  past  year  there  have  come 
under  my  observation  a  number  of  cases  of  death  from  delay,  and  I 
propose  to  present  a  report  of  them  some  time  during  the  coming 
winter.  The  statement  has  been  made  in  this  Society  by  Dr.  Goodell 
that  there  are  more  deaths  from  operations  in  this  class  of  cases  than 
if  the  patients  were  left  alone.  I  believe  that  was  the  substance  of 
his  statement,  if  not  the  exact  words.  So  far  as  my  experience  goes, 
the  number  of  deaths  has  been  far  greater  among  those  not  operated 
on,  although  the  number  of  cases  operated  on  have  been  far  greater. 

Dr.  M.  Price  :  As  I  have  said  before  in  this  Society,  there  is  no 
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question  that  there  are  two  reasons  for  death.  One  is  the  hopeless 
condition  of  the  patient  at  time  of  operation,  and  the  other  a  badly 
done  operation.  I  am  confident  that  the  delays  as  the  result  of  con- 
servative papers  and  advice  in  matters  of  this  kind  are  daily  compli- 
cating cases  of  inflammatory  trouble.  As  my  brother  has  said,  we 
have  seen  this  summer  thirty  or  forty  cases  where  delay  has  been  ad- 
vised and  operation  condemned,  and  in  which  the  symptoms  have 
been  greatly  aggravated  by  the  delay.  In  several  cases  resection  of 
bowel  had  to  be  done,  and  in  one  case  fourteen  inches  were  removed. 
The  woman  was  rotten  with  syphilis,  the  body  being  at  the  time  cov- 
ered with  a  secondary  eruption.  The  bowel  was  so  stiff  that  if  bent 
it  would  break  in  two.  This  woman,  if  operated  on  a  few  months  ago, 
would  have  had  no  such  complication. 

I  have  no  doubt  that  when  Dr.  Goodell  said  that  more  women 
died  after  operation  than  if  left  alane,  he  was  speaking  from  his  own 
personal  experience,  and  I  have  not  any  doubt  that  he  was  right  so 
far  as  his  experience  reached.  I  am  satisfied  that  fifty  per  cent,  of 
the  operators  in  pelvic  surgery  would  not  know  in  a  case  of  firm  ad- 
hesions whether  they  were  separating  the  adhesions  or  tearing  the 
bowel  until  the  specimen  was  brought  to  the  surface.  I  have  seen  the 
bowel  torn  in  two  in  the  hands  of  a  good  operator,  and  he  thought  at 
the  time  that  he  was  removing  the  specimen  and  not  the  bowel.  The 
patient  recovered.  If  that  occurs  in  the  hands  of  a  man  who  does 
know  a  great  deal  about  pelvic  surgery,  how  much  more  likely  is  it  to 
occur  in  the  hands  of  one  who  has  never  seen  an  inflammatory  condi- 
tion in  the  pelvis  !  These  cases  are  being  operated  on  daily  and 
deaths  are  occurring  on  every  hand.  This  thing  should  be  stopped. 
A  man  should  either  operate  with  a  good  and  able  man  at  his  side,  or 
keep  his  hands  off.  If  a  man  is  skilled  in  the  removal  of  inflamma- 
tory conditions  his  fingers  will  tell  him  what  he  is  doing,  just  as  the 
finger  of  the  obstetrician  tells  him  in  an  obstetric  case  what  is  going 
on.  The  greater  number  of  accidents  and  deaths  are  occurring  in  the 
hands  of  the  older  surgeons — men  who  have  been  in  the  habit  of  de- 
pending on  their  eyes.  In  such  cases  the  skilled  obstetrician  would 
be  far  more  capable  than  the  ordinary  surgeon,  who  goes  at  such  a 
case  as  a  dog  at  a  bone ;  it  is  there,  and  he  is  going  to  have  it  out. 

A  man  should  never  be  satisfied  with  the  removal  of  his  speci- 
men. He  should  expose  the  bowel  and  bring  it  to  the  surface  and 
examine  the  lesions  that  have  occurred  during  the  enucleation  and 
repair  them.    I  have  not  seen  a  case  so  treated  that  did  not  get  well. 

With  regard  to  the  treatment  of  fibroids,  I  believe  that  in  the 
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early  stages  of  the  enlargement  the  treatment  is  the  removal  of  the 
appendages.  I  could  cite  dozens  of  cases  so  operated  on  in  the  last 
three  years.  This  is  only  in  the  early  stage.  I  do  not  advise  leaving 
a  tumor  that  is  causing  pressure  symptoms.  I  have  seen  two  or  three 
cases  of  these  small  tumors  where  nothing  was  done  and  the  woman 
married  late  in  life,  and,  becoming  pregnant,  sarcomatous  degenera- 
tion has  taken  place  in  one  or  more  of  the  nodules  and  the  woman 
was  driven  to  operation.  I  believe  that  many  of  these  cases  are 
quiescent  until  some  cause  produces  stimulation  of  the  growth  of  one 
or  more  of  the  nodules.  I  believe  that  in  the  early  stages — that  is, 
from  the  size  of  an  almond  to  that  of  a  child's  head — you  can  have 
most  perfect  results  by  removal  of  the  appendages.  When  they  get 
beyond  that  size  or  exhibit  symptoms  of  malignancy,  I  believe  that 
complete  extirpation  should  be  done.  In  perfectly  healthy  tumors 
not  complicated  by  malignancy  the  death-rate  by  the  extra-peritoneal 
method  should  be  absolutely  nil.  I  can  not  see  why  a  single  woman 
should  die  with  a  perfectly  clean  peritonaeum,  with  not  a  single  liga- 
ture and  with  nothing  below  the  ligature  of  the  serre  nceud  that  can 
influence  her  recovery.  I  have  never  seen  a  case  die  unless  there 
had  been  a  mistake  on  the  part  of  the  surgeon.  As  my  brother  re- 
ports, in  his  forty-fourth  case  there  was  an  accident ;  the  woman  bled 
to  death.  There  is  no  reason  why  hysterectomy  by  the  extra-perito- 
neal method  in  competent  hands  should  show  a  single  death.  Even 
taking  it  for  granted  that  there  will  be  a  number  of  cases  of  hernia 
follow  the  operation — which  I  deny — say  that  twenty  per  cent,  have 
hernia  and  that  operation  for  the  relief  of  the  hernia  shows  five  per 
cent,  mortality,  the  death-rate  even  then  would  be  far  below  that  of 
any  other  operation  for  the  removal  of  fibroids.  I  believe  that  the 
extra-peritoneal  operation  in  a  healthy  condition  of  the  tumor  is  the 
operation,  and  that  it  will  continue  to  be  so. 

Dr.  Anna  M.  Fullerton  :  There  is  only  one  point  to  which  I 
would  refer,  and  that  is  in  regard  to  curettement  of  the  uterus.  We 
know  that  in  disease  of  the  tubes  the  infection  generally  comes 
through  the  uterus.  So  far  as  my  own  experience  has  gone,  I  have 
found  that  the  cases  of  abdominal  section  have  done  better  when  the 
operation  has  been  preceded  by  curettement  and  cleansing  of  the 
cavity  of  the  uterus,  thus  preventing  infection  afterward. 

Dr.  J.  M.  Baldy  :  There  is  no  question  as  to  the  correctness  of 
Dr.  Price's  position  in  regard  to  pus  being  discharged  while  enuclea- 
tion is  being  made.  It  seems  to  me  that  the  worst  enemies  of  the 
Trendelenburg  position  are  those  who  say  that  pus  never  escapes, 
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showing  that  their  experience  was  limited.  You  can  not  enucleate 
many  pus-tubes  without  running  across  a  certain  number  that  will  dis- 
charge pus  in  spite  of  anything  you  can  do,  whether  you  operate  with 
the  patient  on  the  back  or  in  the  Trendelenburg  posture.  The  pavil- 
ion extremity  is  probably  adherent  to  the  pelvic  wall  or  to  some  other 
point,  and  the  moment  you  break  the  adhesions  pus  must  pour  out. 
Again,  you  sometimes  tear  the  ovary  from  the  tube,  and  if  there  is  a 
tubo-ovarian  abscess  the  pus  must  empty  itself.  The  defense  of  the 
position  does  not  rest  upon  the  question  of  the  discharge  of  pus,  but 
on  the  question  whether  or  not  the  general  abdominal  cavity  can  be 
protected  from  it  when  discharged.  I  know  of  no  better  argument  in 
favor  of  the  position  than  that  offered  by  Dr.  M.  Price.  He  tells  us 
that  the  best  operators  do  damage  to  bowels  and  do  not  know  it  until 
the  specimen  is  delivered,  and  he  recommends  that  the  bowels  should 
be  brought  up  and  examined,  and  he  again  states  that  he  has  known 
some  excellent  operators  to  tear  the  bowel  completely  off.  I  know  of 
two  cases  where  a  part  of  the  sigmoid  flexure  was  delivered  and  cut 
away  for  pus-tubes.  It  is  in  the  avoidance  of  such  dangers  as  this 
that  the  Trendelenburg  posture  is  most  available — not  that  it  will  ab- 
solutely prevent  bowel  injuries,  but  that  it  gives  the  surgeon  a  far  bet- 
ter chance  to  avoid  them,  and  to  repair  them  if  they  do  necessarily 
occur.  Dr.  Price  has  offered  one  of  the  strongest  arguments  in  favor 
of  the  use  of  the  position  while  trying  to  argue  against  it. 

There  are  two  or  three  points  in  the  paper  that  impress  me.  In 
the  first  place,  it  is  stated  that  the  statistics  of  hysterectomy  are  thrice 
worse  than  they  were  three  years  ago — in  other  words,  since  dropping 
of  the  pedicle  and  complete  enucleation  have  come  into  use.  It  is 
impossible  for  any  one  to  offer  a  defense  for  each  set  of  statistics.  I 
know  that  my  own  results  are  better  since  I  gave  up  the  extra-perito- 
neal method  and  adopted  that  of  dropping  the  pedicle  or  complete 
enucleation  in  the  same  class  of  cases.  That  has  also  been  the  expe- 
rience of  half  a  dozen  of  my  friends  in  Philadelphia  and  elsewhere. 
I  know  that  the  statement  of  Dr.  Price  can  not  be  substantiated.  I 
offer  an  open  challenge  for  the  presentation  of  statistics  showing  that 
the  mortality  is  worse.  On  the  other  hand,  those  of  us  who  have 
changed  our  methods  and  now  remove  the  whole  uterus  or  drop  the 
pedicle  have  clearly  and  certainly  demonstrated  that  the  mortality  is 
as  low  or  even  lower  than  it  formerly  was.  I  am  unwilling  to  accept 
as  accurate  the  statement  that  a  man  has  done  so  many  operations 
with  "a  nil"  mortality.  We  must  have  the  details  of  the  operation, 
the  name  of  the  doctor  who  attended  the  patient,  and  the  name  of 
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some  one  present  at  the  operation,  that  the  case  may  be  followed  ;  oth- 
erwise, such  statements  are  worthless.  The  strong  points  of  the  case 
may  be  brought  out  so  strongly  as  to  unintentionally  deceive  on  other 
points.  Until  we  know  all  the  points  we  can  not  judge.  I  distinctly 
challenge  the  statement  in  regard  to  the  mortality  increasing  in  the 
last  three  years. 

As  to  gonorrhoea  having  a  causal  relation  to  fibroid  tumor,  I  do 
not  believe  that  it  has  the  slightest  relation  of  any  kind  whatever.  I 
challenge  the  production  of  any  reliable  testimony  to  that  effect  or 
which  will  support  any  such  statement.  It  is  easy  enough  to  say  that 
you  find  gonorrhoea,  pus-tubes,  and  fibroid  tumors.  You  may  exam- 
ine a  woman  and  find  no  tumor.  Then  she  contracts  gonorrhoea,  and 
later  you  find  a  tumor.  Dr.  Massey  has  brought  out  one  point — we 
often  find  numerous  nodules  on  section  of  a  uterus.  No  one  can  say 
that  such  a  thing  does  not  exist  in  a  given  case,  and  because  fibroids 
appear  subsequently  to  the  occurrence  of  gonorrhoea  is  no  proof  that 
it  caused  them.  The  acute  inflammation  may  very  possibly  stir  them 
up  to  active  growth,  but  no  evidence  is  or  has  ever  been  offered  to 
prove  the  proposition  that  it  originates  them.  Proof  of  this  character 
is  only  too  often  advanced  by  physicians  to  support  an  assertion.  Un- 
til there  are  some  definite  facts  which  are  satisfactory  the  statement 
can  only  be  questioned. 

I  think  that  Dr.  Price's  position  in  regard  to  pus  discharging 
through  the  uterus  is  absolutely  correct.  I  can  not  conceive  how  any 
one  who  knows  anything  about  purulent  collections  can  believe  that 
pus  is  discharged  through  the  uterus  in  chronic  cases.  He  distinctly 
alluded  to  chronic  cases  and  not  to  those  acute  ones  mentioned  by  Dr. 
Noble.  Cases  are  often  sent  to  me  with  a  history  that  pus  has  been 
discharged  through  the  rectum  or  vagina  a  few  days  before.  In  some 
of  these  cases  I  am  unable  to  detect  the  slightest  possible  lesion. 
Some  of  these  patients  I  have  sent  home  within  two  days  of  their  ar- 
rival because  there  was  not  the  slightest  possible  reason  for  believing 
that  they  had  any  pelvic  trouble.  I  have  seen  other  patients  with  pus- 
tubes  who  had,  it  was  said,  discharged  a  teacupful  of  pus,  and  yet  on 
examination  the  condition  has  proved  to  be  the  same  as  before,  and 
the  operation  has  clearly  demonstrated  that  no  such  discharge  could 
have  taken  place.  The  discharge  was  evidently  of  the  muco-purulent 
material  that  we  see  in  chronic  endometritis  which  had  collected  in 
the  posterior  cul-de-sac.  No  one  can  amputate  one  of  these  tubes  close 
to  the  uterus  and  squeeze  pus  from  the  cut  end.  If  the  tube  is  pressed 
it  will  burst  or  the  pus  escape  at  the  pavilion. 
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The  statement  has  been  made  that  the  mortality  after  operations 
on  pus-tubes,  etc.,  was  increasing.  I  do  not  know  but  that  this  is  cor- 
rect. Up  to  a  certain  period  of  my  work  it  seemed  to  me  that  I  was 
getting  worse  results  than  I  had  been  getting  in  the  past,  and  this  did 
not  change  until  I  began  to  remove  the  uterus  in  a  certain  class  of 
cases  with  the  tubes.  Since  adopting  that  procedure  in  this  class  of 
cases  I  have  had  less  mortality  than  in  the  same  class  of  pus  opera- 
tions in  the  past.  Although  it  has  been  claimed  that  the  removal  of 
a  small  uterus  is  not  justifiable,  it  has  given  me  a  feeling  of  security 
which  I  did  not  have  in  dealing  with  pus  cases  before,  and  my  actual 
mortality  is  smaller  than  in  any  similar  group  of  cases  in  my  own 
practice. 

Dr.  Charles  P.  Noble  :  Reference  has  been  made  to  the  French 
and  Belgian  method  of  operating  through  the  vagina.  I  wish  to  say  that 
I  think  that  method  has  not  been  tried  in  this  country  to  any  extent, 
and  it  is  not  scientific  to  condemn  it  until  we  know  more  about  it.  I 
have  not  adopted  it,  for  it  does  not  seem  to  be  logical  to  operate  in 
that  way.  One  apparently  can  not  deal  as  well  with  complications. 
The  reports,  however,  are  so  flattering  that  it  is  not  scientific  to  con- 
demn it  without  personal  knowledge  of  the  method.  I  think  that  I 
shall  adopt  the  method  in  a  certain  class  of  cases  where  there  is  a 
large  accumulation  of-  pus  in  the  pelvis  well  walled  off  and  in  which 
the  patient  is  septic.  If  you  operate  from  above,  you  have  to  open  an 
abscess,  wash  out,  and  drain.  If  you  undertake  to  do  a  complete 
operation  the  patient  dies  of  shock.  In  that  class  of  cases  I  intend 
to  attack  a  certain  number  from  below.  Whether  we  take  the  uterus 
out  or  not,  I  think  that  in  that  class  of  cases  operating  from  below 
has  a  certain  advantage  in  that  you  do  not  open  the  peritoneal  cavity 
and  run  the  risk  of  contaminating  it.  In  other  classes  of  cases,  I  am 
satisfied  with  our  own  methods. 

I  might  say  one  word  in  regard  to  the  Trendelenburg  position.  I 
like  the  Trendelenburg  posture,  and  use  it  more  or  less  in  all  cases, 
but  I  have  seen  one  of  the  most  pronounced  advocates  of  this  posture, 
and  one  who  has  invented  one  of  the  most  perfect  means  of  securing 
this  position,  go  right  through  the  bowel  in  two  cases  when  he  was 
looking  at  it.  In  one  case  he  did  a  resection  and  an  end-to-end 
operation,  and  in  the  other  case  I  do  not  recall  what  was  the  method 
of  dealing  with  the  bowel ;  but  both  patients  died.  It  so  happens  that 
these  were  the  only  two  times  that  I  have  seen  this  gentleman  operate. 
He  is  an  admirable  surgeon,  and  it  only  shows  that  in  the  best  hands, 
whether  in  the  Trendelenburg  posture  or  on  the  back,  the  bowel  may 
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be  injured.  I  have  seen  the  rectum  excised  once  for  a  pus  tube,  but 
fortunately  I  have  never  done  this  myself.  I  think  that  these  acci- 
dents will  happen  whether  we  use  the  Trendelenburg  posture  or  do 
not.  I  think  that  by  this  posture  you  will  often  avoid  wounding 
the  bowel  where  otherwise  it  would  have  been  injured,  and  if  it  is 
torn,  the  posture  gives  a  better  opportunity  for  repair,  especially  in 
wounds  of  the  rectum. 

Dr.  G.  Betton  Massey  :  Concerning  the  bearing  of  gonorrhoea 
on  the  production  of  fibroids,  I  may  say  that  out  of  some  sixty  or 
seventy  cases  in  private  practice  whose  histories  have  been  more 
carefully  studied  than  is  possible  in  clinical  work,  I  can  recall  but 
one  case  in  which  gonorrhoea  was  ever  present.  This  tumor  was  not 
a  large  one  and  was  easily  arrested  by  treatment.  I  still  believe,  how- 
ever, that  the  fibroid  process  arises  in  an  irritative  inflammatory  action 
in  the  uterine  parenchyma. 

With  regard  to  the  emptying  of  chronic  pus-tubes,  I  think  that  the 
discussion  has  been  a  little  inaccurate  in  stating  the  position  of  those 
who  claim  that  they  can  be  emptied.  So  far  as  I  am  concerned,  the 
claim  has  not  been  made  that  pus-tubes  can  be  emptied  by  pressure, 
but  that  under  treatment  there  will  be  set  up  a  retrograde  progression 
of  the  process  that  ascended  from  the  uterus  into  the  tube — or,  in  other 
words,  an  ascending  amelioration  is  made  to  follow  the  ascending  dis- 
ease. In  this  way  the  uterine  end  is  rendered  patulous.  This  is  a 
different  thing  from  cutting  off  a  pus-tube  and  expecting  that  it  could 
be  emptied  by  pressure.  We  might  as  well  cut  out  a  length  of  bowel 
and  expect  the  faecal  matter  within  it  to  be  projected  onward  by  per- 
istalsis as  to  expect  such  a  thing  in  a  tube  cut  off  from  all  its  nervous 
relations.  I  have  had  undoubted  evidence  recently  of  chronic  pus- 
tubes  emptying  themselves.  This  was  in  a  case  in  which  no  explora- 
tion of  the  uterus  had  been  made.  The  case  applied  at  the  Howard 
Hospital  for  treatment  in  July  with  a  history  extending  over  two  or 
three  years,  and  it  was  therefore  most  likely  a  chronic  pus-tube.  That 
case  was  not  treated  by  any  intra-uterine  method,  but  by  the  use  of 
the  galvanic  current  in  the  vagina.  This  was  continued  twice  a  week 
for  three  weeks.  Three  weeks  ago  she  reported  herself  as  greatly  re- 
lieved of  the  pain  and  discomfort  in  the  left  ovarian  region.  She  also 
volunteered  the  statement  that  before  the  cessation  of  this  almost  con- 
stant pain  she  had  had  a  number  of  intermittent  gushes  of  bad-smell- 
ing material. 

Dr.  George  I.  McKelway  •  Dr.  Price  referred  to  the  necessity  or 
ability  to  make  a  diagnosis  in  certain  cases.    There  was  brought  into 
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the  Philadelphia  Hospital,  on  the  9th  of  last  month,  a  woman  with 
a  temperature  of  1040  and  a  pulse  of  160.  She  was  discharging  from 
the  vagina  a  quantity  of  the  most  foul-smelling  pus.  The  resident 
sent  for  me  in  the  middle  of  the  night.  I  found  a  mass  in  the  pelvis, 
extending  up  into  the  abdomen,  as  large  as  an  ordinary  silk  hat. 
Nothing  whatever  of  uterus,  ovary,  or  tube  could  be  outlined — all 
was  one  mass.  I  sought  with  my  finger  to  find  where  the  pus  was 
coming  from,  but  failed  to  do  so.  I  also  failed  with  the  speculum. 
Examination  of  the  urine  showed  a  quantity  of  albumin  and  also  tube- 
casts.  The  patient  had  previously  been  in  the  hospital  and  was  known 
to  have  nephritis,  and  I  therefore  did  not  feel  justified  in  giving  an 
anesthetic  if  I  could  avoid  it.  With  a  blunt  pair  of  scissors,  without 
an  anesthetic,  I  made  an  opening  in  Douglas'  cul-de-sac.  The  dis- 
charge of  nearly  a  quart  of  horribly  smelling  pus  followed.  The 
woman  was  better  for  a  day,  and  then  the  temperature  went  up  and 
stayed  up.  On  milk  diet,  digitalis,  and  strychnine,  her  condition  so  far 
as  the  kidneys  were  concerned  improved.  The  general  condition  and 
the  condition  of  sepsis  did  not  improve,  and  she  desired  to  have  the 
abdomen  opened.  I  opened  the  abdomen  about  the  15th  of  August, 
and  found  a  pus  ovary  larger  than  an  orange  and  a  pus-tube  larger 
than  my  wrist.  These  and  the  uterus  were  imbedded  in  inflammatory 
exudate  so  dense  that  their  extrication  was  most  difficult.  I  removed 
them,  however,  and  the  woman  did  well  for  twenty-four  hours,  and 
then  suddenly  became  comatose  and  promptly  died.  On  autopsy  it 
was  found  that  a  cerebral  effusion  had  killed  her.  Her  uterus  was  a 
large  one  and  had  a  number  of  fibroids  in  the  muscular  wall,  none  of 
which  were  as  large  as  a  pea. 

Now  as  to  the  necessity  of  making  a  diagnosis,  or1  the  ability  to  do 
so.  Looking  into  the  history  of  this  woman,  I  found  that  within  three 
days  of  her  admittance  to  hospital,  and  for  nearly  a  month  before,  she 
had  been  in  attendance  twice  or  thrice  a  week  at  the  Howard  Hospital 
for  electrical  treatment.  An  examination  of  the  books  of  that  institu- 
tion showed  that  she  was  alleged  to  have  a  fibroid  tumor  the  size  of 
an  orange,  and  that  she  had  received  intra-uterine  e'ectrical  treatment 
therefor.  If  on  her  first  visit  to  the  Howard  Hospital  she  had  a  tumor 
only  "  as  large  as  an  orange,"  and  under  the  treatment,  or  the  lack  of 
treatment,  which  she  received  in  her  ten  or  twelve  visits  there,  it  in- 
creased to  the  enormous  mass  I  found,  it  is  unfortunate.  If,  however, 
as  I  believe,  this  great  mass  then  existed  and  was  not  recognized,  it  is 
equally  unfortunate. 

Dr.  Joseph  Prick  :  Sufficient  has  been  said  to  fortify  every  point 
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that  I  have  advanced.  Dr.  Noble's  remarks  are  a  most  sweeping  reply 
to  Dr.  Baldy's  defense  of  the  Trendelenburg  posture.  One  of  trie 
most  enthusiastic  Trendelenburg  men  in  the  country  invites  Dr. 
Noble  to  see  two  sections,  and  in  both  cases  tears  the  bowel  and  the 
patient  dies.  Two  Trendelenburg  postures,  two  long  incisions,  two 
ocular  inspections,  two  lesions  of  the  bowel,  and  two  deaths. 

Something  has  been  said  about  the  older  operators  or  ovarioto- 
mists.  Young  operators  know  perfectly  well — if  they  have  studied  the 
old  ovariotomists,  their  good  books,  and  their  good  work  and  bad  work 
— the  opposition  that  we  received  from  that  class  of  men  from  1872  to 
1878.  During  that  time  knowledge  in  pathology  and  pelvic  surgery  was 
progressing.  Spencer  Wells,  Keith,  Thornton,  Bantock,  and  the  older 
ovariotomists  were  pure  obstructionists.  There  is  not  a  young  opera- 
tor in  this  room  who  would  trust  an  old  ovariotomist  to  do  a  pelvic 
operation  for  pus  or  advanced  disease.  While  a  woman  can  walk 
and  can  do  other  things,  the  "  don'ts  "  come  in  in  all  their  utterances 
and  writings.  I  would  say  of  these  men,  Don't  permit  them  to  go 
into  the  pelvis  for  anything  below  the  ileo-pectineal  line.  Study 
their  statistics.  Take  those  of  Dr.  Homans,  of  Boston — out  of  about 
four  hundred  sections  we  find  only  one  pus-tube  reported. 

Diagnosis. — Nothing  could  be  more  horrid  than  the  case  cited  by 
Dr.  McKelway,  and  nothing  more  trying  than  dealing  with  a  case 
with  crippled  kidneys,  the  infection  taken  up  by  the  kidneys,  the 
lungs  involved,  and  cerebral  effusion.  Pause  a  moment  and  think  of 
this  one  case,  and  then  think  of  the  thousands  of  cases  dying  all  over 
the  land.  The  man  that  denies  that  statement  does  not  know  any- 
thing about  pelvic  surgery.  If  he  does  twenty  operations  in  five  towns 
in  Ohio  and  gets  in  correspondence  with  five  young  enthusiastic  sur- 
geons, his  correspondence  will  convince  him  of  the  correctness  of 
what  I  state.  I  might  refer  to  four  letters  received  within  the  last 
four  days.  One  man  does  four  appendix  operations  in  three  days. 
Before  I  had  operated  in  the  town  he  denied  the  existence  of  ap- 
pendicitis, extra-uterine  pregnancy,  and  suppurative  forms  of  tubal 
disease.  Now  he  operates  almost  daily  for  one  or  the  other  not  only 
in  the  community,  but  also  in  his  own  family.  I  have  gone  to  Indiana 
to  operate  on  the  wife  of  a  physician  who  denied  the  existence  of 
these  troubles.  It  is  only  necessary  to  educate  a  man  and  train  him. 
It  is,  however,  difficult  to  get  a  young  man  to  dirty  his  hand  five 
thousand  times  in  the  vagina  and  familiarize  himself  with  diagnosis 
and  pathology.  My  pupils  ask  on  the  third  day,  or  after  the  examina- 
tion of  the  third  patient,  "When,  Doc,  are  you  going  to  give  me  a 
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laparotomy  ? "  At  the  same  time  they  object  to  examining  a  dirty 
woman.  It  is  difficult  to  get  men  to  familiarize  themselves  with  the 
size,  shape,  and  condition  of  the  uterus,  and  its  relation  to  advanced 
tubal  and  ovarian  disease. 

Fibroid  surgery  is  too  much  to  discuss  this  evening,  but  I  want  to 
say  that  Dr.  Baldy  takes  a  very  enthusiastic  view  of  it.  If  you  take 
up  the  Transactions  of  this  Society,  you  will  find  that  less  than  a  year 
ago  he  made  every  possible  claim  for  the  serre  neeud  and  made  a  very 
fair  and  scientific  discussion  in  favor  of  it.  He  does  not  make  quite 
as  strong  statements  for  the  other  method  this  evening.  Every  man 
has  a  right  as  he  advances  to  change  his  mind,  but  he  knows  per- 
fectly well  that  his  results  have  been  perhaps  a  little  better  with  the 
nceud  than  with  the  other  method. 

Dr.  Fullerton's  remarks  in  regard  to  infection  are  interesting. 
Abdominal  surgery  can  be  done  successfully  without  the  curette.  I 
have  done  a  hundred  abdominal  sections  consecutively  without  a 
coated  tongue  and  without  a  pulse  above  one  hundred,  except  in  cases 
that  bled.  This  was  done  by  clean  surgery,  without  chemicals  of  any 
character,  or  the  use  of  the  curette.  If  you  read  the  reports  of  the 
Rotunda  Hospital  you  will  find  that  the  curette  is  used  freely,  and 
you  will  find  that  the  mortality  from  puriform  disease  is  very  large. 
In  one  year  there  were  six  suppurations  in  the  pelvis  opening  above 
the  pubic  arch. 

Dr.  Massey's  protest  and  his  allusion  to  the  overlooking  of  small 
fibroids  is  a  little  interesting,  for,  as  we  know,  he  claims  refinement  of 
diagnostic  skill  and  has  repeatedly  said  that  there  is  no  difficulty  in 
recognizing  these  growths.  We  are  astonished  to  hear  him  say  that 
they  are  overlooked.  I  have  never  claimed  refinement  in  diagnosis. 
I  have  too  many  times  alluded  to  the  multiform  nature  of  pelvic 
troubles.  Last  summer,  in  the  presence  of  four  of  the  best  operators 
in  this  country,  I  opened  a  patient  and  came  to  a  cyst  universally 
adherent  and  made  an  extensive  dissection.  Numerous  suggestions 
were  made  as  to  its  nature.  It  was  enucleated,  and  beneath  it  I 
struck  a  suppurating  dermoid  the  size  of  my  fist,  and  below  that  a 
huge  pus-tube  as  large  as  a  banana.  Who  would  claim  refinement 
in  diagnosis  in  such  a  case?  It  really  amuses  me  to  hear  pelvic  op- 
erators talk  about  refinement  in  diagnosis.  It  is  sufficient  to  say  that 
there  is  a  mass  in  the  pelvis  that  has  no  business  there  and  it  should 
come  away.  Too  much  prominence  even  has  been  given  to  tender- 
ness and  pain. 

Dr.  Noble,  as  usual,  wanders.    He  will  not  say  that  pus  comes 
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through  the  tube  in  his  hands.  He  should  come  out  and  say  that  he 
never  saw  such  a  case. 

As  regards  fibroids  of  the  uterus,  it  matters  little  whether  they  are 
due  to  gonorrhceal  uterine  disease  or  to  suppurative  forms  of  tubal 
disease  due  to  gonorrhoea,  the  curette,  irritating  solutions,  or  neglected 
abortion  ;  the  fact  remains  that  fibroid  tumors  are  very  commonly  as- 
sociated with  puriform  tubal  and  ovarian  disease  in  young  women. 
The  last  sentence  in  Professor  Krug's  latest  paper  confirms  that  point. 
When  I  discover  these  small  tumors  and  appendix  and  bowel  lesions 
I  call  a  halt  in  the  operation  and  demonstrate  their  presence  to  the 
bystanders  where  this  does  not  increase  the  risks  of  the  patient. 

I  want  to  allude  to  conservative  men.  I  venture  that  there  is  not 
an  operator  in  this  town  who  will  not  admit  that  the  legs  of  his  pa- 
tients are  more  emaciated  than  they  were  three  or  four  years  ago. 
If  he  examines  the  legs  and  arms  of  his  patients  he  will  be  surprised 
to  find  how  greatly  emaciated  they  are.  I  want  to  say  frankly,  in  the 
interests  of  this  great  work  and  of  women,  that  if  men  had  a  better 
knowledge  of  pathology  and  diagnosis  they  would  speak  more  care- 
fully on  this  question  in  their  papers  and  discussions.  Two  or  three 
men  in  this  country  have  added  one  or  two  per  cent,  to  our  mortality. 
One  of  the  most  conspicuous  of  this  crowd,  after  Dr.  Hoffman,  Dr. 
Baldy,  and  myself  had  made  a  very  pointed  discussion  of  this  subject 
(tubal  disease),  with  numerous  allusions  to  the  mathematical  accuracy 
of  the  labors  of  Bernutz  and  Goupil  (first  as  to  the  pathology, 
second  as  to  the  ability  to  recognize  these  troubles,  and  third  as  to 
the  results  of  surgery),  in  Newport,  arose  and  said  :  "  Mr.  Presi- 
dent, to  use  an  expression  of  boys  in  the  street,  Marion  Sims  just 
mopped  up  the  earth  in  a  review  of  Bernutz  and  Goupil."  Then  he 
picked  up  his  little  short  yellow  overcoat  and  left  the  room.  That 
gentleman  has  changed  his  whole  position,  and  now  is  a  great  con- 
servative man.  He  changes  his  mind  in  pelvic  surgery  and  pathology 
about  every  three  months.  He  is  a  great  reformer — a  man  who,  five 
or  six  years  ago,  denied  the  existence  of  tubal  and  ovarian  disease. 

I  want  to  ask  operators  to  make  demonstrations  at  their  opera- 
tions, with  a  few  remarks  before  operation,  a  few  during  it,  and  many 
after  it. 

Some  allusion  was  made  to  Dr.  Goodell  and  operative  and  non- 
operative  treatment.  This  reminds  one  of  the  operative  and  non-op- 
erative discussions  in  regard  to  gunshot  and  stab  wounds.  There  is 
now  only  one  treatment  for  penetrating  wounds  of  the  abdomen. 
For  a  while  there  were  operative  and  non-operative  men.    The  des- 
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perate  cases  alluded  to  this  evening  are  largely  due  to  conservative 
discussion.  I  can  only  say  in  regard  to  that  class  of  men  that  they 
have  not  familiarized  themselves  with  pathology  and  diagnosis.  That 
is  the  most  charitable  statement  I  can  make. 

Dr.  Baldy  has  referred  to  statistics.  Some  hospitals  do  not  have 
a  report.  Some  do  not  keep  books.  It  is  folly  to  talk  about  statis- 
tics. A  prominent  gynaecologist  will  tell  you  that  he  has  had  six  or 
eight  deaths  from  sepsis  and  that  he  is  going  to  have  a  glass  operat- 
ing-room out  in  his  yard.  The  same  man  has  an  oven  and  a  sterilizer. 
His  blankets  and  gauze  are  baked.  He  works  a  while  in  permanga- 
nate and  bichloride  solution.  Then  he  states  that  he  has  had  six  or 
eight  consecutive  deaths  from  sepsis.  Again  another  has  had  four 
consecutive  deaths  from  catgut  sepsis.  These  men  will  tell  you  that 
they  have  had  a  dozen  suppurating  incisions,  and  then  that  bichlo- 
ride causes  a  superficial  necrosis  of  the  wound.  Now,  what  are  sta- 
tistics worth  from  such  sources? 

Dr.  Baldy  stated  in  Washington  that  he  had  had  three  deaths  in 
twenty-two  sections  for  pus  by  the  older  method,  and  that  six  of  these 
cases  were  desperate.  He  has  had  twenty  sections  with  extirpation 
of  the  uterus.  It  is  fair  to  suppose  that  the  last  series  was  not  so  des- 
perate as  the  previous  series.  I  am  satisfied  that  those  who  follow 
the  method  of  amputating  the  uterus  in  advanced  tubal  disease  are 
doing  needless  surgery  in  the  midst  of  filth. 

With  reference  to  bowel  lesions,  Dr.  Baldy  states  that  my  broth- 
er's discussion  is  an  argument  in  favor  of  this  Trendelenburg  pos- 
ture, and  he  criticises  the  injuries  to  the  bowel.  Surely  he  does  not 
think  that  the  operator  fails  to  recognize  the  bowel  lesion  and  that 
there  is  fixation  of  the  bowel  to  the  right  or  to  the  left.  The  opera- 
tor, with  his  finger,  at  once  detects  the  difference  between  bowel  and 
pus-tube  or  ovarian  abscess,  or  he  should  serve  an  apprenticeship  be- 
fore he  attempts  such  work.  The  statements  that  I  have  made  in  re- 
gard to  the  importance  of  the  upper  method  have  been  made  for  the 
special  purpose  of  demonstrating  the  fact  that  we  do  recognize  them 
and  know  how  serious  they  are.  Again  and  again  have  I  taken  this 
floor  in  favor  of  the  upper  method  of  enucleation  and  the  necessity 
of  examining  the  bowel  to  note  if  injuries  have  taken  place  in  the 
freed  adherent  bowel.  If  in  the  enucleation  we  observe  that  a  flap  is 
being  taken  from  the  bowel,  then  reverse  the  process  or  enucleation, 
that  the  flap  may  be  left  on  the  bowel  and  be  stitched  down.  The 
point  I  wish  to  make  is  that  many  operators  fail  to  recognize  these 
lesions  and  leave  bowel  adhesions  in  the  abdomen  or  pelvis.  After 
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removal  of  the  specimen  the  distortion  of  the  bowel  is  intensified, 
and  in  thirty-six  hours  the  woman  is  enormously  distended  from  un- 
recognized obstruction  and  many  such  cases  lost.  I  insist  that  the 
operation  is  never  complete  until  the  bowel  has  been  freed  entirely 
and  the  pelvic  basin  is  empty.  .  It  is  just  here  in  some  desperate  cases 
that  I  value  the  Murphy  button,  as  it  enables  me  to  complete  my  work 
rapidly. 

In  regard  to  the  French  and  Belgian  methods,  what  I  have  been 
saying  is  in  reply  to  such  methods.  To  say  that  American  operators 
know  nothing  of  the  vaginal  removal  of  diseased  appendages  is  amus- 
ing, for  everything  good  in  abdominal  or  pelvic  surgery  is  American. 
Abdominal  surgery  belongs  to  America.  Abdominal  surgery  for  dis- 
eased appendages  commenced  in  Pennsylvania.  The  operation  was 
done  in  1843  by  Dr.  John  Light- Atlee,  and  the  woman  is  still  living. 
"  Without  a  mustache,"  one  specimen  weighed  fourteen  ounces  and 
the  other  sixteen  ounces,  universally  adherent  in  the  pelvis.  It  was  a 
pelvic  operation,  and  was  done — with  knife,  scissors,  and  ligatures — in 
thirty  minutes.  The  patient  went  on  the  table  with  a  pulse  of  one 
hundred,  was  operated  on  without  an  anaesthetic,  and  came  off  with  a 
pulse  less  than  one  hundred.  Before  that,  in  1790,  William  Bannam, 
of  Virginia,  accurately  diagnosticated  two  cases  of  extra-uterine  preg- 
nancy, and  operated,  the  patients  recovering.  Nineteen  years  later 
McDowell  was  led  to  operate,  probably  more  by  the  success  of  Wil- 
liam Bannam  than  by  the  teachings  of  John  Bell.  One  hundred  years 
before  these  great  men  lived  vaginal  hysterectomy  was  deliberately 
and  successfully  practiced  in  New  Orleans.  There  is  not  an  operator 
in  this  room  who  had  not  done  vaginal  hysterectomy  for  diseased  ap- 
pendages and  cancer  of  the  uterus  before  the  Belgian  reports  were 
made.  There  is  nothing  in  it  to  recommend  it.  Any  one  who  knows 
anything  of  the  numerous  complications  of  tubal  puriform  disease 
knows  that  he  is  liable  to  meet  with  mischief  which  he  could  not  re- 
pair or  correct  by  the  vaginal  operation.  I  have  given  both  pro- 
cedures sufficient  study,  and  have  used  both  methods  sufficiently  to 
speak  with  some  authority.  The  vaginal  method  for  tubal  and  ovarian 
disease  is  blind,  ignorant,  and  cowardly. 

Adjourned.  Frank  VV.  Talley,  Secretary. 
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LONDON. 

January  3,  1894. 

G.  Ernest  Herman,  M.  B.,  President,  in  the  Chair. 

Report  of  Committee  on  Dr.  Amand  Routh's  Specimen  of  Fibroma  spon- 
taneously enucleated,  shown  November  1,  1893  {Transactions,  vol. 
xxxv,  p.  409). 

The  specimen  consists  of  a  part  of  the  left  broad  ligament,  with 
the  corresponding  Fallopian  tube  and  round  ligament.  At  the  free 
end  of  the  Fallopian  tube  there  is  a  hard,  white,  globular  body,  about 
the  size  of  a  Tangerine  orange.  It  is  closely  attached  to  the  ex- 
tremity of  the  Fallopian  tube,  some  of  whose  fringes  are  adherent  to 
the  exterior  of  the  tumor.  The  passage  of  the  tube  is  in  no  way 
obstructed,  for  a  bristle  can  be  readily  passed  along  it. 

The  surface  of  the  tumor  is  smooth,  dimpled  in  places,  white,  and 
glistening.  On  section,  it  is  found  to  consist  of  two  parts  :  an  outer 
zone  of  white,  densely  fibroid  material,  measuring  one  third  of  an  inch 
in  thickness  ;  and  a  central  part,  one  inch  in  diameter,  of  a  grayish- 
yellow  color.  Closer  examination  shows  a  thin  calcareous  plate  situ- 
ated immediately  beneath  the  outer  zone  and  involving  about  half 
the  circumference  of  the  center.  Histologically,  the  periphery  of  the 
growth  is  composed  of  almost  homogeneous  fibroid  tissue,  and  the 
central  part  consists  of  looser  and  more  cellular  fibrous  tissue  min- 
gled with  patches  of  granular  substance  which  represents  degenerated 
blood-c!ot.  The  vessels  in  the  softer  portion  of  the  tumor  are  filled 
with  similar  matter. 

As  regards  the  origin  of  the  tumor,  it  may  possibly  represent  a 
subperitoneal  fibroma  of  the  uterus  which  has  become  detached  ;  and 
we  are  of  opinion  that  in  the  anatomy  of  the  preparation  there  is 
nothing  inconsistent  with  this  view. 

J.  H.  Targett. 
W.  S.  A.  Griffith. 
Amand  Routh. 

Uterus  from  a  Septic  Case.    By  Charles  Chepmell,  M.  D. 

Dr.  Chepmell  showed  the  reproductive  organs  of  a  woman  who 
died  on  the  fifth  day  of  her  puerperium  of  puerperal  peritonitis. 
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The  labor,  which  resulted  in  the  birth  of  twins,  was  attended  by  an 
untrained  nurse  or  midwife  who  three  weeks  previously  lost  a  case 
of  the  same  kind.  The  specimen  showed  the  gangrenous  condition 
of  an  unrepaired  perineal  rupture  and  of  the  fissured  cervix.  The 
placental  sites  were  uninfected,  and  the  tubes  were  only  inflamed  at 
the  fimbriated  extremities.  The  infection  evidently  did  not  spread 
along  the  mucous  surfaces,  but  through  the  lymphatics  directly  from 
the  infected  spots. 

Hypcrtrophied  Nympha  and  Clitoris.    By  William  Duncan,  M.  D. 

A  committee,  consisting  of  Drs.  Horrocks,  Tate,  and  Duncan, 
was  appointed  to  report  on  this  specimen. 

A  Malformed  Heart.    By  R.  J.  Probyn-Williams,  M.  D. 

The  specimen,  which,  as  far  as  can  be  ascertained,  is  unique,  was 
removed  from  a  child  born  at  full  term  at  the  General  Lying-in 
Hospital.  From  the  time  of  its  birth  the  child  was  always  of  a  bluish 
color,  occasionally  becoming  almost  black,  and  quite  cold. 

The  apex  was  to  the  right  of  the  sternum,  but  no  murmur  could 
be  detected. 

The  child  lived  a  fortnight  in  the  hospital,  gradually  wasting,  ar.d 
died  fourteen  days  after  discharge. 

On  post-mortem  examination  the  heart  was  found  to  consist  of 
two  ventricles  with  only  one  auricle. 

Into  the  auricle  opens  a  superior  vena  cava  which  is  of  large  size, 
and  there  is  only  a  trace  of  a  sseptum  at  the  upper  and  back  part. 

There  is  a  pulmonary  artery  arising  from  the  right  ventricle,  but 
it  is  not  patent  ;  and  there  is  a  well-developed  ductus  arteriosus 
arising  from  the  aorta,  which  is  normal. 

The  left  pulmonary  vein  has  apparently  opened  into  the  vena 
cava,  and  on  the  right  side  there  is  only  a  small  loop  with  no  opening. 

Hydrocephalus  with  Spina  Bifida.    By  R.  J.  Probyn-Williams,  M.  D. 

The  specimen  shown  was  extracted  from  a  patient  in  the  General 
Lying-in  Hospital. 

She  had  been  in  labor  for  six  days  when  first  seen,  and  the  condi- 
tion on  examination  was  somewhat  unusual. 

The  finger  passed  through  the  external  os,  which  was  fairly  well 
dilated,  and  felt  a  soft,  doughy  swelling,  round  which  the  finger  could 
be  swept  without  discovering  any  hard  parts. 


London  Obstetrical  Society. 


After  admission  to  the  hospital  the  patient  was  anaesthetized  and 
another  examination  made. 

The  swelling  which  had  been  felt  was  then  found  to  be  about  as 
large  as  an  ordinary  fcetal  head  at  full  term,  and  above  it,  three 
inches  from  the  external  os,  was  a  tight  constriction — Bandl's  ring — 
and  above  this  again  the  bones  of  the  skull  in  the  second  cranial 
position. 

The  presenting  part  was  perforated  and  the  child  extracted  by 
means  of  the  cephalotribe. 

The  following  are  the  principal  measurements  of  the  head  as  dis- 
tended with  tow:  Bi-parietal  diameter,  5.75  inches;  bi-temporal,  5 
inches  ;  fronto-occipital,  6.5  inches  ;  mento-occipital,  7.5  inches  ; 
maximum  vertico-mental,  7.75  inches  ;  sub-occipito-bregmatic,  6 
inches  ;  sub-occipito-frontal,  5.5  inches  ;  fronto-occipital  circumfer- 
ence, 20  inches  ;  sub-occipito-bregmatic,  18.5  inches  ;  from  ear  to, 
ear  over  the  bregma,  14  inches. 

Unruptured  Tubal  Gestation.    By  T.  W.  Eden,  M.  D. 

Dr.  Eden  said  that  the  specimen  was  from  a  case  operated  upon 
in  the  Chelsea  Hospital  for  Women  by  Dr.  Schacht  on  October  14, 
1893.  The  parts  removed  consisted  of  the  left  tube  and  ovary,  which 
were  now  shown.  The  distal  half  of  the  tube  was  distended  to  the 
size  (in  the  fresh  state)  of  a  Tangerine  orange,  and  its  contents  were 
fluctuating.  The  ovary  was  enlarged  to  the  size  of  a  pigeon's  egg, 
and  presented  a  ruptured  cyst  upon  its  surface  containing  some  dark 
granular  blood-clot.  In  order  to  preserve  the  relations  of  parts,  the 
entire  specimen  was  frozen  and  the  tube  opened  by  a  longitudinal  in- 
cision. It  contained  in  its  outer  half  an  oval  laminated  mass  of 
blood-clot,  but  no  trace  was  evident  to  the  naked  eye  of  foetus  or 
foetal  appendages.  The  inner  half  of  the  tube,  which  was  unoccu- 
pied by  blood-clot,  was  dilated  without  thickening  of  the  walls,  and 
contained  a  clear  fluid.  The  uterine  ostium  was  patent  ;  the  ab- 
dominal ostium  was  occluded,  and  all  traces  of  the  fimbriae  had  dis- 
appeared. On  microscopic  examination  of  portions  of  the  blood- 
clot  taken  from  different  parts,  structures  were  found  which  he 
believed  to  be  undoubted  chorionic  villi.  They  were  very  well  repre- 
sented in  the  drawings,  which  had  been  executed  by  Dr.  Giles.  They 
were  definite  structures,  quite  distinct  from  the  surrounding  blood- 
clot,  consisting  of  nucleated  cells  and  a  little  delicate  fibrous  tissue  ; 
there  were  no  vessels  visible  in  them.  The  surface  layer  of  cubical 
epithelium  could  be  distinctly  made  out  in  nearly  every  instance,  but 
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the  cell  outlines  were  obscured  by  the  deposition  upon  them  of  a 
layer  of  fibrin  as  well  as  by  degenerative  changes. 

From  the  clinical  history  the  gestation  could  not  be  further  ad- 
vanced than  ten  to  eleven  weeks.  Dr.  Eden's  view  was  that  the 
ovum  had  perished  considerably  earlier  than  that  by  hsemorrhage 
into  its  substance,  very  probably  repeated  hsemorrhage.  The  foetus 
and  foetal  appendages  had  been  entirely  absorbed,  with  the  exception 
of  the  chorionic  villi,  and  they  had  undergone  considerable  degen- 
eration. It  was  interesting  to  notice  that  the  entire  tube  was  dilated  ; 
in  tubal  gestation  the  part  occupied  by  the  ovum  was  usually  not 
much  dilated,  and  the  question  arose  whether  this  tube  could  have 
been  the  seat  of  salpingitic  dilatation  before  the  fertilization  of  the 
ovum. 

The  case  was  important  inasmuch  as  specimens  of  unruptured 
tubal  gestation  were  very  rare,  there  being  only  three  or  four  pre- 
viously recorded  cases. 

Dr.  William  Duncan  thought  the  case  very  interesting,  and  al- 
though chorionic  villi  were  shown  under  the  microscope,  thus  proving 
the  accuracy  of  the  diagnosis,  he  hoped  the  President  would  appoint 
a  sub-committee  to  report  on  the  specimen.  He  asked  Dr.  Eden 
what  were  the  symptoms  which  caused  abdominal  section  to  be  per- 
formed in  the  case  of  a  tubal  gestation  where  the  foetus  was  thought 
to  be  dead. 

Mr.  Alban  Doran  observed  that  Dr.  Eden's  case  was  very  simi- 
lar to  one  in  his  own  experience,  a  Case  of  Tubal  Abortion,  reported 
in  the  British  Medical  Journal,  vol.  ii,  1891.  In  both  cases  struc- 
tures like  chorionic  villi  were  found  in  the  clot.  Care  must  be  taken 
not  to  mistake  fibrinous  deposits  for  villi.  In  haemorrhage  into  the 
tube  occurring  in  the  early  stages  of  tubal  gestation  the  ostium  was 
usually  not  only  open,  but  dilated  ;  yet  it  was  easy  to  understand  that 
the  ostium  might  become  closed  under  similar  circumstances. 

Mr.  Bland  Sutton  had  no  doubt  that  the  body  in  the  tube  was 
a  tubal  mole  ;  had  there  been  a  doubt  the  sections  exhibited  under 
the  microscopes  would  completely  dispel  it,  for  among  the  clot  there 
were  many  typical  chorionic  villi  in  transverse  section.  The  fact 
that  the  abdominial  ostium  was  occluded  had  an  interest  for  him,  as 
he  had  come  to  the  conclusion,  from  an  examination  of  many  speci- 
mens, that  it  required  from  eight  to  ten  weeks  after  impregnation  to 
effect  this  closure  ;  the  clinical  facts  of  this  case  supported  his  con- 
clusion. Mr.  Sutton  considered  that  the  removal  of  such  a  gravid 
tube  was  correct  practice. 
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Mr.  Doran  added  that  it  was  important  to  remember  that  Mr. 
Sutton  and  himself  had  to  a  great  extent  verified  their  researches  by 
examining  clot  in  tubes  where  a  minute  foetus  was  actually  found. 
The  chorionic  villi  were  very  distinct  in  sections  from  these  cases, 
and  formed  a  reliable  standard  of  comparison. 

Dr.  Schacht  said  that  the  history  was  briefly  as  follows  :  Patient 
aged  twenty-nine ;  married  five  years,  never  pregnant  ;  catamenia 
regular,  never  missed  ;  last  period  three  and  a  half  weeks  ago,  dura- 
tion four  days,  quantity  normal ;  ten  days  before  coming  to  the  Chel- 
sea Hospital  there  was  a  slight  show,  which  lasted  some  days.  The. 
day  after  the  appearance  of  this  show  there  was  sudden  pain  in  the 
morning  in  the  left  inguinal  region,  lasting  two  hours.  The  second 
attack  of  pain  occurred  four  days  later  while  in  bed.  The  third  at- 
tack of  pain,  three  days  later  (the  day  before  coming  to  the  hospital) ; 
it  came  on  while  washing  ;  this  was  more  acute  than  the  others,  and 
lasted  one  and  a  half  hour.  Examination  showed  her  to  be  losing 
slightly  ;  the  uterus  was  normal  in  size ;  the  cervix  somewhat  sof- 
tened, while  to  the  left  of  the  uterus  was  an  apparently  enlarged  and 
tender  tube.  Temperature  ioo°.  She  was  admitted  at  once.  With 
rest  in  bed  the  patient  went  comfortably  through  what  appeared  a 
normal  period,  and,  as  the  tube  became  much  less  tender,  she  was  al- 
lowed to  go  home,  on  condition  that  she  remained  in  bed.  About 
two  months  from  the  date  of  first  being  seen  she  had  another  bout  of 
sharp  pain,  preceded  by  a  profuse  period,  which  came  at  the  proper 
time.  On  examination,  the  mass  appeared  distinctly  larger,  about  the 
size  of  a  Tangerine  orange,  with  a  pulsating  vessel  plainly  to  be  felt 
along  the  lower  border.  She  was  readmitted  and  operated  on  with- 
out delay.  The  main  points  in  diagnosis  were  :  (1)  irregular  loss, 
though  no  history  of  decidua ;  (2)  recurring  bouts  of  sharp  pain  in 
the  left  iliac  region  ;  (3)  presence  of  tube  dilated,  probably  with 
blood  ;  and  (4)  a  pulsating  vessel.  The  pathological  condition  had 
been  carefully  described  by  Dr.  Eden,  and  he  (Dr.  Schacht)  would  of 
course  be  very  pleased  to  have  the  report  of  such  a  committee  as  had 
been  proposed  on  the  specimen. 

The  President  thought  there  could  be  no  doubt  that  Dr.  Eden's 
specimen  was  a  tubal  gestation.  The  specimen  of  unruptured  tubal 
pregnancy  which  he  (the  President)  had  removed  and  described,  and 
to  which  Mr.  Bland  Sutton  had  referred,  differed  from  Dr.  Eden's. 
In  it  blood  was  effused  in  the  chorion  outside  the  amnion,  and  the 
amniotic  cavity  contained  a  foetus.  The  patient's  symptoms  were 
trifling,  and  the  operation  was  done  not  to  relieve  symptoms,  but  be- 
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cause  the  diagnosis  of  extra-uterine  pregnancy  had  been  made.  It 
was  not  possible  to  ascertain  whether  the  pregnancy  was  going  on  or 
whether  death  of  the  foetus  had  occurred,  except  by  waiting  and 
watching,  which  delay,  if  the  pregnancy  was  going  on,  would  put  the 
patient  in  peril  of  rupture  and  intra-peritoneal  haemorrhage.  To 
avert  this  danger  the  operation  was  done.  Similar  considerations,  he 
thought,  entirely  justified  Dr.  Schacht  in  operating  on  his  patient. 

A  committee,  consisting  of  Mr.  Bland  Sutton,  Mr.  Alban  Doran, 
and  Dr.  Eden,  was  appointed  to  report  on  this  specimen. 

SIX  MORE  CASES  OF  PREGNANCY  AND  LABOR  WITH 
BRIGHT'S  DISEASE. 

By  G.  Ernest  Herman,  M.  B.  Lond.,  F.  R.  C.  P., 

Obstetric  Physician  to  the  London  Hospital,  etc. ;  President  of  the  Society. 
(Received  November  15,  1893.) 
{Abstract ) 

Case  i. — Third  pregnancy.  Eclampsia  with  second  labor,  and  per- 
sistent subsequent  albuminuria.  Third  pregnancy  beginning  eleven 
months  afterward.  Gidema  and  short  breath  coming  on  in  second 
month  of  pregnancy.  Arterial  degeneration.  Cardiac  hypertrophy. 
Old  retinitis.  Urine  containing  one  third  albumin  and  casts.  Prema- 
ture delivery  at  end  of  fifth  month.  No  fits.  Slight  diuresis  follow- 
ing delivery.  No  marked  diminution  in  albumin  immediately  fol- 
lowing delivery,  but  some  diminution  following  prolonged  rest.  Per- 
centage of  urea  much,  and  absolute  quantity  of  urea  somewhat  below 
the  average.  No  marked  alteration  in  urea  percentage  accompanying 
delivery.    Death  six  months  afterward. 

Case  2. — Tenth  pregnancy.  Ill  twelve  months  before  delivery. 
Urine  containing  half  albumin.  Polyuria.  Deficient  urea  elimina- 
tion. Bronchitis.  No  retinitis.  Labor  induced  in  ninth  month. 
Death  of  child  on  delivery.  Persistence  of  bronchitis.  Diarrhoea. 
Increased  urea  excretion  and  diminution  of  albuminuria  following  de- 
livery. Irregular  slight  pyrexia.  Death  a  month  afterward.  Chronic 
tubal  nephritis. 

Case  3. — Fifth  pregnancy.  Bone  disease  followed  by  amputation 
of  thigh  eleven  years  previously.  GZdema  dating  from  fourth  labor, 
four  years  previously.  No  other  symptoms.  Anaemia.  No  retinitis. 
Polyuria.     Urine  containing  half  albumin,  almost  entirely  serum- 
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albumin.  Slight  diminution  of  albumin  under  milk  diet.  Urea  ex- 
cretion only  slightly  below  normal.  Labor  induced  at  eight  months. 
Child  living.  Diuresis,  increase  of  urea  elimination,  and  still  greater 
diminution  of  albuminuria  following  delivery.  Good  health  two  years 
afterward,  in  spite  of  persistent  albuminuria. 

Case  4. — First  pregnancy.  Symptoms  beginning  toward  end  of 
seventh  month.  No  retinitis.  Urine  containing  two  thirds  albumin 
and  casts.  Labor  induced  at  end  of  eighth  month.  Increase  of  al- 
buminuria during  labor.  Progressive  diminution  during  lying-in. 
Slight  deficiency  of  urea  elimination.  Slight  polyuria  before  delivery. 
Diuresis  following  delivery.  Child  living.  Piece  of  placenta  re- 
tained, and  removed  on  the  ninth  day.  Good  health  eleven  months 
afterward. 

Case  5. — Second  pregnancy.  Symptoms  three  weeks  before  term. 
Vomiting.  Diarrhoea.  CEdema.  Labor  at  term.  Lingering  first 
stage  accelerated  by  bougie.  Child  living.  Urine  containing  casts, 
and  a  quarter  albumin.  Increase  of  albuminuria  to  one  half  during 
labor.  Diuresis  after  delivery.  Diminution  of  albuminuria  during 
iying-in.  Slight  diminution  in  urea  excretion.  Good  health  and  free- 
dom from  albuminuria  six  months  afterward. 

Case  6. — First  pregnancy.  Symptoms  a  week  before  admission. 
CEdema.  Weakness  ;  short  breath.  Cardiac  hypertrophy.  Urine 
containing  one  third  albumin.  Labor  induced  at  end  of  eighth  month. 
Child  living;  no  fits.  Slight  deficiency  of  urea  elimination.  Diu- 
resis, increased  urea  elimination,  and  diminution  of  albuminuria  fol- 
lowing delivery.    Good  health  a  year  and  eight  months  afterward. 

The  author  compares  these  cases  with  others  reported  in  former 
communications  by  him  to  the  Society — in  all,  eleven  in  number — 
and  then  compares  these  eleven  cases  with  twelve  cases  of  puerperal 
eclampsia,  also  published  by  him  in  the  Society's  Transactions.  He 
draws  the  following  general  conclusion  :  There  are  at  least  two  kinds 
of  renal  disease  to  which  a  pregnant  woman  is  specially  liable.  One  of 
these  is  a  very  acute  disease,  in  which  premonitory  symptoms  are  either 
absent  or  of  duration  measurable  by  hours  or  days.  It  attacks  chiefly 
primigravidae.  It  often  causes  intra-uterine  death  of  the  child.  It  is 
attended  with  extreme  diminution  of  the  quantity  of  urine,  and  the 
small  quantity  of  urine  that  is  passed  is  greatly  deficient  in  urea,  but 
contains  enough  albumin  to  make  it  solid  on  boiling.  This  disease 
is  accompanied  with  rapidly  recurring  fits.  If  it  run  a  favorable 
course,  the  fits  cease,  then  the  urine  increases  in  amount,  and  the  per- 
centage of  urea  in  it  rises.    If  the  excretion  of  urea  be  not  re-estab- 
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lished,  the  case  quickly  ends  fatally.  Such  cases  seldom,  if  ever,  pass 
into  chronic  Bright's  disease. 

The  other  is  a  disease  which  attacks  older  subjects,  chiefly  those 
who  have  had  children  before.  Its  premonitory  symptoms  extend 
over  a  period  measurable  by  weeks  or  months.  It  often  leads  to  intra- 
uterine death  of  the  child.  It  is  accompanied  generally  by  increase 
in  the  quantity  of  urine,  with  copious  loss  of  albumin,  but  not  so 
much  in  proportion  to  the  urine  as  in  the  more  acute  disease,  and 
with  diminution  in  the  elimination  of  urea,  but  not  nearly  so  great  a 
diminution  as  in  the  more  acute  disease.  Delivery  is  followed  by 
temporarily  increased  diuresis  and  increase  in  the  urea  elimination. 
When  this  increase  is  considerable  the  albuminuria  usually  diminishes 
and  disappears,  and  the  patient  gets  well.  When  the  increase  is  only 
slight  the  albuminuria  persists,  and  the  case  becomes  one  of  chronic 
Bright's  disease.  This  form  of  disease  is  sometimes  attended  with 
fits,  but  generally  not.  The  presence  of  albuminuric  retinitis  affects 
the  prognosis  unfavorably.  When  the  pressure  within  the  abdomen 
is  greater  than  usual  the  amount  of  urine  may  be  diminished,  but  in 
such  cases  the  diuresis  and  the  augmentation  of  the  urea  elimination 
after  delivery  are  proportionately  greater. 

In  the  acute  disease  which  causes  eclampsia,  and  in  the  chronic 
disease  when  it  is  associated  with  excessive  intra-abdominal  pressure, 
much  of  the  albumin  is  paraglobulin.  The  cases  in  which  the  albu- 
men is  mainly  serum-albumin  generally  either  die  or  pass  into  chronic 
Bright's  disease. 

In  former  communications  (vols,  xxxii  and  xxxiii)  I  have  put  be- 
fore the  Society  cases  of  albuminuria  complicating  pregnancy,  with 
and  without  eclampsia,  in  which  the  character  of  the  urine  had  been 
observed  with  especial  care.  In  the  present  paper  I  relate  some 
further  cases  of  the  same  kind. 

Case  I. — Third  pregnancy  ;  eclampsia  with  second  labor  and persistent 
subsequent  albuminuria  ;  pregnancy  eleven  months  afterward.  (Edema 
and  short  breath  coming  on  in  second  month  of  pregnancy  ;  arterial  de- 
generation ;  cardiac  hypertrophy ;  old  retinitis ;  urine  containing  one 
third  albumin  and  casts  j  premature  delivery  at  end  of  fifth  month  ;  no 
fits  j  slight  diuresis  following  delivery  j  no  marked  diminution  in  albumin 
immediately  following  delivery,  but  some  diminution  following  prolonged 
rest ;  percentage  of  urea  much,  and  absolute  quantity  of  urea  someiuhat, 
bcloiu  the  average  ;  no  marked  alteration  in  urea  percentage  accompanying 
delivery  ;  death  six  months  afterward. — C.  K.  was  delivered  of  a  dead 
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child  in  January,  1889,  labor  being  attended  with  eclampsia.  Her 
case  is  reported  in  the  Transactions,  vol.  xxxii,  p.  26. 

She  was  again  admitted  into  the  London  Hospital  April  7,  1890 
(for  the  notes  on  this  occasion  I  am  indebted  to  Dr.  A.  B.  Roxburgh, 
resident  accoucheur,  and  Mr.  W.  H.  Sturge,  clinical  clerk).  Patient 
menstruated  three  months  after  leaving  the  hospital,  and  continued 
to  do  so  regularly  until  five  months  ago,  the  flow  being  rather  less 
copious  than  formerly.  For  the  last  five  months  has  seen  nothing. 
During  the  last  four  months  has  felt  "ill  in  herself";  has  suffered 
from  swelling  of  the  face  and  legs,  the  latter  mostly  in  the  evening. 
For  three  weeks  has  had  a  pain  in  the  back  and  belly,  worse  at  night 
and  when  lying  down,  and  also  difficulty  in  breathing. 
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On  admission  the  uterus  presented  the  characters  of  five  months' 
pregnancy.  Slight  oedema  of  legs.  Arteries  hard.-  Aortic  second 
sound  accentuated.  Heart's  apex-beat  outside  nipple  line.  No  ab- 
normal signs  in  lungs.  Old  retinitis  albuminurica,  but  no  recent 
changes.  Urine  smoky,  containing  one  third  albumin,  deposits  of 
blood-corpuscles,  epithelium,  and  granular  casts. 

April  nth. — During  yesterday  patient  had  severe  pain  in  the  lower 
belly  and  loins.  In  the  evening  six  leeches  were  applied  to  the  loins, 
and  this  was  followed  by  relief  from  the  pain.  Shortly  before  mid- 
night the  patient  felt  something  give  way,  and  there  was  a  watery  dis- 
charge from  the  vagina.  At  7  A.  M.  this  morning  a  female  foetus, 
ten  inches  long  and  weighing  ten  ounces,  was  expelled  with  its  pla- 
centa and  membranes.  The  placenta  weighed  three  ounces.  Even- 
ing temperature  ioic. 
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Patient  recovered  from  the  abortion  without  unusual  haemorrhage. 
Temperature  was  normal  on  April  14th  and  afterward.  In  other  re- 
spects her  condition  continued  much  the  same  as  on  admission.  She 
left  the  hospital  on  April  30th.  During  her  stay  in  hospital  she  had 
no  fit  or  anything  like  the  premonitory  symptoms  of  a  fit.  Her 
weight  while  in  hospital  decreased  8  lbs.  I  have  no  record  of  her 
weight  at  the  time  of  the  labor. 

January,  1891. — I  learned  from  the  patient's  friends  that  she  died 
in  October,  1890. 

Urine,  Quantity. — The  quantity  of  urine  was  less  above  the  aver- 
age than  during  childbed  sixteen  months  previously.  Then  the  aver- 
age daily  excretion  was  58.5  ounces.  On  the  present  occasion  the 
daily  average  was  46  ounces.  Both  these  averages  are  exclusive  of 
what  was  unavoidably  lost  with  the  stools.  On  the  day  following  the 
miscarriage  there  was  diuresis,  as  there  was  on  the  second  day  follow- 
ing the  delivery.  This  diuresis  was  only  temporary,  and  was  followed 
after  labor  and  after  delivery  by  a  fall  and  then  a  rise  again  to  about 
the  average.  After  labor  the  rise  in  quantity  was  slower  and  greater, 
and  the  subsequent  drop  also  greater  and  more  prolonged,  than  after 
the  miscarriage. 

Specific  Gravity. — I  unfortunately  have  no  record  of  this  till  April 
15th.  From  that  date  onward  it  only  varied  between  1.010  and  1.012, 
except  on  April  22d  (eleventh  day  of  lying-in),  when  it  sank  to  1.005, 
On  this  day  there  was  increased  diuresis. 

Albumin. — When  the  patient  was  discharged  from  the  hospital 
after  her  confinement,  the  urine  contained  from  one  fourth  to  one 
third  its  bulk  of  albumin.  On  admission,  before  the  miscarriage,  the 
albumin  was  from  two  fifths  to  one  third.  This  remained  about  the 
same  until  the  eleventh  day  of  the  lying-in,  when  it  sank,  first  to  one 
fourth,  then  to  one  fifth,  then  to  one  sixth. 

Deposit. — The  urine  throughout  gave  a  deposit  of  pus  and  granular 
casts,  with  some  blood  when  first  admitted. 

Urea. — The  percentage  of  urea  roughly  corresponded  to  what 
would  have  been  expected  from  the  specific  gravity  of  the  urine,  and 
therefore  the  fluctuations  of  the  urea  excretion  show  a  general  corre- 
spondence to  those  of  the  quantity  of  urine.  It  averaged  191  grains 
per  diem.  On  the  occasion  of  the  delivery  of  a  child  it  averaged 
throughout  265  grains  per  diem.  Both  these  quantities  are  exclusive 
of  what  was  lost  with  the  stools. 

Sugar. — The  urine  never  contained  sugar. 

Reaction. — The  urine  was  acid  throughout. 
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This  case  is  interesting,  first,  as  being  a  complete  history  of  a  case 
of  Bright's  disease  coming  on  in  pregnancy.  I  have  published  an- 
other in  the  Transactions,  vols,  xxix  and  xxx.  The  total  duration  of 
the  illness  in  that  case  was  eleven  months  ;  of  this  one,  two  years. 

Secondly,  compared  with  others,  it  helps  to  show  the  effect  of 
abdominal  distention  on  the  renal  function.  I  have  put  before  the 
Society  cases  which  tend  to  show  that  a  diuresis  following  delivery  is 
the  rule  ;  that  when  the  distention  is  very  great,  the  diuresis  follow- 
ing its  removal  is  greater  than  usual  (see  case,  vol.  xxxii,  p.  327) ; 
that  when  the  distention  is  less  than  usual,  the  diuresis  is  slight  (see 
case,  vol.  xxxii,  p.  335).  In  this  case  the  abdominal  distention  was 
very  slight,  and  the  diuresis  was  scarcely  appreciable. 

Thirdly,  that  in  this  case,  in  which  the  renal  disease  persisted,  and 
cardio-vascular  changes  developedr  the  urine  never  presented  the 
characters  usual  in  the  cases  of  sudden  eclampsia  which  get  well,  viz., 
loaded  with  albumin,  diminished  in  quantity,  and  of  high  specific 
gravity. 

Case  II.  Tenth  pregnancy  j  ill  twelve  months  before  delivery  ;  urine 
containing  one  half  albumin  j  polyuria  ;  deficient  urea  elimination  ;  bron- 
chitis ;  no  retinitis  j  labor  induced  in  ninth  month  j  death  of  child  in  de- 
livery ;  persistence  of  bronchitis  j  diarrhcea  ;  increased  urea  excretion 
and  diminution  of  albuminuria  following  delivery ;  irregular  slight 
pyrexia;  death  a  month  afterward ;  chronic  tubal  nephritis. — R.  J., 
aged  thirty-two,  admitted  into  the  General  Lying-in  Hospital,  Janu- 
ary 1,  1890.  (For  the  notes  of  the  case  and  the  analysis  of  the  urine 
I  am  indebted  to  Mr.  C.  H.  James,  House  Physician  to  the  hospital.) 

No  previous  illness  except  confinement.  Never  had  scarlet  fever 
or  rheumatic  fever.  First  menstruated  at  fourteen,  flow  always 
scanty,  usually  lasting  three  days  and  irregular,  the  intervals  varying 
from  one  to  three  months.  Had  always  been  temperate  and  had  suf- 
ficient food.  Was  married  at  nineteen,  and  had  had  six  children  and 
three  miscarriages  ;  the  last  child  in  April,  1888  ;  last  miscarriage  at 
three  months — in  April,  1889.  All  labors  natural,  excepting  that  the 
last  was  finished  by  forceps.  The  last  menstruation  ceased  on  Janu- 
ary 20,  1889. 

Patient  said  that  for  twelve  months  she  had  been  getting  ill  and 
weak.  She  often  felt  faint,  and  in  the  summer  she  twice  fainted. 
Had  had  a  cough  throughout  pregnancy.  Some  nausea  in  the  early 
part  of  pregnancy,  but  no  vomiting.  For  a  month  had  suffered  from 
sleeplessness.  For  about  the  same  time  micturition  had  been  more 
frequent  than  before.  Legs  had  swelled,  and  lower  abdomen  been 
27 
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puffy,  for  about  three  weeks.  For  two  weeks  she  had  been  under 
medical  care,  keeping  her  bed  and  taking  no  solid  food,  although 
appetite  was  fair.  During  this  time  she  had  been  passing  more  urine 
than  usual,  and  it  had  been  very  high-colored.    Bowels  regular. 

On  admission  patient  did  not  appear  anaemic,  but  was  thin  and 
pale.  There  was  much  oedema  of  legs,  labia,  and  abdominal  wall. 
Fundus  uteri  reaching  three  quarters  of  distance  between  umbilicus 
and  ensiform  cartilage.  Greatest  girth  of  abdomen,  thirty-nine  and 
one  half  inches.  Fcetal  head  felt  in  left  iliac  fossa.  Cervix  uteri  just 
admitting  finger,  but  cervical  canal  not  obliterated.  Fcetal  heart 
heard.  Heart's  apex-beat  just  within  nipple  line.  Sounds  normal  at 
apex ;  at  base  first  sound  prolonged,  second  sound  accentuated. 
Loud  rhonchi  heard  over  both  lungs.  No  ophthalmoscopic  changes. 
Urine  containing  half  its  bulk  of  albumin  ;  blood,  pus,  and  epithe- 
lium ;  hyaline  and  blood  casts. 

January  T,d. — Patient  takes  food  well.  Does  not  sleep  well.  No 
oedema  of  arms  or  face  ;  no  ascites.  Impaired  resonance  over  chest, 
feeble  breath  sounds  at  most  parts,  loud  rhonchi  over  right  lung; 
absent  breath  sounds  and  vocal  fremitus  at  both  bases. 

4///. — 11  a.m.  a  bougie  was  introduced  (with  antiseptic  pre- 
cautions). 

5///. — Patient  slept  four  hours  last  night,  having  been  given  a 
draught  of  chloral  and  potassium  bromide.  Patient  more  anaemic  ; 
cedema  increasing  ;  no  pains.  Bougie  partly  slipped  out.  At  noon 
the  smallest-sized  Barnes'  bag  was  introduced. 

bth. — After  the  introduction  of  Barnes'  bag,  patient  had  pains, 
increasing  in  frequency  and  force  till  5  a.  m.  this  morning.  Then 
they  became  less  frequent,  and  patient  slept.  On  examination  later 
on,  the  bag  was  found  to  have  been  expelled  into  the  vagina,  and 
was  removed.  Vagina  douched  with  i-in-2,000  sublimate  solution, 
and  the  largest  size  Barnes'  bag  introduced  into  cervical  canal. 
Patient  complains  of  thirst,  and  is  low  spirited. 

■jt/i. — After  introduction  of  largest  Barnes'  bag  yesterday  morn- 
ing there  were  labor  pains  every  ten  or  twelve  minutes  until  between  2 
and  3  p.  m.,  when  they  ceased.  On  examination  at  6  p.  m.  the  bag  was 
found  expelled  into  the  vagina,  and  was  removed.  A  bougie  was  put 
into  the  uterus  and  left  there  during  the  night,  but  did  not  produce 
uterine  contractions.  The  rhonchi  over  the  lungs  have  diminished  ; 
there  is  resonance  over  the  bases  behind,  but  the  breath  sounds  are  still 
feeble.    OZdema  less.  Fcetal  heart  heard.    Breath  slightly  offensive. 

8t/i  (evening). — Complains  of  neuralgia  in  face.    Had  a  draught 
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of  chloral  and  bromide  last  night  ;  the  same  ordered  for  to-night. 
Four  bougies  and  the  largest  size  Barnes'  bag  put  into  the  uterus. 

9///  (morning). — No  pains.  Breath  very  offensive  ;  some  swelling 
below  jaw  on  both  sides. 

1  p.  m. — Labor  pains  began. 

8  p.  m. — Head  presenting,  and  cord  pulsating  feebly  in  front  of  it. 
10  p.  m. — Os  fully  dilated.    Patient  put  under  chloroform,  mem- 
branes ruptured,  and  podalic  version  performed,  left  foot  being 
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brought  down,  and  subsequently  the  right.  Some  difficulty  in  ex- 
tracting the  head,  owing  to  its  having  become  extended.  It  was 
delivered  with  forceps  at  10.30  p.  m. 

10.40  p.  m. — Placenta  expressed.  About  ten  ounces  of  blood  lost. 
Intra-uterine  hot  sublimate  (1  to  2,000)  douche  given.  Child  still- 
born.   Attempts  at  resuscitation  failed. 

lot/t. — Bronchitis  worse.  Severe  frontal  headache.  Breath  very 
offensive. 

11///. — Breathing  has  been  very  weak  and  shallow,  and  patient  at 
times  felt  very  faint,  so  that  at  times  she  thought  she  was  sinking. 
Slight  delirium  between  sleeping  and  waking  ;  at  other  times  mental 
condition  clear.  Slept  well.  Chest  rubbed  with  ol.  terebinth,  and 
ol.  olivse,  with  marked  relief  to  breathing. 

i2t/i. — Severe  diarrhoea,  with  colic  and  tenesmus;  stools  watery. 
Tr.  opii,  th,x,  given  as  enema.  Cough  better.  Takes  food  well. 
(Edema  of  legs  gone.  No  dullness  over  lung  bases,  or  diminution 
of  breath  sounds.  Ordered  tr.  ferri  perch,  nixx,  spt.  chlorof.  nixv, 
three  times  daily. 
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i^t/i. — Diarrhoea  nearly  ceased.  Taking  food  well.  By  abdomi- 
nal examination  both  kidneys  can  be  felt  to  be  enlarged,  but  are  not 
tender. 

i4/7;. — Patient  cheerful  and  comfortable.  Appetite  good.  Has 
slept  well.  No  pain.  Diarrhoea  ceased.  Fcetor  of  breath  less. 
Submaxillary  glands  have  been  much  swollen,  and  are  still  somewhat 
swollen.  There  has  been  no  marked  salivation.  No  oedema  any- 
where. 

i6t/i. — Fcetor  of  breath  gone,  but  patient  still  complains  of  a 
metallic  taste  in  mouth.  Gums  bleed  easily.  Bowels  slightly  loose, 
but  no  pain. 

21st. — Patient  allowed  to  sit  up.  No  soreness  of  gums,  but  still 
metallic  taste  in  mouth.  Cough  nearly  gone.  Ophthalmoscopic 
examination  shows  abnormal. 

23</. — Urticaria  on  thighs.  Yesterday  there  was  pain  in  right 
calf.  To-day  there  is  also  tenderness  and  fullness  of  the  veins.  No 
oedema.    Leg  put  in  cotton  wool  and  bandaged. 

2$t/i. — Patient  examined.  Uterus  quite  movable.  Kidneys  still 
enlarged. 

28t/i. — Rigor,  supposed  to   be   due  to  fish  not  agreeing  with 

her. 

30///. — Patient  discharged  at  her  own  wish.  She  is  sallow  and 
thinner  than  she  was  on  admission.  No  oedema.  No  bronchitis. 
Kidneys  still  large. 

February  3*/.- — Patient  was  admitted  into  the  London  Hospital. 

gth. — She  died.  The  autopsy  showed  both  kidneys  enlarged  by 
chronic  tubal  nephritis. 

Temperature. — On  admission,  and  while  anything  was  done  to 
bring  on  labor,  the  temperature  was  normal.  On  the  evening  of  the 
day  following  delivery  the  temperature  rose  to  104.80,  but  the  next 
day  quickly  fell  to  below  normal.  This  was  attributed  to  the  bron- 
chitis and  bowel  disturbance.  On  the  evening  of  the  fourth  day  of 
childbed  there  was  another  rise,  reaching  102. 8°.  Fullness  and  pain 
in  the  breasts  were  believed  to  be  its  explanation.  There  was  a  rise 
to  101.80  on  the  eighth  day,  and  to  1010  on  the  ninth  day  ;  and  after 
the  thirteenth  day  there  was  elevation  of  temperature  in  most  even- 
ings, without  notable  acceleration  of  pulse  or  changes  in  the  patient's 
condition  to  account  for  them.  I  can  only  attribute  them  to  the 
changes  going  on  in  the  kidneys. 

Urine :  Quantity. — This  was  throughout  above  the  average  of 
health.   An  attack  of  diarrhoea  which  followed  delivery  unfortunately 
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prevented  the  immediate  effect  of  labor  on  the  quantity  of  urine  from 
being  ascertained.  The  average  daily  amount  of  urine  before  deliv- 
ery (taking  the  days  on  which  all  or  nearly  all  the  urine  was  collected) 
was  75  ounces.  The  average  daily  amount  during  the  lying-in,  be- 
ginning on  the  seventh  day,  was  83  ounces,  but  there  were  very  great 
fluctuations,  the  daily  amount  ranging  from  36  to  no  ounces.  I  am 
not  able  to  identify  any  changes  in  the  patient  to  explain  these  varia- 
tions. 

Urea. — The  quantity  of  urea  was  estimated  by  Squibb's  apparatus. 
It  shows  throughout  an  excretion  below  the  average.  During  eight 
days  preceding  delivery  it  averaged  152.5  grains  per  diem.  After  de- 
livery it  was  slightly  increased,  averaging  between  the  seventh  and 
thirteenth  days  of  the  lying-in  203.4  grains  per  diem.  On  the  fifteenth 
day  of  the  lying-in  it  suddenly  shot  up  to  578  grains.  I  am  not  able 
to  offer  any  explanation  of  this  sudden  increase.  Mr.  James  tells  me 
that  he  was  under  the  impression  at  the  time  that  it  was  due  to  the 
patient's  taking  proteids  more  freely;  but,  although  the  diet  pre- 
scribed for  the  patient  is  recorded,  yet  I  have  no  notes  as  to  what 
she  actually  ate,  and  therefore  I  can  not  say  whether  this  is  so  or  not. 
It  might  be  suggested  that  the  former  low  quantities  were  due  to  a 
leak  in  the  apparatus,  allowing  the  escape  of  gas.  But  Mr.  James 
tells  me  that  he  does  not  think  the  apparatus  was  defective  in  any 
way.  If  defective,  it  is  surprising  that  the  defect  should  have  spon- 
taneously corrected  itself  after  a  fortnight's  use.  Defective  manipu- 
lation allowing  gas  to  escape  might  account  for  low  quantities.  But 
I  have  entire  confidence  in  Mr.  James's  care  ;  and  if  error  of  this 
kind  did  occur,  it  is  surprising  that  it  should  have  occurred  with  such 
regularity  during  a  fortnight,  and  allowed  the  escape  of  nearly  the 
same  quantity  of  gas  each  time.  I  believe  the  records  are  correct, 
excepting  that  some  urine  was  lost  when  the  bowels  acted. 

Specific  Gravity. — This  was  10 15  on  admission  and  the  day  follow- 
ing. During  the  rest  of  the  patient's  stay  in  hospital  it  only  varied 
between  1008  and  1010,  more  often  the  former. 

Albumin. — On  admission  the  urine  contained  half  its  bulk  of  albu- 
min. A  week  after  admission,  before  delivery,  it  had  sunk  to  a  mere 
trace.  On  the  fifth  and  sixth  days  of  the  lying-in  it  had  slightly  in- 
creased, amounting  to  one  eighth  ;  then  it  sank  again  to  a  trace,  and 
remained  only  this  until  the  patient's  discharge.  The  relative  amounts 
of  paraglobulin  and  serum-albumin  were  not  ascertained. 

Deposit. — On  admission  the  urine  gave  a  deposit  of  pus,  epithelial 
cells,  granular  and  hyaline  casts.    Six  days  after  admission  it  was 
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again  examined  microscopically,  and  found  to  contain  blood- corpus- 
cles in  addition  to  the  above  elements. 

Case  III.  Fifth  pregnancy  ;  bone  disease,  followed  by  amputation  of 
thigh  eleven  years  previously ;  oedema  dating  from  fourth  labor  four- 
years  previously,  but  no  other  symptoms ;  anozmia  ;  no  retinitis ;  polyu- 
ria ;  urine  containing  half  albumin,  almost  entirely  serum-albumin ; 
slight  diminution  of  albumin  under  milk  diet ;  urea  excretion  only  slightly 
belotv  normal  j  labor  induced  at  eight  months  j  child  living  ;  diuresis,  in- 
crease of  urea  elimination,  and  still  greater  diminution  of  albuminuria 
following  delivery  ;  good  health  two  years  afterward. — Mrs.  C,  aged 
thirty-eight,  married  twenty  years,  admitted  to  General  Lying-in  Hos- 
pital January  5,  1891. 

Previous  History  (reported  by  Mr.  H.  B.  Osburn,  House  Physi- 
cian) — Had  measles,  not  scarlet  fever.  Began  to  menstruate  at  six- 
teen ;  severe  pain  before  marriage,  which  ceased  after  marriage.  In 
her  twenty-seventh  year  her  right  leg  was  amputated  for  disease  of 
the  bone,  which  had  been  going  on  for  two  years,  and  after  a  previous 
excision  had  failed.  She  has  also  a  scar  on  the  right  arm,  which  she 
says  was  left  by  an  operation  for  the  removal  of  some  diseased  bone 
there.  She  has  had  four  children.  There  was  an  interval  of  nine 
years  between  first  and  second.  The  labors  all  easy  except  the  last, 
which  was  tedious.  The  last  confinement  was  four  years  ago.  Pa- 
tient got  up  as  usual  after  this  confinement,  but  noticed  at  this  time 
slight  oedema  of  foot  and  pufhness  of  face. 

Her  medical  attendant  considers  that  the  renal  disease  dates  from 
this  time,  and  she  comes  here  at  his  suggestion  to  see  what  had  better 
be  done  in  the  present  pregnancy.  Patient  last  menstruated  April 
28th  to  May  3d,  1890.  Quickening  was  felt  in  August,  1890.  Her 
health  during  the  pregnancy  has  seemed  very  good.  She  had  no 
morning  sickness,  but  has  had  slight  nausea  on  rising  during  the  later 
months.  She  has  had  no  headache,  no  loss  of  appetite,  no  pain,  and 
no  vaginal  discharge.  Her  sight  has  been  pretty  good.  During  the 
last  few  weeks  she  has  noticed  herself  becoming  a  little  deaf. 

On  Admission. — Patient  is  well  developed  and  nourished,  but  her 
skin  is,  however,  waxy  in  appearance,  her  face  very  puffy,  and  mucous 
membranes  pale. 

Chest. — Lungs  resonant  all  over,  nothing  abnormal. 

Heart. — Dullness  normal,  accentuation  of  second  sound  at  base, 
soft  systolic  murmur  at  aortic  area. 

Abdomen. — A  good  deal  of  oedema  in  hypogastric  region.  On  pal- 
pation, fundus  uteri  felt  5.75  inches  above  umbilicus.    Heart  sounds 
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two  inches  to  right  of  and  one  inch  above  umbilicus  ;  140  per  minute. 
There  is  some  oedema  of  the  stump  of  the  right  leg.  The  left  leg  and 
foot  are  slightly  oedematous  ;  no  varicose  veins. 

Per  vaginam,  cervix  almost  obliterated,  os  quite  patulous,  admits 
two  fingers  ;  cranial  presentation.  No  deformity  of  pelvis.  Sacral 
promontory  not  felt.    Some  oedema  of  vulva. 

Ophthalmoscopic  Examination. — There  is  some  oedema  of  the  retina, 
but  nothing  further  detected. 

January  nth. — Patient  has  now  been  five  days  on  diet  of  Oiij 
milk  per  diem.  The  albuminuria  is  about  the  same.  General  condi- 
tion unaltered. 

At  12  Noon  a  i-to-1,000  mercuric  perchloride  douche  was  given, 
and  afterward  a  bougie  passed  up  the  wall  of  uterus.  There  was  a 
slight  escape  of  liquor  amnii. 

\2tJ1. — No  labor  pains.    A  little  liquor  amnii  has  escaped. 

15//Z,  12  Noon. — No  pains,  second  bougie  put  in  ;  os  size  of  a  two 
shilling  piece,  head  plainly  felt,  slight  show. 

4  p.  M.    Slight  labor  pains. 

7  p.  m.  Strong  pains,  and  child  born  suddenly.  Shortly  before 
birth  patient's  temperature  reached  10 1°,  and  she  had  a  rigor. 


The  child  was  living,  20  inches  long,  and  weighed  5  pounds  5 
ounces. 

Patient  was  given  fish  on  the  sixth  day,  and  meat  diet  with  a 
mixture  containing  iron  on  the  ninth  day. 

She  left  the  hospital  on  the  fourteenth  day  for  the  London  Hos- 
pital.  She  had  then  much  improved ;  had  more  color  and  less  oedema. 
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The  urine  then  contained  one  sixth  albumin.  The  child  was  living, 
it  had  been  hand-fed  throughout,  the  mother  never  suckling  it  at  all. 

The  patient  was  in  the  London  Hospital  under  the  care  of  Dr. 
Gilbert  Smith  until  February  17,  1891.  When  discharged  the  urine 
still  contained  one  sixth  albumin.  The  amount  of  urine  collected 
averaged  47  ounces  per  diem.  The  patient  felt  and  thought  herself 
well  when  she  went  out. 

March  28,  1892. — In  answer  to  a  letter  of  inquiry  patient  writes  : 
"  I  am  better  at  present  than  1  have  been  during  the  five  or  six  years 
I  have  suffered  with  kidney  trouble.  I  am  glad  to  say  I  got  over  the 
last  confinement  better  than  the  one  in  March,  .1887." 

January,  1893. — Urine  still  contains  half  albumin. 

Remarks. — Patient  had  no  fits  or  any  symptoms  which  suggested 
eclampsia,  either  before,  during,  or  after  labor. 

Urine :  Quantity. — The  quantity  of  urine  was  throughout  above  the 
average.  During  the  nine  days  before  delivery  the  quantity  collected 
averaged  60  ounces  per  day.  During  the  thirteen  days  after  delivery 
it  averaged  62  ounces  per  day.  Delivery  appears  to  have  been  fol- 
lowed by  diuresis,  although  this  effect  is  not  so  marked  as  in  other 
cases  that  I  have  published,  for  on  the  fifth  day  the  maximum 
amount  collected  on  any  day  was  reached — viz.,  88  ounces.  On  the 
second  and  on  the  fourth  days  of  the  lying-in,  only  27  and  43  ounces, 
respectively,  were  collected.  These  small  quantities  may  perhaps  be 
accounted  for  by  imperfect  collections  of  the  urine  ;  but  I  think  not 
entirely,  for  the  drop  in  the  quantity  of  urine  was  accompanied  by  a 
rise  in  the  specific  gravity. 

Albumin. — On  admission,  it  was  five  eighths,  but  with  rest  in  bed 
and  milk  diet  it  became  three  eighths,  steadily  maintaining  this  quan- 
tity until  delivery.  After  delivery  it  gradually  decreased  for  three 
days,  at  the  end  of  that  time  averaging  about  one  fifth,  which  it  re- 
mained at,  with  small  variations,  until  the  patient's  discharge.  It 
was  tested  frequently  for  paraglobulin,  but  never  more  than  a  trace 
was  found. 

Urea. — In  the  week  preceding  delivery  the  average  daily  excre- 
tion of  urea  was  280  grains  ;  it  showed  a  slight  rise  during  this  time, 
although  the  diet  was  restricted  to  three  pints  of  milk  a  day.  It  rose 
immediately  after  delivery,  averaging  then  420  grains.  A  further 
very  marked  rise  was  seen  when  fish  and  meat  were  substituted  for 
milk  diet,  the  excretion  during  those  six  days  varying  between  500 
and  600  grains. 

The  urea  was  estimated  with  Squibb's  apparatus,  the  correctness 
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of  which  was  checked  by  an  experiment  with  healthy  urine  of  a  sub- 
ject on  a  highly  nitrogenous  diet. 

Temperature, — The  only  point  calling  for  any  remark  is  that  at  6 
p.  m.  on  the  day  of  delivery  patient's  temperature  ran  up  to  1010  with 
a  slight  rigor  ;  as  bougies  had  been  in  for  several  days,  septic  absorp- 
tion was  feared.  Two  hours  after  labor  the  temperature  rose  to  1030, 
but  it  sank  to  subnormal  in  a  few  hours,  and  there  was  no  further  rise. 

The  highest  temperature  during  the  puerperium  was  99.20. 

These  two  cases  illustrate  a  point  of  minor  importance — viz.,  the 
occasional  uncertainty  and  slowness  of  the  method  of  inducing  pre- 
mature labor  here  adopted,  viz.,  the  introduction  of  a  bougie  be- 
tween the  membranes  and  the  uterine  wall  ;  and  the  first  case  shows 
that  even  Barnes'  dilating  bags  can  not  be  relied  on  to  provoke  effect- 
ive labor  pains. 

Case  IV.  First  pregnancy  ;  symptoms  beginning  toruard  end  of  sev- 
enth month  j  no  retinitis  j  urine  containing  two  thirds  albumin  and 
casts  j  labor  induced  at  end  of  eighth  month  ;  increase  of  albuminuria 
during  labor  ;  progressing  diminution  during  lying-in  ;  no  marked  de- 
ficiency of  urea  elimination  ;  slight  polyuria  before  delivery  j  diuresis 
following  delivery ;  child  living  j  piece  of  placenta  retained  and  re- 
moved  on  the  ninth  day ;  good  health  eleven  months  afterward. — (For 
the  notes  of  this  and  the  next  case,  and  the  analysis  of  the  urine,  I 
have  to  thank  Dr.  H.  D.  Levick,  House  Physician  to  the  hospital.) 
Mrs.  M.,  aged  twenty-eight,  admitted  into  the  General  Lying-in  Hos- 
pital September  r,  1891,  under  the  care  of  Dr.  Cullingworth,  by  whom 
my  attention  was  called  to  this  and  the  next  case,  and  whom  I  have 
to  thank  for  permission  to  publish  them. 

Previous  History. — Never  had  scarlet  fever.  Commenced  to  men- 
struate at  fifteen  ;  was  regular  until  she  married,  except  that  when 
nineteen  she  saw  nothing  for  four  months,  and  was  paler  than  usual  ; 
has  always  been  weakly.  Married  eleven  months  ago,  last  menstrual 
period  ending  on  January  3,  1891.  Suffered  from  morning  sickness 
and  dyspepsia  during  the  first  three  months  of  pregnancy;  after  first 
three  months  was  quite  well  until  six  weeks  ago,  when  legs  began  to 
swell.  Three  weeks  ago  noticed  swelling  of  eyelids  ;  one  week  be- 
fore admission  that  of  legs  increased  considerably  and  gave  her  pain. 
No  headache  or  sickness  except  after  taking  castor  oil  the  night  before 
admission.  No  nausea,  no  dizziness,  no  pain  in  chest,  and  no  dimness 
of  sight  complained  of  before  admission.  Consulted  a  doctor  on  ac- 
count of  the  excessive  swelling  of  legs,  who  examined  her  urine,  found 
a  large  quantity  of  albumin,  and  advised  her  to  come  to  the  hospital. 
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On  Admission. — Patient  was  very  anaemic,  but  fairly  well  nourished. 
Heart's  apex-beat  half  an  inch  outside  nipple  line  in  fifth  intercostal 
space.  Dullness  commences  above  at  lower  border  of  third  left  cos- 
tal cartilage  ;  the  dullness  of  the  right  side  of  the  heart  extends  half 
an  inch  beyond  left  edge  of  sternum.  Heart  sounds  normal,  except 
for  heaving  and  prolonged  first  sound.  Arteries  rather  tense,  slightly 
thickened.  Lungs  :  nothing  abnormal  detected.  Breasts  small,  nip- 
ples ill-developed  and  wanting  in  pigment.  Abdomen  :  lower  part 
cedematous ;  greatest  girth  thirty-seven  inches.  Foetus  in  first  posi- 
tion.   Foetal  heart  heard  to  left  and  below  umbilicus.    Extreme  cede- 
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ma  of  feet,  legs,  and  thighs,  the  right  leg  being  more  cedematous  than 
the  left  one.  CEdema  of  vulva  not  marked.  Face  cedematous,  espe- 
cially eyelids.  Eyes  :  fundi,  nothing  abnormal  detected.  Urine  con- 
tains two  thirds  albumin  ;  quantity  passed  stated  to  be  less  than  that 
passed  three  months  previously. 

September  yi,  8.30  p.  m. — Per  vaginum,  vertex  in  cavity  of  pelvis, 
cervix  thinned,  admits  one  finger  easily  through  internal  os. 

The  membranes  were  separated  for  one  inch  round  internal  os. 
A  bougie  was  then  passed  about  nine  inches  between  uterine  wall  and 
membranes. 

4t/i,  4  A.  m. — Pains  commenced  ;  infrequent  and  irregular,  described 
as  aching. 

6  a.  m. — Regular  pains  every  five  minutes.  12  Noon. — Pains  every 
three  minutes.  Os  admits  two  fingers  ;  membranes  bulge.  Vomited 
four  times  this  morning. 
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9  P.M. — Natural  delivery.  Child  living;  weight  four  pounds  fif- 
teen ounces  ;  male. 

5th. — Slept  well  ;  slight  headache  this  morning.  CEdema  of  legs 
decreased.  Eyelids  and  face  rather  more  swollen  than  yesterday 
morning,  but  not  so  much  as  on  admission. 

1th. — Unable  to  sleep  last  night  until  twenty-one  grains  of  bromide 
of  potash  were  administered.    No  headache  ;  no  vomiting. 

gt/i. — Slight  oedema  of  ankles  only  remaining.  Many  Knees  albicantes 
on  right  calf.    A  few  on  right  thigh  and  left  calf. 

10th. — Complains  of  pain  in  right  lumbar  region.  Right  kidney 
can  be  easily  felt  between  the  hands.    CEdema  of  ankles  slight. 

13///. — Last  two  days  discharge  offensive,  thick,  and  brown.  Uter- 
ine cavity  explored,  large  mass  of  firmly  adherent  tissue  found. 
Chloroform  administered  and  mass  removed.  Mass  was  brought 
away  as  one  large  piece  measuring  two  inches  by  one  and  a  quarter 
inch,  a  smaller  piece  one  inch  by  three  quarters  of  an  inch,  and  sev- 
eral fragments.  These  pieces  looked  like  placental  tissue.  A  small 
part  was  slightly  offensive.  Intra-uterine  douche.  Temperature  rose 
to  101.80  after  manipulation. 

14th. — Temperature,  99. 40.    Discharge  not  offensive. 

15///,  p.  m. — Rise  of  temperature  to  1040,  accompanied  by  a  rigor  ; 
vomited  once.  Bowels  were  well  opened  and  two  and  a  half  hours 
after  rise  of  temperature  and  rigor  temperature  had  fallen  to  101.80. 
Pulse  very  weak,  156.    Patient  looks  ill. 

i6t/i. — Temperature,  103. 6°.  Chloroform  was  administered.  Uter- 
ine cavity  was  explored  again  and  some  clots,  shreds,  and  hard  masses 
of  placental-like  tissue  were  removed  by  the  exploring  finger.  Intra- 
uterine douches  of  the  tincture  of  iodine  (one  drachm  to  the  pint)  at 
a  temperature  of  no0.  Vomited  after  the  chloroform;  looks  very 
white  and  ill.  Temperature  rose  to  1040  after  removal  of  tissue  from 
the  cavity  of  the  uterus. 

lyt/i,  p.  m. — Temperature,  99. 2°.  Pulse,  112.  Looks  and  feels 
much  better.    Slept  well.    Discharge  not  offensive,  slight. 

i8//i,  a.  m. — Temperature  rose  to  105. 40  with  a  rigor.  Tepid 
sponging.  Intra-uterine  douche  of  tr.  iodi.  3  j  ad  Oj,  no°  F.  P.m., 
temperature,  ioo°.  Pulse,  no.  'Some  sleep.  Patient  has  been  taking 
nourishment  well. 

20th. — Temperature  down  to  99.4°.  From  this  time  the  patient 
made  a  slow  but  uninterrupted  recovery,  and  went  out  convalescent 
on  October  1st. 

Urine:  Quantity. — Before  delivery  the  amount  of  urine  collected 
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was  slightly  above  what  is  usually  regarded  as  the  normal  quantity  ; 
it  averaged  fifty-two  ounces  per  day.  After  delivery  there  was  diure- 
sis, seventy  ounces  being  collected  on  the  second  day,  and  the  maxi- 
mum, one  hundred  ounces,  on  the  third  day.  Then  the  daily  quan- 
tities of  urine  began  to  decrease,  and  after  the  first  week  the  daily 
amount  collected  did  not  exceed  the  usual  amount;  it  fluctuated  be- 
tween twenty  and  forty  ounces. 

Specific  Gravity. — This  does  not  call  for  special  remark.  Its  vari- 
ations were,  on  the  whole,  inversely  as  the  quantity. 

Albumin. — The  amount  of  albumin  varied.  The  urine  contained 
about  two  fifths  of  its  bulk  of  albumin  when  admitted.  In  the  two 
days  following  admission  it  diminished  under  the  influence  of  rest 
and  milk  diet.  It  reached  its  maximum,  three  quarters,  just  before 
delivery — a  change  most  easily  accounted  for  by  the  increased'  ab- 
dominal pressure  due  to  the  straining  with  the  pains.  After  delivery 
it  fell  to 'what  it  had  been  before,  and  during  the  lying-in  it  showed  a 
further  slight  diminution,  so  that  when  the  patient  was  discharged  the 
urine  only  contained  about  one  tenth  of  albumin.  I  have  no  notes 
as  to  the  relative  amounts  of  paraglobulin  and  seruin-albumen. 

Urea. — The  urine  of  each  period  of  twenty-four  hours  was  mixed 
together,  and  the  percentage  of  urea  in  it  estimated  with  Squibb's  ap- 
paratus. The  patient  was  instructed  to  allow  the  catheter  to  be 
passed  when  an  action  of  the  bowels  was  expected,  and  to  save  all 
urine  that  she  passed  at  other  times. 

In  spite  of  these  precautions  doubtless  some  urine  escaped  collec- 
tion, and  the  quantities  shown  are  therefore  incorrect  in  being  below 
the  true  amount.  On  some  days,  from  causes  needless  to  particular- 
ize, the  collection  or  examination  was  known  to  be  imperfect,  and 
these  days  are  omitted.  The  chart  shows  very  wide  variations  be- 
tween the  amounts  of  urea  eliminated  on  different  days,  the  causes 
of  which  I  can  not  explain.  I  think  that  the  figures  are  correct, 
because  I  have  confidence  in  the  carefulness  with  which  Mr.  Levick 
made  them,  and  because  similar  variations  have  been  observed  in 
other  cases.  Taking  them  as  a  whole,  the  average  was  two  hun- 
dred and  seventy-nine  grains  per  day  before  delivery,  and  two 
hundred  and  eighty  grains  per  day  after  delivery,  until  the  time  at 
which  the  patient  began  to  take  flesh  food.  The  observations 
after  the  date  of  meat  diet  are  not  numerous  enough  to  be  worth 
averaging. 

There  was  thus  here  no  such  diminution  in  the  amount  of  urea  as 
has  been  observed  in  eclampsia  cases.    Taking  into  consideration 
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the  patient's  diet,  the  quantity  can  hardly  be  considered  to  have  been 
at  all  below  the  normal. 

Deposit. — Throughout  the  whole  of  the  patient's  stay  in  hospital 
granular  casts  were  present  as  a  deposit,  together  with  urates,  pus- 
corpuscles,  and  once  a  little  blood. 

Reaction. — This  was  twice  slightly  alkaline,  once  neutral,  on  all 
other  occasions  acid. 

March  30,  1892. — Patient  attended  at  the  hospital.  Feels  and 
looks  well  except  that  she  is  anaemic.  Has  been  taking  iron  since 
discharge.    No  cederna.    Urine  contains  one  sixth  albumin. 

April  7th. — Dr.  Ashton  Warner  (Kensington)  writes  that  he  has 
several  times  found  no  albumen. 

August  gth. — Is  five  months  pregnant  ;  no  albumin. 

Case  V.  Second  pregnancy  ;  symptoms  three  weeks  before  admission  ; 
vomiting  ;  diarrhoea  ;  oedema  ;  labor  at  term  ;  lingering  first  stage  accel- 
erated by  bougie  ;  child  living  j  urine  containing  casts  and  one  fourth  al- 
bumin ;  increase  of  albuminuria  to  one  half  during  labor  ;  diuresis  after 
delivery  j  diminution  of  albuminuria  during  lying-in  ;  no  marked  dimi- 
nution in  urea  excretion  ;  good  health  and  freedom  frotn  albuminuria 
six  months  afterward. — Mrs.  J.,  aged  twenty  three,  admitted  into  the 
General  Lying-in  Hospital  October  20,  1891. 

Never  had  scarlet  fever  or  any  illness  except  her  first  confinement, 
which  was  natural.  Last  menstruation  ended  December  25,  1890, 
and  fourteen  days  afterward  morning  sickness  commenced,  and  con- 
tinued until  she  quickened,  after  which  it  occurred  occasionally  up 
to  fourteen  days  before  admission,  when  it  became  persistent,  occur- 
ring five  or  six  times  a  day  ;  during  last  fourteen  days  two  loose  mo- 
tions daily.  During  last  three  weeks  has  only  passed  about  half  her 
average  quantity  of  urine. 

On  the  17th  of  October  legs  became  swollen,  more  so  than  on  ad- 
mission. 

On  the  morning  of  admission,  after  retching  noticed  for  the  first 
time  that  her  eyelids  were  swollen.  A  doctor  sent  her  to  the  General 
Lying-in  Hospital.    Urine  one  third  albumin. 

21st. — Patient  is  pale,  but  fairly  well  nourished,  with  swelling  of 
thighs,  legs,  abdomen,  and  face.  Slept  well  last  night,  no  labor  pains 
since  admission.    Complains  of  pain  over  the  eyes. 

22d. — Still  pain  over  eyes,  but  has  had  some  sleep.  No  vomiting. 
No  labor  pains.  Bowels  opened  three  times.  G2dema  of  legs  not  so 
tense;  right  calf  measures  15  inches,  and  left  13.75  inches;  oedema 
of  other  parts  about  the  same.    Heart  :  impulse  in  nipple  line  in  fifth 
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space;  dullness  commences  above  the  third  costal  cartilage  on  the 
right,  extends  one  inch  to  right  of  left  edge  of  sternum.  First  sound 
not  clear,  but  no.  murmur.  Radial  pulse  tense,  but  vessel  wall  not 
thick.    Lungs  :  a  few  rhonchi  over  left  lung.    Slight  cough  two  days. 

23^. — Severe  headache.  Vomited  four  times.  Bowels  not  opened. 
Toward  evening  headache  less,  and  patient  slept.    Some  labor  pains. 

24///. — Waked  up  occasionally  by  pains.  On  two  attempts  to  sit 
up,  nausea  followed  by  vomiting.  No  headache.  Pains  every  fifteen 
minutes.  Complained  of  a  sensation  passing  from  abdomen  over 
chest,  taking  her  breath  away  ;  this  occurred  about  every  two  hours 
yesterday  afternoon.  Eyelids  and  legs  rather  more  swollen,  right  calf 
measuring  15.5  inches,  left  one  14  inches.  To  have  chloral,  15  grains 
every  six  hours  ;  p.  M.,  bowels  opened  by  enema. 

25M. — Slept  well,  waked  up  during  night  with  pains.  This  morn- 
ing no  headache,  vomited  once  after  chloral,  no  labor  pains  now.  Os 
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soft,  ragged  from  old  lacerations  ;  size  of  a  two-shilling  piece.  Since 
admission  patient  has  been  on  full  diet  with  beef  tea  instead  of 
meat. 

26t/i. — Slept  well.  No  labor  pains;  no  vomiting;  slight  head- 
ache. Shooting  pain  in  chest  for  fifteen  minutes  this  morning. 
(Edema:  right  calf  measures  15.5  inches,  left  one  14.5  inches.  Os 
size  of  half  a  crown,  soft  and  dilatable.  Membranes  separated  with 
finger  all  round.  Diagonal  conjugates  43/8  inches.  Foetus  in  first 
position.    Foetal  heart  heard. 

27//;. — Slight  pains  during  night,  but  a  good  night's  sleep.  Slight 
headache.    Bowels  open  by  enema.    No  vomiting,  but  nausea.  Com- 
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plains  of  a  sensation,  described  as  if  a  cord  were  dragged  from  abdo- 
men through  chest  and  neck  into  head.  Since  admission  has  never 
been  able  to  sit  up  without  feeling  giddy,  n  a.  m.,  flexible  bougie 
passed  up  between  uterine  wall  and  membranes.  8  p.  m.,  pains  every 
twenty  minutes.  12  midnight,  os  size  of  four-shilling  piece  ;  pains 
frequent. 

28//;,  3  a.  m. — Pains  became  strong.  5.5  a.  m.,  spontaneous  rup- 
ture of  membranes  at  full  dilatation.  5.20  a.  m.,  natural  delivery  of  a 
living  male  child,  20.5  inches  long,  and  weighing  7  pounds. 

29//;. — Slept  well  ;  no  vomiting  ;  no  headache  ;  no  diarrhoea. 
(Edema  of  legs  less  ;  right  calf  measures  15  inches,  left  one  13.5 
inches.    Swelling  of  face  about  the  same. 

31J/. — (Edema  decreasing,  right  calf  measures  13  inches,  left  one 
12.25  inches. 

November  1st. — Rhonchi  over  both  lungs.  To  take  the  following 
mixture  : 

^  Tr.  camphorae  compositi   xv  ; 


2d. — (Edema  very  slight.    To  have  meat. 

^th. — Vomited  last  night  after  cough  medicine.  During  night 
temperature  rose  steadily  and  to-day  is  100. 40.  No  vomiting  or 
nausea  this  morning.  Bowels  not  open  for  two  days  ;  last  opened  by 
house  mixture  and  enema. 

6th. — This  'morning  ten  grains  of  compound  rhubarb  pill  given. 
This  afternoon  patient  vomited  twice.  Bowels  were  open  five  times. 
6  p.  m.,  splitting  headache  ;  shivering. 

Jin. — No  headache,  vomiting,  or  diarrhoea. 

St/i. — To  have  chicken  or  chop. 

nt/i. — Discharged  free  from  oedema,  vomiting,  or  diarrhoea. 

2^t/i. — Eyes  examined  :  brown  patch  on  outer  side  of  left  optic 
disk.    Vessels  passing  over  it  curved. 

Urine. — The  course  of  the  urinary  excretion  bears  a  close  resem- 
blance to  that  observed  in  other  cases  that  I  have  reported. 

Quantity. — Before  delivery  somewhat  less  than  the  average  of 
health,  viz.,  24.5  ounces  a  day.  After  delivery  diuresis,  the  maximum 
— 100  ounces — being  reached  on  the  fifth  day.  After  this  it  dropped 
to  near  the  old  rate,  viz.,  between  20  and  40  ounces  a  day. 

Albumin. — Before  delivery  the  amount  of  albumin  was  about  a 
quarter.  It  was  increased  to  about  half  the  bulk  of  the  urine  during 
labor,  and  within  two  days  after  delivery  had  become  less  than  before 
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labor.  There  was  a  temporary  increase  in  the  second  week  of  lying- 
in,  but  when  the  patient  was  discharged  there  was  only  about  one 
twentieth  of  albumin.  The  relative  proportions  of  serum-albumin 
and  paraglobulin  were  not  ascertained. 

Specific  Gravity. — Before  labor  the  specific  gravity  was  usually 
near  1020.  During  the  diuresis  after  delivery  the  specific  gravity  de- 
creased, going  down  to  as  low  as  1007,  but  it  increased  again  as  the 
quantity  of  urine  became  reduced. 

Urea. — The  curve  showing  the  percentage  of  urea  roughly  corre- 
sponds in  its  elevations  and  depressions  to  that  of  the  specific  grav- 
ity of  the  urine.  The  absolute  quantity  of  urea  was,  on  admission, 
not  far  from  the  average  of  health,  335  grains  per  day.  During  the 
three  days  preceding  delivery  it  fell,  and  continued  to  do  so  after  de- 
livery till  the  fourth  day,  when  it  began  to  rise.  After  this  the  curve 
shows  great  variations,  which  I  can  not  account  for  ;  but  the  average, 
after  the  fourth  day,  was  254.5  grains  per  diem.  The  variations  are 
partly  accounted  for  by  diet.  As  I  could  only  state  from  the  notes 
what  was  ordered  for  the  patient,  and  not  what  she  took,  no  useful 
result  would  follow  from  a  detailed  consideration  of  the  changes  in 
diet  and  accompanying  changes  in  the  urine. 

Deposit. — The  urine  throughout  gave  a  deposit  of  granular  casts, 
besides,  after  delivery,  uric-acid  crystals,  pus,  and  blood-corpuscles. 

April  6,  1892. — Patient  attended  at  hospital.  Is  somewhat  anae- 
mic, but  considers  herself  quite  well.    Urine  contains  no  albumin. 

Case  VI.  First  pregnancy  ;  symptoms  a  week  before  admission  ;  osde- 
ma,  weakness,  short  breath,  cardiac  hypertrophy  j  urine  containing  one 
third  albumin  j  labor  induced  at  eight  months  ;  child  living  j  no  fits  ;  no 
great  deficiency  0/  urea  elimination  j  diuresis,  increased  urea  elimination, 
and  diminution  of  albuminuria  folloiving  delivery  ;  good  health  a  year 
and  eight  months  afterward. — Mrs.  B.,  aged  thirty-five,  admitted  into 
the  General  Lying-in  Hospital  December  8,  1891,  under  the  care  of 
Dr.  Cullingworth.  For  the  notes  of  this  case  and  the  analysis  of  the 
urine  I  am  indebted  to  Dr.  A.  E.  Giles,  House  Physician  to  the  hos- 
pital, and  I  have  to  thank  Dr.  Cullingworth  for  permission  to  observe 
and  publish  the  case. 

Patient's  mother  and  father  died  from  dropsy;  a  sister  and  a 
brother  died  from  Bright's  disease.  Patient  had  had  measles  and 
scarlet  fever  in  childhood.  At  eighteen  had  rheumatic  fever.  Visited 
Egypt  five  years  ago,  and  had  attacks  of  low  fever.  First  menstru- 
ated at  seventeen  ;  was  regular,  but  scanty,  till  pregnancy.  Last  men- 
struated in  March  (exact  date  forgotten).    During  pregnancy  had  lit- 
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tie  sickness,  but  suffered  much  from  constipation,  thirst,  and  sleep- 
lessness. For  a  week  before  admission  had  felt  weak  and  "  out  of 
sorts,"  and  been  troubled  with  frequent  micturition  and  with  short- 
ness of  breath.    The  present  was  her  first  pregnancy. 

On  admission  her  legs  were  cedematous ;  she  said  her  eyelids  had 
been  puffy.    There  was  evidence  of  cardiac  hypertrophy,  and  a 
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marked  thrill  at  the  apex,  but  no  murmur.  There  was  no  dilatation 
of  the  cervix.  The  size  of  the  uterus  corresponded  to  eight  months' 
pregnancy. 

December  10th. — Bougie  introduced  at  12.45  p-  M-  Pains  began  at 
8  p.  m.  Vomited  at  10  p.  M.,  after  which  pains  passed  off,  and  next 
morning  the  bougie  was  found  in  the  vagina.  A  douche  of  Condy's 
fluid  was  given  twice  daily  after  putting  in  the  bougie. 

nth. — At  9.30  p.  m.,  ergot  3  ss.  given.  At  n.30  p.  m.,  ergot  3  ss. 
and  chloral  3j. 

12th. — Soon  after  the  douche  the  pains  returned.  As  the  os  di- 
lated slowly  the  patient  was  given  twenty  grains  of  chloral  at  4  p.  m. 
and  at  8.15  p.  m.  At  10.45  p-  M-  membranes  ruptured  spontaneously  ; 
11.30  p.  m.  os  fully  dilated. 

i^t/i. — At  1.30  a.  m.  head  low  down,  but  pains  feeble.  Delivery 
finished  with  forceps.  Placenta  expressed,  1.50.  Uterine  contraction 
not  good  ;  twenty-five  ounces  of  blood  lost.  Ergotine,  three  grains 
and  a  half,  given  hypodermically.  Child,  female,  living;  weight,  four 
pounds  twelve  ounces. 

14/''. — Diarrhoea  and  vomiting. 

15///. — Vomiting  better;  diarrhoea  continue?. 
28 
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i6t/i. — Diarrhoea  better. 
20th. — Diarrhoea  ceased. 
2,oth. — Discharged. 

August. — The  patient  thinks  herself  quite  well.    Has  no  swelling 
of  the  legs.    Has  had  a  miscarriage  since  confinement. 
The  temperature  never  exceeded  990. 

Urine :  Quantity. — The  urine  was  drawn  off  twice  a  day  by  cathe- 
ter, and  the  patient  was  instructed,  if  possible,  to  avoid  emptying  the 
bladder  at  other  times.  Probably  some  did  escape  when  the  bowels 
acted,  and,  as  there  was  a  diarrhoea,  I  think  a  good  deal  may  have 
been  lost,  and  therefore  that  the  quantities  recorded  err  more  than 
in  most  of  the  cases  I  have  published  ;  but  all  the  error  is  in  the 
direction  of  the  figures  being  too  low.  This  case  shows  an  amount 
collected  below  the  average  of  health,  but  the  same  diuresis  after 
delivery  as  the  others,  the  curve  reaching  its  maximum  on  the 
third  day.  But  on  this  day  the  quantity  of  urine  was  only  forty- 
two  ounces.  After  this  day  daily  average  was  thirty-five  ounces 
and  a  half. 

Specific  Gravity. — This  varied  from  1009  to  1021.  The  average 
was  1 01 5.  Its  fluctuation  was,  broadly  speaking,  reversely  as  the 
quantity  of  the  urine. 

Urea. — The  urea  curve  shows  a  rough  correspondence  to  that  to 
the  quantity  of  the  urine.  On  the  day  before  delivery  the  amount 
estimated  was  240  grains ;  after  delivery  there  was  a  larger  increase 
in  the  urea  than  in  the  urine,  on  the  third  day  as  much  as  700  grains 
being  estimated ;  from  the  fourth  day  onward  the  average  daily 
amount  was  279  grains,  and  the  fluctuations  above  and  below  this 
amount  were  not  great.  The  percentage  of  urea  was  never  below  2, 
and  on  the  second  and  third  days  after  delivery  was  as  high  as  3.55. 
From  the  fourth  day  onward  it  averaged  2.6. 

Sugar. — The  urine  at  no  time  contained  any  sugar. 

Deposit. — On  most  days  there  was  a  deposit  of  urates. 

Albumin. — The  urine  collected  after  delivery  contained  about 
its  bulk  of  albumin.  It  then  gradually  diminished  during  the 
week  following  delivery,  and  after  this  date  was  reduced  to  a  small 
trace. 

In  this  and  the  foregoing  papers  I  have  related  eleven  cases  of 
pregnancy  with  albuminuria,  but  without  eclampsia.  I  shall  now 
summarize  the  facts  they  exemplify,  and  compare  them  with  the  cases 
of  eclampsia  which  I  have  epitomized  in  a  paper  published  in  volume 
xxxiii  of  the  Society's  Transactions. 
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For  convenience  I  shall  refer  to  them  by  consecutive  numbers,  as 
follows  : 

Paper  1. — Transactions,  vol.  xxix,  Case  1 — 1. 
Paper  2. —  vol.  xxxii,     "    1 — 2. 


2—  3 

3—  4 

4—  5 


ii  U  ii 

Present  communication,  Case  1 — 6. 

"  2—7. 

"  3—8. 
"  <;  " 

4—9. 
"    5— 10. 
"    6— 11. 

As  to  parity,  in  two  it  was  the  first  pregnancy,  in  three  the  sec- 
ond, in  one  the  third,  in  one  the  fifth,  in  one  the  sixth,  in  one  the 
tenth,  in  one  the  sixteenth,  and  in  one  no  history  was  attainable. 

In  this  point  there  is  a  difference  between  the  cases  of  eclampsia 
and  those  of  albuminuria  without  eclampsia.  The  pregnancy  was  the 
first  in  seven  out  of  twelve  cases  of  eclampsia,  but  only  in  two  out  of 
ten  cases  of  albuminuria  without  eclampsia. 

The  average  age  of  the  eclampsia  patients  was  twenty-five ;  that 
of  the  cases  of  albuminuria  without  eclampsia  29.6. 

As  to  the  effect  on  the  child  :  Out  of  eleven  cases,  in  one  pregnancy 
was  terminated  at  five  months.  In  one  the  child  died  in  titero.  In 
one  the  child  died  during  delivery  from  pressure  on  the  cord.  In  the 
other  cases  the  children  were  born  alive. 

We  see  here  a  difference  between  the  cases  of  eclampsia  and  those 
of  albuminuria  without  eclampsia.  Among  the  eclampsia  cases  four 
children  out  of  ten  died  in  utcro  ;  among  the  cases  of  albuminuria 
without  eclampsia  only  one  out  of  ten. 

Urine :  Quantity. — Out  of  the  eleven  cases,  in  four  (3,  5,  10,  and 
n)  the  quantity  of  urine  passed  daily  before  delivery  was  below  the 
average  of  health,  but  in  two  of  these  (5  and  n)  the  collection  was 
so  imperfect  that  the  apparent  diminution  was  largely  due  to  this 
cause.  Of  the  other  two,  one  (3)  was  a  case  of  dropsy  of  the  amnion, 
in  which,  therefore,  the  tension  within  the  abdomen  was  greater  than 
usual.  In  the  other  (10)  I  have  unfortunately  no  note  of  the  size  of 
the  belly,  but  the  patient  had  reached  full  term,  the  child  weighed 
seven  pounds,  and  there  was  oedema  of  the  legs  so  great  as  to  make 
the  skin  tense  ;  so  that  it  may  be  inferred  that  here  there  was  consid- 
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erable  tension  within  the  belly.  In  these  cases,  although  less  urine 
was  passed  than  usual,  yet  there  was  nothing  like  the  diminution  ob- 
served during  eclampsia.  In  the  case  of  hydramnios  (3)  the  daily 
amount  of  urine  before  delivery  averaged  twenty-five  ounces,  and  in 
the  case  with  great  oedema  of  legs  (10)  it  averaged  twenty-four  and  a 
half  ounces.  In  all  the  other  cases  the  quantity  of  urine  was  more  or 
less  above  the  average.  The  largest  increase  was  in  Case  7,  in  which 
the  average  daily  amount  before  delivery  was  seventy-five  ounces. 
This  patient  died  about  a  month  after  delivery.  It  is  noteworthy  that 
in  the  only  one  of  the  eclampsia  cases  that  passed  into  chronic  Bright's 
disease  there  was  polyuria. 

In  two  patients  it  was  not  possible  to  ascertain  the  daily  amount 
of  urine  after  delivery.  These  two  unfortunately  were  fatal,  one 
seven  days,  the  other  a  month  after  delivery.  In  each  of  the  other 
cases  delivery  was  followed  by  increased  diuresis.  The  diuresis  was 
greatest  in  the  patient  whose  urine  had  been  diminished  in  quantity 
before  delivery.  In  the  hydramnios  case  (3)  it  rose  to  one  hundred 
and  eighteen  ounces  in  the  twenty-four  hours,  and  in  the  patient  at 
term  with  swollen  legs  (10)  it  reached  one  hundred  ounces.  Further, 
in  the  patients  who  got  well — that  is,  who  left  the  hospital  free  from 
albuminuria  (2,  3,  9,  10,  11) — the  increase  in  the  amount  of  urine 
after  delivery  was  greater  than  in  those  (1,  4,  6,  8)  in  whom  the  al- 
buminuria persisted.  But  in  this  point  the  difference  is  not  so  strik- 
ing that  I  need  trouble  the  Society  with  details,  and  I  think  it  less 
important  than  the  variations  of  the  urea  excretion,  of  which  I  shall 
presently  speak. 

Albumin. — First,  as  to  quantity  of  albumin  and  its  variation. 
Among  these  eleven  cases  of  albuminuria  without  eclampsia  before 
delivery,  in  two  the  urine  is  said  to  have  been  solid  on  boiling  (2,  3)  ; 
in  five  it  contained  half  or  more  of  its  bulk  of  albumin,  but  did  not 
become  solid  (1,  5,  7,  8,  9)  ;  in  four  it  contained  less  than  half  its 
bulk  (4,  6,  10,  11). 

Comparing  these  cases  with  those  of  eclampsia,  I  find  that  among 
the  eclampsia  cases,  in  every  one  the  urine  was  at  some  time  solid 
with  albumin.  In  eight  the  urine  was  solid  with  albumin  when  the 
patient  was  admitted.  In  four  there  was  half  or  less  albumin  when 
the  patient  was  admitted,  but  the  urine  became  solid  or  nearly  so  after 
the  fits. 

In  this  a  difference  is  apparent  between  the  cases  of  albuminuria 
without  eclampsia  and  those  of  eclampsia — viz.,  that  in  the  latter  the 
urine  contains  much  more  albumin.    In  three  of  the  latter  the  amount 
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of  albumin  was  increased  while  the  patient  was  having  fits.  This  may 
suggest  that  the  difference  between  the  two  sets  of  cases  may  be  sim- 
ply because  the  fits  produce  increased  albuminuria.  But  this  is  not 
the  sole  explanation.  First,  in  two  of  the  cases  of  albuminuria  with- 
out eclampsia,  although  there  were  no  fits,  the  urine  was  solid  with 
albumin.  Second,  in  two  cases  in  which  the  fits  came  on  after  deliv- 
ery {Trans.,  vol.  xxxiii,  Cases  i  and  5)  the  amount  of  albumin  dimin- 
ished although  the  fits  continued  to  occur.  Third,  the  amount  of  al- 
bumin does  not  show  a  variation  concomitant  with  the  number  of  the 
fits  and  the  length  of  time  during  which  they  have  persisted.  Thus 
in  Case  2,  Trans.,  vol.  xxxii,  the  patient  had  had  five  fits  in  four  hours, 
and  the  urine  only  contained  half  its  bulk  of  albumin.  In  Case  2, 
Trans.,  vol.  xxxiii,  the  patient  had  had  five  fits  in  three  hours,  and  the 
urine  only  contained  two  fifths  of  its  bulk  of  albumin  ;  while  in  Case 
5,  Trans.,  vol.  xxxiii,  the  urine  drawn  off  immediately  after  the  first 
fit  was  found  solid  with  albumin. 

The  relative  amounts  of  serum-albumin  and  paraglobulin  were  un- 
fortunately only  ascertained  in  four  cases.  In  two  (5  and  8)  the  albu- 
min was  almost  entirely  serum-albumin.  One  of  these  died,  and  in 
the  other  the  disease  persisted.  In  one  (1)  about  one  sixth  of  the 
precipitate  was  paraglobulin.  In  this  case  the  disease  persisted.  In 
one  case  (3)  about  half  the  albuminous  precipitate  was  paraglobulin. 
This  was  the  case  of  dropsy  of  the  amnion  in  which  there  was  great 
diminution  in  the  quantity  of  urine  before  delivery,  and  copious  diu- 
resis and  increase  in  the  urea  excretion  after  delivery.  I  regret  that 
this  point  was  lost  sight  of  in  the  other  cases.  These  four  cases  sup- 
port the  view  that  "  paraglobulin  is  in  excess  when  the  transudation  is 
due  to  altered  pressure  in  the  vessels,  while  serum-albumin  is  found 
in  cases  in  which  the  kidney  structure  is  diseased."  * 

Seeing  this  difference  exists,  the  question  suggests  itself,  Does  the 
presence  of  a  large  amount  of  albumin  in  the  urine  modify  the  prog- 
nosis ? 

We  have  ten  patients  in  whom  the  urine  was  solid.  Of  these,  eight 
had  eclampsia,  two  died,  six  recovered  completely.  In  two  there  were 
no  fits  ;  both  these  completely  recovered. 

We  have  five  cases  of  albuminuria  without  eclampsia  whose 
urine  contained  half  or  more  of  its  bulk  of  albumin.  Of  these  five, 
two  died,  one  recovered  completely,  in  two  the  renal  disease  per- 
sisted. 


*  Transactions,  vol.  xxix,  p.  548. 
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We  have  eight  patients  in  whom  the  urine  contained  less  than  half 
its  bulk  of  albumin.  Of  these,  four  had  eclampsia  ;  two  died,  one  re- 
covered, and  in  one  the  renal  disease  persisted.  In  four  there  were 
no  fits.  Of  these,  two  completely  recovered,  and  in  two  the  renal  dis- 
ease persisted. 

In  short,  urine  solid :  two  deaths,  eight  recoveries.  Urine  not  solid : 
four  deaths,  four  recoveries,  five  persistence  of  disease.  Grouping 
them  differently,  more  than  half  albumin :  fifteen  cases,  four  deaths, 
nine  recoveries,  two  persistence  ;  less  than  half  albumin  :  eight  cases, 
two  deaths,  three  recoveries,  three  persistence. 

It  would  seem,  therefore,  that  a  large  amount  of  albumin  goes 
with  slightly  greater  immediate  danger,  especially  if  fits  are  present, 
but  with  less  tendency  to  persistence  of  the  renal  disease. 

The  difference  between  the  two  sets  of  cases  that  has  been  just 
pointed  out  suggests  a  further  question,  Is  there  any  difference  in  the 
mode  of  onset  ? 

In  the  eight  cases  of  eclampsia  with  more  than  half  albumin 
the  duration  of  symptoms  before  the  fits  was  as  follows  :  In  one, 
a  few  hours  (3);  in  one,  twelve  hours  (1)  ;  in  one,  thirty-six 
hours  (7)  ;  in  two,  two  days  (5,  11)  ;  in  one,  three  weeks  (10).  Of 
these,  the  patient  (10)  who  had  premonitory  symptoms  for  three 
weeks,  and  one  (11)  of  those  who  had  them  for  two  days,  died  ; 
the  others,  whose  premonitory  symptoms  were  of  less  duration, 
recovered. 

In  the  four  cases  of  eclampsia  in  which  the  urine  contained  half  or 
less  of  its  bulk  of  albumin  the  following  was  the  duration  of  symp- 
toms before  the  fits  :  In  two,  a  week  (6,  9)  ;  in  two,  three  weeks 
(4,  8).  The  two  former  of  these  died  ;  of  the  latter,  one  recov- 
ered, in  the  other  the  albuminuria  persisted.  It  will  be  seen  that 
among  the  eclampsia  cases  the  premonitory  symptoms  had  been 
present  longer  in  those  that  had  the  less  albumin  ;  that  in  those 
in  which  the  urine  was  solid  with  albumin  the  symptoms  came  on 
more  rapidly. 

In  the  eleven  cases  of  albuminuria  without  eclampsia  the  duration 
of  premonitory  symptoms  was  as  follows  :  In  the  two  cases  in  which 
the  urine  was  solid  with  albumin,  in  one,  a  month  (2)  ;  in  two,  indefi- 
nite, perhaps  four  months  (3).    Both  these  patients  recovered. 

In  the  five  cases  in  which  the  urine  contained  half  its  bulk  or 
more  of  albumin,  but  was  not  solid,  in  one,  a  month  (9)  ;  in  one,  six 
weeks  (1)  ;  in  one,  indefinite  (5)  ;  in  one,  twelve  months  (7)  ;  in  one, 
four  years  (8).    Of  these,  the  first,  in  which  the  symptoms  were  of 
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the  shortest  duration  (9),  recovered.  Of  the  others,  two  (5,  7)  died, 
and  in  two  (1,  8)  the  albuminuria  persisted. 

In  the  four  cases  in  which  the  urine  contained  less  than  half  its 
bulk  of  albumin,  in  one,  a  week  (n)  ;  in  one,  three  weeks  (10)  ;  in 
one,  a  month  (4)  ;  in  one,  sixteen  months  (6).  In  three  of  these  the 
disease  persisted  ;  in  one  only  (10)  did  recovery  take  place.  Com- 
paring these  cases  with  those  of  eclampsia,  one  broad  fact  is  seen — 
viz.,  that  in  them  the  symptoms  had  lasted  longer  than  in  those  who 
had  fits.  In  other  words,  the  disease  producing  eclampsia  was  a  more 
acute  morbid  process  than  that  present  in  the  cases  of  albuminuria 
without  eclampsia. 

Urea. — In  every  one  of  the  cases  of  albuminuria  without  eclamp- 
sia the  daily  amount  of  the  urea  excreted  in  the  urine  was  below 
the  average  of  health.  There  was  a  difference  in  this  respect  be- 
tween the  cases  that  recovered  and  those  in  which  the  albuminuria 
persisted.  The  deficiency  was  greater  in  the  cases  that  did  not  lose 
the  albuminuria.  Averages  will  show  this  better  than  the  records  of 
individual  cases.  The  average  daily  excretion  of  urea  in  those  that 
got  well  was  270  grains  ;  of  those  in  which  the  disease  persisted,  215 
grains.  Among  these  latter  was  one  who  two  years  afterward  was 
apparently  in  as  good  health  as  at  the  time  of  her  confinement,  al- 
though her  urine  still  contained  half  its  bulk  of  albumin.  In  this 
case  the  renal  function  can  not  have  been  much  impaired,  and  her 
daily  urea  excretion  before  the  confinement  was  280  grains.  If  her 
case  be  removed  from  the  list  of  those  in  which  kidney  disease 
persisted,  their  average  daily  excretion  of  urea  is  brought  down  to 
198  grains. 

In  every  one  of  the  cases  of  albuminuria  without  eclampsia  there 
was  an  increase  of  the  urea  excretion  after  delivery.  This  increase 
took  place,  as  the  charts  will  show,  very  quickly  after  delivery,  be- 
fore the  patients  had  left  off  the  liquid  diet  usual  during  labor  and 
the  first  days  of  the  lying-in  period.  If  we  compare  the  cases 
which  recovered  with  those  in  which  the  disease  persisted,  we  find 
that  in  those  which  recovered  the  increase  in  the  lying-in  period 
was  greater  than  the  increase  in  those  in  whom  the  renal  disease 
persisted.  The  quantity  of  urea  excreted  daily  varies,  from  causes 
which  in  individual  cases  can  not  always  be  identified.  I  shall 
show  this  difference  by  quoting  the  maximum  and  minimum  excretion 
in  a  day  during  the  lying-in.  I  give  the  figures  in  each  case,  and  the 
averages : 
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I.  Cases  that  recovered. 
Before  Delivery.  Ai-ter  Delivery. 

Case  No.  Average  Maximum  Minimum 

daily  excretion.  daily  excretion.  daily  excretion. 

2   215  grains.  606  grains.  262  grains. 

3  282     "  800     "  260  " 

9  279     "  475     "  100  " 

10   335     "  370     "  135  " 

11  240     "  700     "  300  " 

Average  of    Average    Average  

the  whole  270     "        maximum  590      "        minimum  211  " 

II.  Cases  in  which  the  Renal  Disease  persisted. 

1   245  grains.  240  grains.  112  grains. 

4   156     "  360     "  160  " 

6   240     "  295     "  104  " 

8   280     "  620     "  390  " 

7   152.5  "  578     "  in  " 

Average  of   Average   Average  


the  whole  215     "        maximum  429     "        minimum  173 

Deducting  Case  8,  who  two  years  afterward  seemed  in  unim- 
paired health  although  the  albuminuria  persisted,  we  have  :  Average 
of  the  whole,  198  grains  ;  average  maximum,  368  grains  ;  average 
minimum,  122  grains. 

Deposits. — In  two  cases  I  have  no  record  whether  casts  were  pres- 
ent or  not.    In  all  the  others  casts  were  present. 

Retinitis. — Albuminuric  retinitis  was  present  in  three  (1,  4,  6). 
In  all  these  patients  the  albuminuria  persisted.  Two  of  these  died 
within  a  few  months,  the  other  I  have  been  unable  to  trace.  In  one 
case  the  eyes  were  not  examined.  In  one  there  was  a  doubtful  retinal 
haemorrhage.  This  patient  recovered.  In  the  cases  of  eclampsia 
with  retinitis  one  died,  and  in  the  other  the  disease  persisted.  Reti- 
nitis thus  seems  to  be  a  sign  of  bad  prognostic  import. 

Summary. — A  comparison  of  these  cases  with  one  another  and 
with  the  cases  of  puerperal  eclampsia  that  I  have  published  in  former 
papers  points  to  this  general  conclusion. 

There  are  at  least  two  kinds  of  renal  disease  of  which  a  pregnant 
woman  may  be  the  subject,  and  to  which  pregnant  women  seem  spe- 
cially liable.  One  of  these  is  a  very  acute  disease,  coming  on  either 
without  any  premonitory  symptoms  or  with  premonitory  symptoms 
of  very  short  duration — i.  e.,  usually  measurable  by  days.  It  attacks 
chiefly  primigravidae.  It  often  causes  intra-uterine  death  of  the  child. 
It  is  attended  with  extreme  diminution  in  the  quantity  of  urine,  and 
the  small  quantity  of  urine  passed  is  greatly  deficient  in  urea,  but 
contains  enough  albumin  to  make  it  solid  in  boiling.    This  is  the 
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disease  which  is  accompanied  with  rapidly  recurring  fits.  If  the  dis- 
ease runs  a  favorable  course,  the  fits  cease,  then  the  urine  increases 
in  amount,  and  the  percentage  of  urea  in  it  rises.  If  the  excretion  of 
urea  is  not  re-established,  the  case  quickly  ends  fatally.  Such  cases 
seldom  if  ever  pass  into  chronic  Bright's  disease. 

The  other  is  a  disease  which  attacks  older  subjects,  chiefly  those 
who  have  had  children  before.  Its  premonitory  symptoms  are  gradual 
and  slow  in  onset — i.  e.,  usually  measurable  by  weeks  or  months.  It 
less  often  leads  to  intra-uterine  death  of  the  child.  It  is  generally 
accompanied  with  increase  in  the  quantity  of  urine,  with  copious  loss 
of  albumin,  but  not  so  much  in  proportion  to  the  urine  as  in  the  more 
acute  disease  ;  and  with  diminution  in  the  amount  of  urea,  but  not 
nearly  so  great  a  diminution  as  in  the  acute  disease.  In  these  pa- 
tients delivery  is  followed  by  temporarily  increased  diuresis,  and  by 
increase  in  the  excretion  of  urea.  When  this  increase  is  considerable 
the  patient  usually  gets  well,  and  the  albuminuria  ceases.  When  the 
increase  is  only  slight  the  albuminuria  persists,  and  the  case  becomes 
one  of  chronic  Bright's  disease.  This  form  of  disease  is  sometimes 
attended  with  fits,  but  generally  not.  The  presence  of  albuminuric 
retinitis  affects  prognosis  unfavorably.  When  the  pressure  within  the 
abdomen  is  greater  than  usual  the  amount  of  urine  may  be  dimin- 
ished ;  but  in  such  cases  the  diuresis  and  the  augmented  excretion  of 
urea  after  delivery  are  proportionately  greater.  In  the  acute  dis- 
ease which  causes  eclampsia,  and  in  the  chronic  disease  when  it  is  as- 
sociated with  excessive  intra-abdominal  pressure,  much  of  the  albu- 
min is  paraglobulin.  The  cases  in  which  the  albumin  is  mainly 
serum-albumin  generally  either  die  or  pass  into  chronic  Bright's  dis- 
ease. 

Dr.  Culling  worth  thanked  the  President  not  only  for  the  paper 
just  read,  but  for  the  series  of  papers  of  which  this  formed  the  con- 
clusion, the  whole  series  having  been  of  the  highest  scientific  value. 
Great  difficulties  surrounded  the  subjects  of  puerperal  albuminuria 
and  puerperal  eclampsia,  and  numberless  theories  had  been  pro- 
pounded, all  of  which  failed  more  or  less  to  adequately  explain  the 
phenomena.  What  they  now  wanted  was  not  more  theories,  but  an 
unbiased  and  minutely  accurate  clinical  record  of  a  series  of  cases 
sufficiently  extensive  to  embrace  most  of  the  varieties,  and  to  enable 
some  general  conclusions  to  be  drawn.  Dr.  Herman's  papers  pro- 
vided such  a  record,  and  no  future  writer  on  these  subjects  could 
afford  to  overlook  the  collection  of  observations  which  he  had  with 
great  labor  got  together,  and  had  now  placed  at  the  disposal  of  the 
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profession.  It  was  customary  for  the  President  to  convey  to  the 
readers  of  papers  the  thanks  of  the  Society  for  their  communications. 
The  President  obviously  could  not  be  expected  to  do  this  on  the 
present  occasion.  He  (Dr.  Cullingworth)  therefore  desired  to  move 
a  hearty  vote  of  thanks  to  the  President,  and  if  that  motion  were 
seconded  he  would  ask  Dr.  Watt  Black,  the  only  ex-president  in  the 
room,  to  be  good  enough  to  put  the  resolution  to  the  meeting. 

Dr.  Giles  said  he  had  much  pleasure  in  seconding  Dr.  Culling- 
worth's  motion.  He  could  indorse  all  that  Dr.  Cullingworth  had  said 
in  appreciation  of  this  paper  and  the  others  of  the  same  series  which 
Dr.  Herman  had  previously  given  them.  To  him  it  seemed  that  the 
most  notable  feature  of  these  papers  was  the  valuable  analysis  of 
facts  which  they  contained.  A  good  many  facts  had  been  previously 
collected,  but,  from  want  of  clear-sighted  analysis,  the  subject  was  still 
obscure.  At  the  same  time  he  fully  appreciated  the  care  and  thor- 
oughness with  which  Dr.  Herman's  facts  had  been  obtained.  The 
division  into  two  classes,  which  had  been  adopted  in  the  paper,  was 
conducive  to  a  better  understanding  of  the  relationship  between 
eclampsia  and  albuminuria.  These  two  classes  showed  a  close 
parallelism  with  acute  and  chronic  nephritis  respectively  apart  from 
pregnancy.  It  was  stated  in  text-books  that  eclampsia  could  occur 
without  albuminuria.  He  had  not  seen  a  case,  but  had  met  with 
some  half  dozen  cases  of  uraemia  in  which  no  albumin  was  found  in 
the  urine.  The  explanation  was  not  very  easy  ;  it  was  possible  that 
in  such  cases  the  kidney  structure  was  too  far  diseased  even  to  admit 
the  passage  of  albumin  into  the  tubules.  But  whatever  the  explana- 
tion, it  was  pretty  clear  that  the  absence  of  albumin,  whether  in 
eclampsia  or  in  uraemia,  could  not  be  interpreted  as  excluding  kidney 
disease. 

Dr.  Amand  Routh  described  two  cases  which  he  was  attending 
at  the  same  time  in  an  institution.  One  was  five  and  the  other  seven 
months  pregnant.  They  both  had  head  symptoms,  with  marked 
albuminuria  and  oedema.  The  one  five  months  pregnant  had  some 
retinal  haemorrhage,  a  somewhat  severe  epigastric  pain,  and  the  de- 
posit on  boiling  her  urine  was  almost  pure  serum-albumin.  The 
woman  who  was  seven  months  pregnant  had  no  retinitis,  no  epigastric 
pain,  and  a  large  proportion  of  the  deposit  on  boiling  her  urine  was 
paraglobulin.  The  former  case  developed  eclampsia  the  day  after 
she  was  first  seen,  miscarried,  but  did  well,  the  albumin  disappearing 
in  a  month.  The  latter  case  had  labor  induced,  and  had  no  bad 
symptoms,  all  albumin  disappearing  shortly  after  labor.    He  asked 
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for  further  information  as  to  the  significance  of  paraglobulin  in  the 
urine,  and  as  to  epigastric  pain,  which  he  believed  to  be  a  very  un- 
favorable symptom. 

Dr.  William  Duncan  thought  the  series  of  papers  by  the  author 
on  the  subject  under  discussion  of  the  greatest  importance  both  to 
the  public  and  the  profession.  He  agreed  with  the  author  as  to 
there  being  two  classes  of  cases  of  renal  disease  associated  with  preg- 
nancy. He  thought  when  there  was  marked  retinal  disease  that  the 
prognosis  was  much  graver  than  when  such  a  condition  was  absent. 
He  mentioned  two  cases  of  pregnancy  associated  with  albuminuria  in 
which  there  was  kidney  disease  and  well-marked  albuminuric  reti- 
nitis ;  in  both  he  induced  abortion,  with  the  result  that  in  one  of  the 
cases  the  retinal  disease  was  much  improved,  but  in  the  other  the 
total  blindness  which  existed  at  the  time  of  emptying  the  uterus  still 
continued  two  months  later  when  the  patient  left  the  hospital.  He 
(Dr.  Duncan)  thought  the  uterus  should  be  at  once  emptied  when 
there  was  any  indication  of  retinal  mischief. 

Dr.  Peter  Horrocks  said  his  own  experience  coincided  with 
that  of  Dr.  Herman  regarding  the  gravity  of  retinal  haemorrhages  in 
cases  of  eclampsia.  He  could  not  remember  a  single  recovery  when 
such  a  lesion  was  present.  He  thought  the  new  facts  elicited  by  the 
careful  observations  made  would  enable  one  to  suggest  suitable  treat- 
ment in  different  cases. 

The  President  said  that  Dr.  Routh's  cases  were  very  interesting, 
and  it  was  to  be  hoped  that  he  would  publish  a  full  account  of  them. 
He  (the  author)  had  stated  the  conclusions  to  which  his  cases 
pointed,  but  the  cases  were  too  few  to  settle  finally  the  import  of  the 
amount  of  paraglobulin.  He  did  not  think  that  the  acute  disease 
which  produced  eclampsia  was  acute  nephritis.  The  onset  of  the  fits 
without  premonitory  symptoms,  and  the  recovery  within  thirty-six  or 
forty-eight  hours,  were  quite  unlike  anything  seen  apart  from  preg- 
nancy ;  added  to  which  was  the  fact  that  in  some  of  the  fatal  cases 
the  kidneys  presented  no  morbid  change  that  could  be  identified  by 
the  naked  eye.  He  agreed  with  Dr.  Duncan  that  if  albuminuric  reti- 
nitis were  present  during  pregnancy,  labor  should  be  induced  ;  but 
he  would  go  further,  and  urge  the  prompt  termination  of  pregnancy 
in  any  case  in  which  this  condition  was  complicated  with  unquestion- 
able kidney  disease.  A  pregnant  woman  with  kidney  disease  was 
liable  to  eclampsia,  and  the  probability  of  a  temporary  renal  change 
passing  into  chronic  Bright's  disease  was  greater  if  the  pregnancy 
went  on ;  and,  in  addition,  Bright's  disease  often  caused  intra-uterine 
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death  of  the  child.  He  thought  that  it  was  desirable  to  restrict  the 
application  of  the  term  "eclampsia"  to  cases  of  albuminuria  with 
convulsions.  The  pathology  of  cases  in  which  there  was  no  albumin 
was  quite  different,  and  he  thought  it  would  be  better  to  speak  of 
these  simply  as  cases  of  "fits  "  or  "convulsions,"  not  as  "eclampsia." 

A  NOTE  ON  VAGINAL  SECRETION. 
By  William  John  Gow,  M.  D.  Lond.,  M.  R.  C  P., 

Physician-Accoucheur  in  charge  of  Out-patients,  St.  Mary's  Hospital. 
(Received  November  I,  1893.) 

The  secretions  found  in  the  vagina  are  derived  partly  from  the 
mucous  membrane  of  the  -cervix,  partly  from  the  mucous  membrane 
of  the  uterine  body,  and  partly  from  the  surface  of  the  vagina  itself. 
Any  secretion  from  the  vaginal  surface  is  found  therefore,  under 
ordinary  circumstances,  mixed  with  secretions  from  the  neck  and 
body  of  the  uterus.  Secretions  in  the  vagina  must  be  distinguished 
from  secretions  of  the  vagina.  Inasmuch  as  doubts  have  been  ex- 
pressed as  to  whether  the  vaginal  surface  does  contribute  at  all  to  the 
fluids  found  moistening  its  walls,  it  may  be  worth  while  in  the  first 
place,  before  discussing  the  nature  of  this  secretion,  to  offer  a  few 
remarks  in  proof  that  the  vagina  does  secrete.  I  have  had  the  oppor- 
tunity of  investigating  the  secretions  found  in  the  vagina  in  several 
cases  in  which  I  had  previously  extirpated  the  uterus  for  malignant 
disease.  In  all  these  cases  the  wound  in  the  vaginal  vault  had  com- 
pletely healed,  and  the  walls  of  the  vagina  appeared  healthy  and  were 
free  from  cancerous  infiltration.  It  was  found  on  all  occasions,  when 
the  parts  were  examined,  that  the  vaginal  surface  was  moist  and 
bathed  with  a  secretion  which  possessed  a  distinctly  acid  reaction. 
The  whole  surface  of  the  vagina,  lower  and  upper  part  alike,  was 
moistened  with  this  secretion.  Now  in  these  cases  it  was  impossible 
for  the  fluid  bathing  the  parts  to  have  been  derived  from  any  adventi- 
tious source,  and  therefore  it  must  have  come  from  the  vagina  itself. 

In  cases  of  extensive  prolapse,  where  the  os  externum  lies  perma- 
nently outside  the  vulva,  it  is  customary  to  find  the  vaginal  walls 
completely  everted  with  the  exception  of  the  lowest  inch  of  the  pos- 
terior wall.  It  was  always  found  that  the  walls  of  the  pouch  thus 
formed  were  moist  and  possessed  an  acid  reaction.  In  these  cases 
also  the  fluid  present  must  have  been  derived  from  the  vaginal  sur- 


London  Obstetrical  Society. 


437 


face.    From  a  consideration  of  these  facts  I  think  it  may  be  asserted, 
without  fear  of  contradiction,  that  the  vagina  secretes. 

The  next  point  to  consider  is  how  this  fluid  is  secreted,  and  in  this 
connection  it  will  be  necessary  to  briefly  allude  to  some  of  the  argu- 
ments that  have  been  brought  forward,  on  theoretical  grounds,  to 
prove  that  the  vagina  does  not  secrete.  The  chief  argument  in  sup- 
port of  this  view  seems  to  be  founded  on  the  assertion  that  the  vagina 
possesses  no  glands.  Whether  there  really  are  no  glands  in  the 
vagina,  or  whether,  as  Von  Preuschen  and  others  have  asserted,  there 
are  glands,  it  must  be  generally  admitted  that  their  number  is  exceed-  • 
ingly  limited.  The  presence  or  absence  of  glands  has,  however,  but 
little  to  do  with  the  presence  of  secretion. 

The  primitive  secreting  medium  is  a  surface,  and  glands  in  their 
simplest  forms  are  nothing  but  involutions,  tubular  or  saccular,  of 
this  surface.  It  is  true  that  in  some  cases  these  involutions  undergo 
a  high  degree  of  specialization,  and  develop  powers  of  secretory 
activity  not  possessed  by  the  original  surface  from  which  they  were 
derived  ;  but  in  their  simpler  forms  the  glandular  involutions  are 
chiefly  of  service  in  affording  a  ready  means  of  increasing  the  super- 
ficial area  of  the  secreting  surface. 

In  the  large  intestine,  for  example,  there  are  a  great  number  of 
simple  tubular  glands  opening  on  the  surface,  and  there  seems  to  be  no 
reason  to  believe  that  the  cells  lining  these  tubules  possess  any  different 
functions  from  those  lining  the  surface.  An  increase  in  the  secreting 
surface  is  obtained  in  the  vagina,  not  by  a  dipping  in  or  involution  of 
the  lining  membrane,  but  by  the  formation  of  ridges  or  rugae,  and  a 
similar  phenomenon  is  seen  in  the  Fallopian  tubes,  where  the  ruga? 
thus  formed  are  highly  complicated.  Various  types  or  forms  of  the 
secretory  process  are  seen  in  the  human  body.  Secretion  in  its  most 
highly  specialized  form  is  seen  in  the  salivary  glands  or  pancreas. 
Here  the  gland  cells  during  a  period  of  rest  elaborate  and  manufac- 
ture certain  specific  substances  which  are  stored  up  in  the  cells  in  the 
form  of  minute  granules.  During  active  secretion  the  substances  so 
manufactured  are  poured  out  into  the  lumen  of  the  alveolus,  and  this 
process  is  accompanied  by  an  active  transudation  of  watery  material 
from  the  blood,  which  is  probably  not  simply  to  be  regarded  as  filtra- 
tion. The  secretory  cells  are  not  broken  down  or  destroyed  by  this 
process  of  active  secretion,  although  a  certain  amount  of  shrinking 
occurs  from  the  disappearance  of  fhi  granules  with  which  they  were 
previously  loaded.  A  modification  of  this  process  is  seen  in  mam- 
mary secretion.    In  this  case  there  is  a  manufacture  and  storage  of 
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materials  in  the  gland  cells,  but  the  expulsion  of  these  materials  into 
the  alveolus  of  the  mammary  gland  is  attended  with  partial  destruc- 
tion of  the  secreting  cell  itself,  the  broken-down  liquefied  cell  sub- 
stance forming  one  of  the  constituents  of  the  milk.  The  sebaceous 
glands  illustrate  a  still  further  modification  of  the  process  of  secre 
tion.  These  glands  are  formed  as  solid  diverticula  of  the  Malpighian 
layer  of  the  epidermis.  In  these  glands  the  cell  substance  of  the  cen- 
tral cells — that  is,  those  most  distant  from  the  basement  membrane — 
is  constantly  undergoing  changes  of  a  fatty  nature.  The  nuclei  of 
these  cells  shrink,  and  the  cells  loaded  with  fat  are  thrown  off  and 
discharged,  these  altered  cells  themselves  forming  the  secretion.  To 
quote  a  sentence  from  Foster,  "  the  secretion  of  sebum  is  in  fact  a 
modification  of  the  particular  kind  of  secretion  taking  place  all  over 
the  skin,  and  spoken  of  as  shedding  of  the  skin." 

In  structure  the  vagina  is  very  similar  to  the  Malpighian  layer  of 
the  epidermis,  and  the  process  of  secretion  from  the  vagina  mainly  con- 
sists in  a  desquamation  or  shedding  of  the  superficial  layers  associated 
with  a  certain  amount  of  active  transudation  of  albuminous  fluid. 
The  type  of  secretion  seen  in  the  vagina  appears  to  be  closely  analo- 
gous to  that  of  the  sebaceous  glands,  and,  though  widely  different 
from  the  process  as  observed  in  the  parotid  or  submaxillary  glands, 
yet  none  the  less  does  it  deserve  the  name  of  secretion.  In  sebaceous 
secretion  the  cell  nucleus  has  disappeared,  and  the  cells  are  found 
loaded  with  fat.  In  vaginal  secretion  the  nucleus  is  still  visible.  On 
several  occasions  specimens  of  vaginal  secretion  were  treated  with 
osmic  acid,  with  the  object  of  trying  to  determine  whether  the  epi- 
thelial cells  present  in  it  showed  any  evidence  of  fatty  degeneration. 
These  epithelial  cells,  untreated  by  any  reagent,  present  a  slightly 
granular  appearance.  After  treatment  with  osmic  acid  minute  black 
dots  are  seen  studding  many  of  the  cells.  Whether  this  appearance 
depends  upon  the  presence  in  them  of  molecular  fat  it  is  not  possible 
absolutely  to  assert. 

The  secretion  obtained  from  the  surface  of  the  vagina  in  the 
above-mentioned  cases,  where  the  uterus  had  previously  been  extir- 
pated, was  opaque  and  whitish  in  color,  very  closely  resembling  in 
appearance  and  consistence  thick  starch  mucilage.  In  other  cases  it 
was  found  to  have  a  slightly  yellowish  tinge,  so  that  it  bore  a  close 
resemblance  to  thick  cream.  A  drop  of  this  fluid  examined  under 
the  microscope  showed  a  large  number  of  flattened  nucleated  cells 
similar  to  those  covering  the  surface  of  the  vagina.  As  mentioned 
above,  these  cells  appear  slightly  granular.    The  milky  appearance 
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which  the  secretion  possesses  is  no  doubt  dependent  on  the  presence 
of  these  epithelial  cells  in  it. 

Some  of  the  secretion  was  placed  in  a  test-tube,  a  small  quantity 
of  water  added,  and  the  mixture  then  boiled.  Well-marked  coagula- 
tion resulted.  A  small  quantity  of  the  mixture  was  tested  by  heating 
it  with  nitric  acid.  A  yellow  color  was  produced,  which  deepened  on 
the  addition  of  ammonia  (xanthoproteic  reaction).  A  further  quan- 
tity was  tested  with  copper-sulphate  solution  and  liquor  potassae,  and 
the  violet  color  showing  the  presence  of  a  proteid  substance  appeared 
(biuret  reaction).  From  these  reactions  it  is  clear  that  vaginal  secre- 
tion contains  a  proteid  material  belonging  either  to  the  class  of  native 
albumins  or  globulins.  Mucin  also  will  give  the  xanthoproteic  re- 
action, but  not  the  biuret  one  ;  so  that  though  it  can  not  be  absolutely 
affirmed  that  no  mucin  is  present,  yet  clearly  either  albumin  or  globu- 
lin is  present  as  well. 

The  abundance  of  the  coagulum  produced  by  boiling  would  sug- 
gest that  mucin,  if  present,  must  occur  only  in  very  small  quantities. 
As  no  direct  evidence  of  the  presence  of  mucin  could  be  obtained,  it 
would  seem  advisable  that  the  use  of  the  expression  "vaginal  mucus  " 
should  be  discontinued.  It  should  be  added,  however,  that  the  limited 
amount  of  the  secretion  obtainable  for  experimental  purposes  might 
permit  of  the  presence  of  small  quantities  of  mucin  being  overlooked. 

The  reaction  of  the  secretion  bathing  the  vaginal  walls  was  on  all 
occasions  found  to  be  acid,  and  this  fact  has  long  been  known.  It 
has  been  shown  by  Doderlein  and  others  that  bacteria  are  always 
present  in  the  vagina.  The  question  therefore  presents  itself,  whether 
the  secretion  when  poured  out  from  the  vaginal  surface  is  acid  or 
whether  the  acidity  is  merely  the  result  of  decomposition  due  to  the 
action  of  the  bacteria  upon  it.  The  following  experiment  was  there- 
fore undertaken  to  determine  this  point.  Two  plugs  of  absorbent 
cotton  wool  were  soaked  in  a  strong  solution  of  blue  litmus  and  then 
dried.  .  The  color  of  these  plugs  thus  treated  was  a  pinkish  violet. 
The  vagina  of  a  patient  whose  uterus  had  been  extirpated  about  six 
months  previously  was  thoroughly  douched  and  swabbed  out  with  a 
2.5-per-cent.  solution  of  carbolic  acid.  It  is  proper  to  state  that  the 
reaction  of  the  vaginal  secretion  in  this  patient  had  been  frequently 
tested,  and  was  always  found  to  be  acid.  Carbolic  acid  was  used  for 
the  purpose  of  disinfecting  the  vagina  instead  of  corrosive-sublimate 
lotion,  because  the  former  does  not  alter  or  destroy  the  color  of  blue 
litmus,  whereas  the  latter  turns  blue  litmus  red,  even  when  no  acid  is 
added  in  the  preparation  of  the  lotion.    The  vagina  having  been 
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thoroughly  cleansed  in  this  way,  the  plug  of  prepared  cotton  wool 
which  was  first  wrung  out  in  the  carbolic  lotion  was  passed  up  to 
the  fundus  of  the  vagina,  and  the  lower  part  of  the  vagina  was  then 
plugged  with  iodoform  wool.  At  the  end  of  eighteen  hours  the  plug 
was  removed.  It  was  found  to  be  bathed  with  a  sticky  secretion, 
and  had  turned  a  bright-blue  color,  showing  that  it  had  been  in  con- 
tact with  a  secretion  possessing  an  alkaline  reaction.  As  a  control 
experiment  the  other  plug  was  in  like  manner  wrung  out  in  a  2.5-per- 
cent, solution  of  carbolic  acid,  and  then  placed  on  one  side  for  the 
purpose  of  comparison  with  the  plug  which  was  introduced  into  the 
vagina.  This  was  done  to  eliminate  the  possibility  of  the  carbolic 
acid  having  any  effect  upon  the  color.  No  change  was  observed  in 
this  second  plug. 

This  experiment  points  strongly  to  the  conclusion  that  the  secre- 
tion of  the  vagina  is  really  alkaline,  and  that  the  acidity  normally 
found  to  be  present  depends  on  the  subsequent  decomposition  of  the 
material  secreted.  This  experiment  would  also  seem  to  show  that 
the  acid  formation  is  the  result  of  the  presence  and  growth  of  micro- 
organisms, because  when  these  micro-organisms  are  excluded  no 
acidity  is  developed.  Dbderlein  has  shown  that  a  bacillus,  which  he 
calls  the  bacillus  vaginae,  exists  in  the  normal  secretion.  This  bacil- 
lus can  be  cultivated  in  bouillon  containing  one  per  cent,  of  sugar, 
and  also  in  agar-agar  containing  a  similar  proportion  of  sugar.  It 
seems  to  grow  most  readily  in  fluid  media.  When  the  nutritive  me- 
dium contains  sugar  a  free  acid  is  developed.  This  acid  he  believes 
to  be  lactic  acid.  Working  from  a  different  standpoint,  my  own  ex- 
periments point  to  the  same  conclusion  as  those  of  Doderlein — namely, 
that  the  acidity  of  the  vaginal  secretion  is  due  to  micro-organisms. 
Doderlein's  experiments,  as  far  as  I  have  been  able  to  follow  them, 
do  not  seem  to  me  to  prove  more  than  that  the  vagina  contains  a  ba- 
cillus, and  that  this  bacillus,  if  cultivated  in  a  fluid  medium  contain- 
ing sugar,  gives  rise  to  free  lactic  acid.  My  experiments  show  that  if 
bacteria  are  excluded  from  the  vagina  the  secretion  poured  out  is 
alkaline. 

The  conclusion  that  may  be  drawn  from  these  two  sets  of  facts  is 
that  the  acidity  of  the  vaginal  secretion  depends  on  the  presence  of 
bacteria.  The  conclusion  of  Doderlein  that  the  acid  present  in  the 
vaginal  secretion  is  lactic  acid  does  not  seem  to  me  to  be  warranted 
by  his  experiments.  All  that  he  really  proves  is  that  the  bacillus  va- 
ginae can  convert  sugar  into  lactic  acid.  There  is  no  evidence  that 
there  is  sugar  in  the  vagina.    Owing  to  the  difficulty  in  obtaining 
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more  than  a  very  small  quantity  of  normal  vaginal  secretion,  experi- 
mental inquiry  into  the  nature  of  the  acid  present  must  necessarily 
be  unsatisfactory.  In  von  Jasch's  work  on  Clinical  Diagnosis  the 
following  method  is  recommended  as  a  test  for  small  quantities  of 
lactic  acid  :  Two  drops  of  liquor  ferri  perchloridi  are  added  to  fifty 
cubic  centimetres  of  water.  The  faint  yellow  color  of  the  solution 
deepens  on  the  addition  of  lactic  acid,  but  not  of  butyric  acid.  This 
test  was  tried  in  several  cases  with  vaginal  secretion,  but  no  deepen- 
ing of  the  color  could  be  observed.  It  may  be  that  the  quantity 
added  was  too  small,  and  that  the  test  was  not  delicate  enough  to  es- 
timate minute  amounts  of  lactic  acid  even  if  present.  By  the  use  of 
this  test,  however,  no  direct  evidence  of  the  presence  of  lactic  acid 
could  be  obtained.  That  the  acidity  is  not  due  to  hydrochloric  acid 
can  be  easily  proved.  Congo  red  offers  a  very  delicate  test  for  this 
acid,  as  even  when  minute  traces  are  present  the  red  becomes  con- 
verted into  a  dark-blue  color.  Pieces  of  filter  paper  were  soaked  in 
a  solution  of  Congo  red  and  then  dried.  On  moistening  strips  of  this 
prepared  paper  with  the  secretion  from  the  vagina  no  such  alteration 
in  color  was  observed. 

It  is  possible  that  the  acidity  of  vaginal  secretion  may  be  due  to 
the  presence  of  certain  fatty  acids,  such  as  butyric  acid,  but  no  direct 
evidence  on  this  point  could  be  obtained,  because  there  do  not  appear 
to  be  any  satisfactory  tests  for  this  substance  when  present  only  in 
minute  quantities.  Butyric  acid  is  found  in  sebaceous  secretion,  and 
the  analogy  that  exists  between  vaginal  secretion  and  the  secretion 
of  sebum  would  suggest  that  this  is  the  acid  which  is  really  present. 

Unfortunately,  I  am  unable  to  substantiate  this  suggestion  by  any 
direct  proof,  so  that  the  real  nature  of  the  acid  must  still  remain 
undecided. 

The  President  thanked  Dr.  Gow  for  his  interesting  contribution 
to  physiological  knowledge,  and  expressed  his  admiration  both  of  the 
trouble  Dr.  Gow  had  taken  to  get  a  correct  result,  ahd  of  his  ingenu- 
ity in  devising  experimental  methods  of  solving  the  problem  he  had 
approached. 

Dr.  Lewers  said  he  had  had  the  opportunity  of  examining  several 
of  his  cases  of  vaginal  hysterectomy  at  times  subsequent  to  the  com- 
plete healing  of  the  wound  at  the  top  of  the  vagina,  and  he  had  not 
observed  that  the  vagina  in  these  cases  was  less  moist  than  normal. 

Dr.  Horrocks  said  he  had  always  believed  in  a  vaginal  secretion, 
and  he  considered  Dr.  Gow's  facts  good  proof.  At  the  same  time  he 
29 
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thought  more  facts  were  required  before  it  could  be  accepted  that 
this  vaginal  secretion  was  alkaline  at  first,  and  that  it  only  became 
acid  subsequently  through  the  action  of  bacteria.  He  was  a  little 
skeptical  about  the  invariable  presence  of  bacteria  in  a  healthy  wom- 
an ;  and  even  if  they  were  proved  to  exist,  then  he  shotdd  argue  that 
they  had  a  sort  of  right  to  be  there,  that  they  were  not  noxious,  but 
friendly  bacteria,  and  that  possibly  they  did  good.  Secretion  from 
virgin  vaginae  would  have  to  be  examined  before  these  points  could 
be  settled,  and  of  course  it  would  only  be  on  rare  occasions  that  such 
secretion  could  be  obtained.  He  thought  the  subject  of  considerable 
importance  not  only  physiologically,  but  also  pathologically  in  its 
bearing  upon  coagulation,  dysmenorrhcea,  etc. 

Dr.  Gow,  in  reply,  said  that  there  had  been  many  experiments 
made  to  prove  the  presence  of  bacteria  in  the  healthy  vagina,  though 
there  was  no  suggestion  that  such  bacteria  were  pathogenic.  He 
himself  had  made  no  experiments  in  this  direction,  but,  among  other 
things,  he  had  tried  to  show  that  if  organisms  were  excluded  from  the 
vagina  the  secretion  was  alkaline.  It  would  be  very  difficult  to  carry 
out  Dr.  Horrock's  suggestion  and  make  experiments  similar  to  those 
described  in  the  paper  in  single  women.  Moreover,  the  presence  of 
cervical  secretion  would  invalidate  the  results. 
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INAUGURAL  THESIS. 
By  Nicholas  Senn,  M.  D. 

The  ALtiology  and  Treatment  of  Intestinal  Fistula* 

Dr.  Senn,  in  his  paper,  says  that  a  correct  appreciation  of  the 
causes  which  give  rise  to  the  formation  of  intestinal  fistula  is  pre- 
requisite for  the  adoption  of  appropriate  treatment.    The  term  intes- 
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tinal  fistula  will  be  used  in  this  paper  to  signify  a  communication  be- 
tween the  lumen  of  any  part  of  the  intestinal  tract  and  the  surface  of 
the  body  or  with  any  of  the  hollow  abdominal  or  pelvic  viscera.  A 
practical  distinction  must  be  made  in  regard  to  the  size  and  character 
of  such  abnormal  communication  into  (i)  fistula,  (2)  artificial  anus. 
The  difference  is  one  of  degree  and  not  of  kind.  Speaking  from  a 
purely  surgical  standpoint,  a  fistula  of  the  bowel  is  an  opening  through 
which  gas  or  only  a  part  of  the  liquid  and  solid  intestinal  contents  es- 
cape, while  an  artificial  anus  implies  a  complete  interruption  of  the 
fsecal  circulation  at  the  abnormal  outlet.  The  latter  condition  is  de- 
termined either  by  the  size  of  the  defect  in  the  intestinal  wall  or  the 
existence  of  mechanical  conditions  which  divert  the  intestinal  con- 
tents in  the  direction  of  the  abnormal  outlet  and  away  from  the  distal 
side  of  the  bowel.  These  conditions  are  either  a  flexion  or  the  pres- 
ence of  a  spur  or  saeptum  at  a  point  opposite  to  the  abnormal  outlet, 
caused  by  a  projection  of  the  intact  part  of  the  intestinal  wall  in  the 
direction  of  the  fistulous  opening.  The  surgeon  aims  to  produce  such 
an  obstruction  to  the  faecal  circulation  when  he  desires  to  procure  rest 
for  the  distal  part  of  the  intestinal  tract  by  the  formation  of  an  inten- 
tional artificial  anus.  The  amount  of  intestinal  contents  v/hich  es- 
capes from  the  intestinal  canal  through  such  an  abnormal  outlet  de- 
pends less  on  the  size  of  the  opening  than  the  existence  of  one  or  both 
of  the  above-mentioned  mechanical  conditions.  If  the  intestinal  tube 
is  straight  or  only  slightly  curved,  a  large  opening  may  resemble  a 
simple  intestinal  fistula,  while  a  small  opening  associated  with  a  flex- 
ion or  a  well-developed  spur  appears  clinically  as  an  artificial  anus, 
and  must  be  treated  as  such.  The  internal  fistulas  communicate 
most  frequently  with  another  part  of  the  intestinal  tract  (bimucous 
fistula  of  Dreschfeld),  the  bladder,  vagina,  and  uterus. 

Aitiology. — Intestinal  fistulas  are  divided  into  r  1.  Intentional.  2. 
Accidental.  The  surgeon  occasionally  resorts  to  the  formation  of  an 
intestinal  fistula  or  artificial  anus  in  the  treatment  of  inoperable  me- 
chanical obstruction  by  resorting  to  a  colostomy  or  enterostomy,  ac- 
cording to  the  location  of  the  mechanical  obstacle  which  has  necessi- 
tated the  operation.  If  in  such  cases  the  intestinal  opening  is  to 
serve  only  a  temporary  purpose,  it  is  closed  by  operative  measures  in 
the  same  manner  as  will  be  advised  in  the  discussion  of  the  operative 
treatment  of  accidental  fistula,  after  the  distal  part  of  the  intestinal 
canal  has  been  rendered  permeable  spontaneously  or  by  subsequent 
operative  interference. 

Accidental  fistulas  are  produced,  according   to  the  immediate 
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cause,  by  :  i.  Gunshot  and  stab  wounds  of  the  abdomen.  2.  Sub- 
mural  injury  of  the  bowel.  3.  Ulceration  of  the  bowel.  4.  Strangu- 
lation of  the  bowel.  5.  Foreign  bodies  in  the  intestinal  canal.  6.  Ma- 
lignant tumors.  7.  Intestinal  actinomycosis.  8.  Pelvic  and  other  ab- 
dominal abscesses.  9.  Appendicitis.  10.  Unintentional  injury  to  the 
bowel  during  abdominal  and  pelvic  operations.  11.  Ligatures.  12. 
Sutures.    13.  Drainage-tubes. 

Gunshot  and  Stab  Wounds. — These  injuries  usually  result  in  fatal 
septic  peritonitis  if  the  faecal  material  escapes  into  the  free  peritoneal 
cavity  and  is  not  subjected  in  time  to  direct  operative  treatment. 
A  faecal  fistula,  external  or  internal,  may  result  if  the  wound  is  small 
or  if  only  a  part  of  the  intestinal  wall  has  been  injured,  in  which  event 
the  injured  part  becomes  adherent  to  the  parietal  peritonaeum  or  an 
adjacent  hollow  organ.  A  resulting  circumscribed  abscess  may  later, 
under  such  circumstances,  perforate  the  abdominal  wall  or  discharge 
its  contents  into  the  adherent  organ,  and  thus  establish  either  an  ex- 
ternal or  an  internal  fistula.  According  to  the  experience  of  surgeons 
during  the  war  of  the  rebellion,  such  an  occurrence  is  more  likely  to 
follow  injury  of  the  colon  than  wounds  of  the  small  intestines. 

Submural  Injury. — Partial  laceration  of  the  intestinal  wall  without 
a  penetrating  wound  of  the  abdomen  occasionally  results  in  circum- 
scribed peritonitis,  caused  by  the  migration  of  pathogenic  microbes 
from  the  intestinal  canal  through  the  damaged  wall  to  the  surface  of 
the  bowel,  where,  if  present  in  sufficient  number,  they  may  produce 
an  abscess  which  not  only  completes  the  intestinal  perforation,  but 
may  result  at  the  same  time  in  the  formation  of  an  external  or  internal 
fistula.  Such  fistulae  are  usually  small  and  close  spontaneously  in  the 
course  of  time.  In  suspected  submural  injury  of  the  bowel,  without 
evidences  of  complete  rupture  and  faecal  extravasation,  it  is  of  the 
greatest  importance  to  enforce  efficient  treatment  with  a  special  view 
of  preventing  this  remote  complication. 

Ulceration. — Ulceration  of  the  bowel  is  frequently  followed  by  the 
formation  of  an  intestinal  fistula  if  the  free  peritoneal  cavity  is  shut 
off  by  adhesions  before  perforation  takes  place  and  the  ulcer  mani- 
fests no  tendency  to  repair.  In  the  upper  part  of  the  intestinal  canal 
the  round,  perforating  ulcer  of  the  duodenum  may  produce  such 
a  result.  He  observed  two  cases  of  perforating  typhoid  ulcer  in 
which  a  diffuse  abscess  formed  which  was  freely  incised  and  drained. 
In  one  case  the  abscess  cavity  contained  at  least  a  quart  of  faecal  ma- 
terial which  had  evidently  been  accumulating  for  more  than  a  week. 
The  patient's  general  condition  was  such  as  to  conlra-indicate  search 
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for  and  suturing  of  the  perforation.  In  both  cases  life  was  prolonged 
from  one  to  two  weeks,  but  the  patients  finally  -succumbed  to  sep- 
sis. I  believe  that  under  more  favorable  circumstances  such  patients 
might  recover  under  similar  treatment  with  an  intestinal  fistula  which 
would  in  all  probability  heal  spontaneously  or  could  be  closed  later  by 
operation  with  a  good  prospect  of  success.  His  personal  observations 
indicate  that  the  ulcers  which  terminate  most  frequently  in  the  forma- 
tion of  an  intestinal  fistula  are  of  a  tubercular  character.  The  clin- 
ical course  in  such  cases  is  almost  typical.  The  localized  peri-intes- 
tinal process  is  usually  preceded  by  symptoms  which  point  to  a 
chronic  catarrhal  or  ulcerative  enteritis.  A  painless  cold  abscess  ap- 
pears at  the  point  where  the  perforated  bowel  has  become  attached  to 
the  abdominal  wall.  The  abscess  develops  insidiously  and  progresses 
very  slowly.  If  the  abscess  opens  spontaneously  or  is  incised,  it  con- 
tains, as  a  rule,  no  faecal  material.  The  fistula  forms  later,  or  is  pro- 
duced at  once  if  the  granulations  lining  the  abscess  wall  are  scraped 
away  with  a  sharp  spoon.  The  communicating  opening  between  the 
lumen  of  the  bowel  and  the  abscess  cavity  is  temporarily  blocked 
with  granulations  which,  when  removed  or  when  destroyed  by  suppu- 
ration and  degeneration,  establish  the  fistula  through  which  gas  and 
faecal  contents  escape.  In  one  case  he  found  such  an  abscess  in  the 
umbilical  region,  and  in  another  in  the  right  linea  semilunaris.  In 
both  cases  a  faecal  fistula  was  established,  and  the  patients  eventually 
died  from  the  effects  of  the  primary  intestinal  infection.  Such  fis- 
tula? hasten  the  fatal  termination  and  are  not  amenable  to  successful 
surgical  treatment.  Tubercular  abscesses  in  communication  with  a 
perforated  intestinal  tubercular  ulcer  should  not  be  incised.  The 
proper  treatment  for  them  is  tapping  of  the  abscess,  followed  by  in- 
jection of  iodoform  emulsion — a  form  of  treatment  which  will  post- 
pone, if  not  prevent,  the  formation  of  an  intestinal  fistula.  Konig  is 
of  the  opinion  that  in  many  cases  of  tubercular  intestinal  fistula  the 
primary  disease  starts  in  the  peritonaeum,  resulting  in  perforation  of 
the  intestine  from  without  inward.  In  such  cases  multiple  fistulas 
are  often  established  in  rapid  succession. 

Strangulation. — The  functional  disturbance  of  the  intestine  follow- 
ing strangulated  hernia,  terminating  in  gangrene  without  treatment  or 
under  conservative  measures,  will  depend  upon  the  extent  of  loss  of 
mural  tissue,  and  will  vary  from  a  small  fistula  only  large  enough  to 
permit  the  escape  of  gas  to  a  perfect  artificial  anus.  Occasionally 
such  an  accident  follows  the  reposition  by  taxis  of  a  damaged  intes- 
tinal loop.    The  Littre,  femoral,  and  preperitoneal  herniae  are  most 
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likely  to  be  overlooked  by  the  surgeon,  and  consequently  most  fre- 
quently give  rise  to  this  complication. 

Foreign  Bodies. — Perforation  of  the  intestinal  wall  by  a  foreign 
body,  preceded  by  a  circumscribed  plastic  peritonitis,  frequently 
results  in  the  formation  of  an  abscess  which,  when  it  reaches  the 
surface  or  an  adjacent  hollow  organ,  is  followed  by  an  intestinal 
fistula.  Small,  slender,  foreign  bodies,  such  as  needles,  pins,  and  fish 
bones,  often  perforate  the  intestinal  wall  and  find  their  way  to  the 
surface  or  into  neighboring  organs  without  giving  rise  to  an  intestinal 
fistula.  In  one  case  he  removed  four  fish  bones  from  a  small  abscess 
in  the  median  line  below  the  umbilicus,  after  which  the  abscess 
healed  promptly  and  permanently.  The  foreign  bodies  which  are 
most  frequently  found  in  abscesses  preceding  intestinal  fistula  are 
sharp  fragments  of  bone,  gallstones,  and  enteroliths. 

Ma/ignani  Tumors. — Malignant  tumors  may  cause  intestinal  fistula 
either  by  producing  obstruction  followed  by  distention  and  ulcera- 
tion on  the  proximal  side,  or  by  directly  implicating  the  intestinal 
wall.  The  latter  mode  of  origin  is  the  most  common.  The  malig- 
nant tumor  in  such  instances  invades  by  contiguity  the  part  or  organ 
which  becomes  the  seat  of  the  intestinal  fistula,  and  at  the  same  time 
perforates  the  intestinal  wall,  so  that  the  fistula  is  surrounded  every- 
where by  malignant  tissue.  Carcinoma  more  frequently  pursues  such 
a  course  than  sarcoma.  Infection  of  the  malignant  tumor  with  pus 
microbes  plays  often  an  important  role  in  such  cases.  The  suppura- 
tive infection  often  overshadows  the  malignant  disease  so  completely 
that  the  surgeon  is  misled  in  his  diagnosis  and  institutes  treatment 
appropriate  for  abscess  when  the  operation  reveals  a  malignant  tumor 
as  the  foundation  of  the  difficulty.  Carcinoma  of  the  caecum  compli- 
cated by  suppuration  has  been  repeatedly  mistaken  for  appendicitis. 
Carcinoma  of  the  sigmoid  flexure  and  caecum  occasionally  results  in  a 
pathological  anastomosis  between  the  affected  part  of  the  bowel  and 
an  adjacent  loop  of  the  small  intestine.  Carcinoma  of  the  upper  part 
of  the  rectum  only  too  often  invades  the  bladder  and  results  in  the 
formation  of  a  recto-vesical  fistula.  Carcinoma  of  the  stomach  and 
transverse  colon  have  resulted  in  pathological  gastro-colostomy. 

Actinomycosis. — A  number  of  cases  of  intestinal  actinomycosis 
have  been  recorded  in  which  the  disease  in  its  course  perforated  the 
intestinal  wall  and  gave  rise  to  diffuse  abscesses  and  intestinal  fistula. 
The  ileo-caecal  region  is  the  favorite  locality  for  such  processes.  In 
the  only  case  of  this  kind  that  came  under  his  own  observation  the 
disease  originated  evidently  in  the  ileo-caecal  region,  but  the  abscess 
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reached  the  cavity  of  Retzius  and  was  opened  in  the  median  line 
above  the  pubes. 

Pelvic  and  Abdominal  Abscesses. — By  far  the  most  frequent  cause 
of  intestinal  fistula  are  pelvic  and  abdominal  abscesses.  Such  ab- 
scesses sometimes  are  caused  by  migration  of  pyogenic  microbes 
through  a  damaged  or  inflamed  intestinal  wall,  perforate  later  the 
intestine,  and  finally  open  or  are  incised  on  the  surface  when  the 
fistula  is  completed.  The  fistulous  tract  is  often  long  and  tortuous. 
More  frequently  a  pyosalpinx  or  acute  phlegmonous  abscess  of  the 
para-uterine  connective  tissue  pursues  such  a  course.  Such  abscesses 
open  most  frequently  into  the  rectum,  bladder,  and  intestinal  coils 
upon  the  floor  of  the  pelvis,  but  they  may  open  into  the  csecum  and 
sigmoid  flexure.  Externally  they  point  most  frequently  in  the  groin, 
but  they  may  also  reach  the  surface  through  the  sacro-sciatic  notch, 
and  occasionally  extend  to  the  lumbar  region.  The  external  fistulous 
opening  may  be  found  in  any  of  these  localities.  Not  an  infrequent 
cause  of  intestinal  fistula  are  tubercular  abscesses  resulting  from 
tubercular  spondylitis  and  tuberculosis  of  the  pelvic  bones.  In  some 
cases  the  abscess  is  discharged  first  into  the  caecum  or  rectum  ;  less 
frequently  into  other  parts  of  the  large  and  small  intestines,  and  later 
reaches  the  surface  ;  or  the  fistula  forms  in  the  course  of  suppurating 
tubercular  tracts.  Rectal  insufflation  is  an  exceedingly  valuable 
diagnostic  test  not  only  for  the  purpose  of  ascertaining  whether  or 
not  the  fistulous  tract  communicates  with  the  intestine,  but  also  in 
demonstrating  the  exact  location  of  the  intestinal  perforation. 

Appendicitis. — Appendicitis  is  the  most  frequent  cause  of  intestinal 
fistula  in  the  ileo-caecal  region.  The  fistula  is  produced  in  one  of 
two  ways  :  i.  Sloughing  or  perforation  of  the  appendix.  2.  Rupture 
of  an  abscess  of  appendical  origin  into  the  caecum  or  adjoining  intes- 
tinal loops,  with  the  subsequent  formation  of  an  external  opening. 
If  the  entire  appendix  is  cast  off  as  a  slough  with  the  contents  of  the 
abscess  in  gangrenous  appendicitis,  the  fistulous  opening  involves  the 
caecum  and  occupies  that  part  of  the  bowel  to  which  the  appendix  is 
attached.  Clinically  such  a  fistula  resembles  a  caecal  fistula  produced 
by  other  causes.  In  partial  gangrene  of  the  appendix  and  perforation 
of.  the  organ,  treated  upon  the  expectant  plan  by  incision  and  drain- 
age without  removal  of  the  appendix,  if  a  fistula  persists,  the  remain- 
ing lumen  of  the  appendix  communicates  with  the  caecum  on  one  side 
and  the  external  fistulous  tract  on  the  other.  The  fistulous  opening 
into  the  bowel  under  these  circumstances  is  so  small  that  seldom  any- 
thing else  but  gas  escapes.    Such  fistulae  occasionally  heal  spontane- 
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ously  in  the  course  of  a  few  weeks  ;  but  after  it  has  become  well 
established,  closure  of  the  fistula  without  operation  is  not  to  be  ex- 
pected. A  paratyphlitic  abscess  rupturing  into  the  caecum  often  ter- 
minates in  a  permanent  cure,  but  sometimes  it  results  in  extensive 
destruction  of  the  caecal  wall  followed  by  the  formation  of  a  corre- 
spondingly large  fistulous  opening.  The  location  of  the  caecal  open- 
ing will  vary  according  to  the  situation  of  the  abscess.  The  cases  of 
caecal  fistula  which  have  come  under  his  own  observation  involved 
either  the  anterior  or  posterior  wall,  but  it  may  affect  any  part  of  the 
caecum,  and  occasionally  the  abscess  ascends  in  the  direction  of  the 
ascending  colon,  which  it  may  perforate  and  cause  a  fistula  of  this 
part  of  the  large  intestine.  He  has  seen  three  cases  of  fistula  of  the 
caecum  following  appendicitis  in  which  the  opening  in  the  abdominal 
wall  and  caecum  was  large  enough  to  insert  three  fingers.  In  all  of 
these  cases  the  faecal  current  was  arrested  at  the  opening  by  the  pres- 
ence of  an  effective  spur  formed  by  the  projection  of  the  opposite  wall 
toward  the  opening  in  the  caecum.  It  is  in  cases  of  this  kind,  if  the 
abscess  has  been  opened  by  the  surgeon,  that  he  is  credited  by  the 
patients  and  friends  of  having  cut  the  bowel,  when  in  reality  the  in- 
testinal opening  either  was  present  at  the  time  the  operation  was  made 
or  occurred  later  by  sloughing  of  the  inflamed  caecal  wall. 

Injury  of  the  Bowel  during  Abdominal  and  Pelvic  Operations. — 
Under  this  head  it  is  not  my  intention  to  discuss  those  gross  lesions  of 
the  intestines  occurring  during  abdominal  and  pelvic  operations  which 
the  surgeon  recognizes  and  resorts  at  once  to  the  necessary  treat- 
ment. He  refers  particularly  to  overlooked  and  incomplete  wounds 
of  the  bowel  as  causes  of  intestinal  fistula.  Modern  gynaecology  en- 
courages heroic  attempts  in  the  removal  of  abdominal  and  pelvic  tu- 
mors that  only  a  few  years  ago  would  have  been  regarded  as  inopera- 
ble by  the  boldest  surgeons.  The  removal  of  adherent  tumors  and 
pus-tubes  brings  the  operator  often  in  very  close  contact  with  the  in- 
testines. The  inflammatory  processes  which  have  produced  the  firm 
adhesions  have  often  resulted  in  great  damage  to  the  adherent  part 
of  the  intestine.  The  intestinal  wall,  from  pressure,  cicatricial  con- 
traction, and  impaired  nutrition,  is  often  found  not  much  thicker  than 
ordinary  writing  paper,  hence  exceedingly  liable  to  be  torn  during  the 
separation  of  firm  adhesions.  The  intestine  attached  to  a  tumor  or 
pelvic  abscess  by  firm  and  old  adhesions  has  lost  its  outer  or  peri- 
toneal coat  over  an  area  corresponding  with  the  extent  of  the  adhe- 
sions. Unless  the  surgeon  practices  the  necessary  precaution  of  mak- 
ing the  detachment  at  the  expense  of  the  tumor  or  tube,  if  he  does 
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not  tear  an  opening  into  the  bowel  he  will  at  least  seriously  damage 
the  intestinal  wall.  He  has  no  doubt  that  in  numerous  instances  of 
this  kind  surgeons  have  overlooked  minute  perforations  in  the  bowel 
which,  if  they  did  not  result  in  fatal  septic  peritonitis,  became  the 
direct  source  later  of  an  intestinal  fistula.  It  must  also  be  re- 
membered that  a  greatly  damaged  intestinal  wall  is  permeable  to  pyo- 
genic microbes,  and  consequently  becomes  not  infrequently  the  sole 
cause  of  a  late  infection  after  laparotomy,  and,  if  the  patient  survives, 
of  abscess  and  intestinal  fistula.  Every  experienced  surgeon  will  re- 
call to  his  memory  such  mishaps  when  he  could  assure  himself  that 
in  other  respects  the  operation  was  faultlessly  performed.  The  ex- 
amination of  detached  intestinal  loops  for  perforations  or  other  seri- 
ous damage  should  not  be  postponed  until  completion  of  the  opera- 
tion, as  it  may  be  impossible  to  find  them  again  at  that  time.  The 
inspection  should  be  made  at  once  and  all  defects  remedied  before 
additional  adhesions  are  separated.  By  pursuing  such  a  course,  and 
by  detaching  the  adhesions  at  the  expense  of  the  part  to  be  removed, 
we  will  hear  less  in  the  future  of  septic  peritonitis,  abscess,  and  intes- 
tinal fistula  arising  from  this  cause  after  laparotomy. 

Ligatures — In  small  wounds  and  limited  gangrene  of  the  bowel 
Astley  Cooper  made  a  small  cone,  the  apex  of  which  corresponded 
with  the  injury  or  disease,  and  applied  a  ligature  of  fine  silk  around 
the  base.  The  ligature  cuts  its  way  into  the  lumen  of  the  bowel  dur- 
ing the  time  the  resulting  defect  becomes  sealed  by  plastic  lymph. 
We  can  readily  conceive  under  what  circumstances  such  a  procedure 
would  prove  safe  and  efficient.  If  the  parts  included  in  the  ligature 
and  the  ligature  itself  are  aseptic  the  formation  of  a  fistula  is  pre- 
vented by  the  production  of  new  tissue  around  the  ligature  and  in- 
cluded mass  before  the  ligature  reaches  the  lumen  of  the  bowel.  If, 
on  the  other  hand,  the  asepsis  is  not  perfect  and  suppuration  occurs 
in  the  track  of  the  ligature,  an  intestinal  perforation  is  very  likely  to 
ensue.  After  separation  of  an  adherent  intestine  bleeding  points  are 
often  tied  with  silk.  Isolation  of  the  bleeding  vessel  is  usually  out 
of  question,  and  more  or  less  of  bowel  tissue  is  included  in  the  liga- 
ture. It  must  not  be  forgotten  that  under  such  conditions  the  bowel 
has  been  deprived  of  its  peritoneal  investment,  and  consequently  the 
facilities  for  encapsulation  of  the  ligature  are  diminished.  If  to  this 
is  added  an  extremely  attenuated  bowel  wall,  it  is  not  difficult  to  un- 
derstand in  what  way  a  ligature  may  sometimes  give  rise  to  a  late  per- 
foration, peritonitis,  abscess,  and  intestinal  fistula. 

Sutures. — Careless  suturing  of  the  abdominal  incision  is  respon- 
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sible  for  many  accidents  to  the  intestines.  Undue  haste  in  complet- 
ing this  part  of  the  operation  is  often  severely  punished.  Unless  the 
operator  resorts  to  proper  precautions  the  needle  may  transfix  a  part 
of  the  circumference  of  the  small  intestine  ;  on  tying  the  suture  the 
loop  is  anchored  against  the  external  incision,  the  ligature  later  cuts 
its  way  through  the  included  part  of  the  bowel,  and  if  a  fatal  perito- 
nitis does  not  result  an  intestinal  fistula  is  sure  to  follow.  He  has  seen 
two  cases  of  intestinal  fistula  in  the  practice  of  distinguished  sur- 
geons where  he  had  reason  to  believe  that  the  intestinal  fistula  had 
such  an  origin.  But  this  is  not  the  only  way  in  which  sutures  have 
produced  this  complication.  In  tying  the  sutures  a  loop  of  the  un- 
derlying intestines  may  be  caught  between  the  suture  and  the  abdomi- 
nal wall,  and  on  tightening  the  suture  strangulation  results,  followed 
by  intestinal  obstruction,  gangrene  of  the  strangulated  part  of  the 
bowel  or  coil,  abscess,  and  fistula.  Again,  an  intestinal  coil  may 
escape  between  the  sutures  and  become  strangulated  between  the 
margins  of  the  wound  with  similar  consequences.  It  is  time  that 
surgeons  should  recognize  the  suture  as  a  cause  of  such  complica- 
tions and  resort  to  efficient  prophylactic  measures.  He  is  strongly 
convinced  of  the  value  of  a  separate  row  of  buried  absorbable  peri- 
toneal sutures  in  closing  the  abdominal  incision,  both  for  the  purpose 
of  guarding  against  accidents  to  the  intestines  and  as  a  prophylactic 
measure  against  ventral  hernia.  Whenever  it  is  possible  the  omentum 
should  be  drawn  downward  far  enough  to  cover  the  entire  length  of 
the  incision.  The  use  of  the  aseptic  compress  as  an  aid  in  suturing 
the  external  wound  is  so  well  known  that  it  is  only  necessary  to  men- 
tion it  in  connection  with  his  subject. 

Drainage-tubes. — The  last,  but  by  no  means  the  least,  important 
subject  which  he  discusses  in  connection  with  the  aetiology  of  intes- 
tinal fistula  is  the  drainage-tube.  Prolonged  tubular  drainage  with 
glass  or  rubber  tubes  is  a  well-known  factor  in  the  production  of  in- 
testinal fistula.  The  opening  in  the  bowel  is  produced  by  pressure 
atrophy.  He  is  inclined  to  believe  that  the  elastic  pressure  caused  by 
rubber  drains  is  more  injurious  than  that  exerted  by  glass  tubes. 
Long-continued  tubular  drainage-  for  suppurative  lesions  is  more  dan- 
gerous in  this  respect  than  similar  methods  of  drainage  for  paren- 
chymatous oozing  or  other  aseptic  pathological  conditions.  In  the  for- 
mer case  the  suppurative  inflammation  along  the  drainage  canal  adds 
to  the  destructive  effect  of  pressure.  It  will  be  difficult,  if  not  im- 
possible, to  entirely  eliminate  this  etiological  element  by  any  amount 
of  care  in  cases  requiring  long-continued  tubular  drainage.    In  recent 


The  Chicago  Gynecological  Society. 


45 1 


cases  necessitating  drainage  for  a  few  days  he  has  been  in  the  habit 
of  surrounding  the  glass  or  rubber  drain  by  a  few  layers  of  iodoform 
gauze,  for  the  purpose  of  diminishing  the  harmful  effects  of  localized 
pressure.  In  drainage  for  suppurative  affections  it  is  advisable  to 
gradually  reduce  the  size  of  the  tube  for  the  same  reason,  and  when- 
ever practicable  interpose  between  the  intestine  and  tube  a  few  layers 
of  iodoform  gauze. 

Treatment. — The  treatment  of  an  intestinal  fistula  must  have  for 
its  aim  closure  of  the  abnormal  opening  with  as  little  interference  as 
possible  with  the  lumen  of  the  bowel.  It  is  a  fact  that  many  intes- 
tinal fistulae  close  spontaneously.  This  favorable  termination  may  be 
expected  in  cases  in  which  the  opening  in  the  bowel  is  small,  the  im- 
mediate cause  of  a  benign  and  temporary  character,  the  general  health 
of  the  patient  not  much  impaired,  and  the  fistulous  opening  in  the 
bowel  so  located  that  it  can  readily  become  attached  to  the  parietal 
peritonaeum  or  the  serous  investment  of  an  adjacent  organ.  The 
spontaneous  healing  of  an  intestinal  perforation  is  always  followed  by 
permanent  parietal  or  visceral  adhesions.  In  fistulae  resulting  from 
tuberculosis,  malignant  disease,  and  actinomycosis,  spontaneous  heal- 
ing is  out  of  the  question,  and  in  the  majority  of  these  cases  opera- 
tive treatment  for  closing  the  fistula  is  contraindicated.  The  opera- 
tive treatment  in  such  cases  deserves  consideration  only  in  the  event 
that  the  primary  cause  can  be  completely  eliminated  before  an  at- 
tempt is  made  to  restore  the  continuity  of  the  bowel.  In  fistula  caused 
by  malignant  disease  in  which  the  extent  of  the  primary  cause  has 
rendered  a  radical  operation  inapplicable  it  may  be  advisable  to  se- 
cure rest  for  the  diseased  part  of  the  intestine  by  establishing  an  arti- 
ficial anus  on  the  proximal  side.  In  the  treatment  of  tubercular  and 
actinomycotic  fistulae  the  primary  disease  must  receive  proper  atten- 
tion, and,  in  case  it  is  amenable  to  successful  treatment,  the  fistula 
will  heal  spontaneously  or  is  subjected  later  to  appropriate  surgical 
treatment.  Before  proceeding  further  to  the  discussion  of  the  surgical 
treatment  of  intestinal  fistula  it  is  important  to  refer  briefly  to  a  few 
of  the  more  important  points  of  the 

Pathological  Anatomy  of  Intestinal  Fistula. — For  the  sake  of  sim- 
plicity, he  describes  the  different  forms  of  intestinal  fistula  as  we 
observe  them  on  the  surface  of  the  body,  although  the  same  remarks 
will  apply  to  the  internal  fistulae  where  similar  conditions  are  de- 
veloped. 

Intestinal  Fistula. — Intestinal  fistula  as  defined  in  the  introductory 
remarks  of  this  paper  presents  itself  in  one  of  two  forms  :  i.  A  fistu- 
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lous  tract  leads  from  the  surface  to  the  opening  in  the  intestine.  2. 
The  mucous  membrane  of  the  intestine  lines  the  fistulous  tract  and 
is  continuous  with  the  skin  on  one  side  and  the  mucous  lining  of  the 
intestine  on  the  other.  In  the  first  variety  the  opening  in  the  bowel 
is  more  or  less  distant  from  the  surface,  and  the  tract  is  lined  by 
granulations.  In  the  second  variety  the  intestinal  wall  reaches  the 
surface,  and  the  margins  of  the  opening  in  the  bowel  form  the  border 
of  the  external  opening,  the  entire  fistulous  tract  being  lined  by  mu- 
cous membrane.  In  both  instances  the  opening  in  the  bowel  is  lat- 
eral, the  intestinal  tube  either  straight  or  slightly  curved,  presenting 
no  mechanical  impediments  to  the  faecal  current. 

Artificial  Anus. — The  interruption,  partial  or  complete,  of  the  faecal 
current  at  or  in  the  immediate  vicinity  of  the  fistula  is  usually  due  to 
one  of  three  causes  :  1.  Intestinal  obstruction  below  the  fistula.  2. 
Flexion  of  the  bowel  at  a  point  corresponding  with  the  location  of 
the  fistula.  3.  The  presence  of  a  spur  opposite  the  opening  in  the 
bowel.  If  perforation  of  the  bowel  takes  place  in  consequence  of 
an  intestinal  obstruction,  the  causes  which  have  given  rise  to  this  acci- 
dent maintain  the  obstruction,  and  all  the  intestinal  contents  escape 
through  the  fistula,  which  then  serves  the  purpose  of  an  artificial  anus. 
If  the  perforated  part  of  the  bowel  becomes  flexed  by  adhesions  or 
otherwise,  the  flexion  narrows  the  lumen  of  the  bowel  and  directs 
the  fsecal  current  toward  the  abnormal  outlet.  Under  such  cir- 
cumstances a  considerable  part  of  the  intestinal  contents  necessarily 
escapes  through  the  fistulous  opening.  If  the  flexion  becomes  more 
acute,  the  intestinal  wall  opposite  the  opening  forms  a  spur — promon- 
torium  (Scarpa),  e'peron  (Dupuytren) — which,  when  fully  developed, 
completely  intercepts  the  fsecal  current  and  transforms  the  fistulous 
opening  into  an  artificial  anus. 

Hence  it  follows  that  spontaneous  healing  can  only  be  expected  in 
cases  in  which  the  fistulous  tract  is  not  lined  by  mucous  membrane 
and  in  which  the  faecal  current  meets  with  no  impediment  by  flexion 
or  spur  formation.  As  the  fistulous  opening  in  the  bowel  is  often 
beyond  the  reach  of  an  examination,  time  plays  an  important  part  to 
enable  the  surgeon  to  determine  whether  or  not  surgical  interference 
is  necessary.  In  the  absence  of  an  indicatio  vitalis  an  operation  should 
be  postponed  until  the  clinical  course  has  demonstrated  that  Nature's 
resources  are  inadequate  to  accomplish  the  desired  object.  An  early 
operation  is  demanded  if  the  fistula  involves  the  upper  part  of  the 
small  intestines  and  the  escape  of  chyle  endangers  life  from  inanition. 
In  the  absence  of  such  an  indication,  and  in  the  absence  of  positive 
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proof  that  spontaneous  healing  is  impossible,  conservative  treatment 
should  be  continued  until  the  indications  for  a  radical  operation  are 
established.  A  carefully  selected  diet,  attention  to  the  condition  of 
the  bowels,  rest,  compression  over  the  fistulous  tract,  and  antiseptic 
treatment  of  the  suppurating  tract  embrace  the  leading  indications  of 
the  expectant  treatment. 

Surgical  Treatment. — The  surgical  treatment  must  be  governed  by 
the  pathological  conditions  which  characterize  each  individual  case. 
A  careful  inquiry  concerning  the  aetiology  and  pathology  in  each  case 
is  therefore  necessary  in  order  to  enable  the  surgeon  to  select  the 
appropriate  therapeutic  resources. 

Cauterization. — Cauterization  of  the  fistulous  tract  is  useful  not 
only  in  expediting  spontaneous  healing  in  cases  in  which  such  a  result 
is  to  be  anticipated,  but  also  for  the  purpose  of  removing  anatomical 
conditions  incompatible  with  such  a  termination.  Nitrate  of  silver  is 
most  efficient  in  stimulating  the  process  of  repair  in  cases  in  which  the 
tract  is  lined  by  flabby,  infected  granulations.  Benefit  from  this  agent 
can  only  be  expected  if  it  can  be  applied  the  whole  length  of  the  canal. 
Its  application  is  worse  than  useless  if  the  entire  tract  is  not  accessi- 
ble. If  the  fistulous  tract  is  lined  by  mucous  membrane,  is  short,  and 
readily  accessible  in  its  whole  length,  the  Paquelin  cautery  can  be 
resorted  to  with  advantage.  The  cauterization  must  be  made  deep 
enough  to  destroy  the  entire  thickness  of  the  mucous  membrane.  On 
separation  of  the  tubular  eschar  the  fistulous  opening  is  enlarged,  and 
for  a  time  more  of  the  intestinal  contents  escape  through  it  ;  but  in  a 
short  time  the  canal  becomes  blocked  by  granulations,  which  eventu- 
ally result  in  its  closure.  Before  using  the  cautery  the  length  of  the 
tract  must  be  carefully  determined,  in  order  to  protect  the  bowel 
against  injury  from  the  point  of  the  instrument.  The  same  instru- 
ment is  of  value  in  the  treatment  of  larger  fistulae  lined  by  mucous 
membrane  not  complicated  by  mechanical  impediments  to  the  faecal 
circulation.  He  resorted  to  this  procedure  in  a  number  of  cases  of 
surface  fistulae  lined  by  mucous  membrane,  and  has  been  well  sat- 
isfied with  the  results.  Cauterization  may  sometimes  be  employed 
advantageously  in  the  treatment  of  internal  intestinal  fistula,  as  shown 
by  the  following  case,  recently  examined  and  treated  before  the  class 
at  Rush  Medical  College.  The  patient  was  a  housewife,  twenty-five 
years  old,  with  a  good  family  history.  The  present  trouble  dates  back 
to  childbirth  five  and  one  half  years  ago.  Soon  after  confinement  she 
suffered  from  suppurative  mastitis.  Six  months  later  she  had  an  at- 
tack of  what  was  called  inflammation  of  the  bowels,  being  confined  to 
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bed  two  weeks,  followed  by  diarrhoea.  Later  the  diarrhoea  alternated 
with  constipation.  Two  and  one  half  years  ago  an  abscess  formed  in 
the  left  ischio-rectal  fossa,  which  broke  in  the  gluteal  region,  two  inches 
from  the  anus,  two  or  three  months  later.  The  stools  contained  blood, 
but  no  pus.  The  second  opening  appeared  six  months  later  in  the  left 
inguinal  region,  from  which  gas  and  fsecal  matter  escaped  from  the 
first,  later  intestiual  contents  from  the  first  opening.  Rectal  examina- 
tion revealed  an  indurated  area  about  four  inches  above  the  anus,  in 
the  center  of  which  a  small  opening  could  be  felt.  The  patient  was 
brought  to  the  clinic  with  the  expectation  that  a  laparotomy  would  be 
made  for  the  treatment  of  the  intestinal  fistula.  Injection  of  peroxide 
of  hydrogen  through  the  inguinal  fistula  was  followed  by  the  escape 
of  white  foam  from  the  opening  in  the  rectum,  which  could  be  plainly 
seen  through  a  rectal  speculum.  The  same  was  observed  following  a 
similar  injection  into  the  gluteal  fistula,  showing  that  both  abscess 
cavities  communicated  with  the  same  intestinal  fistula.  It  was  my 
intention  to  close  first  the  rectal  opening.  The  patient  was  placed 
under  the  influence  of  an  anaesthetic,  and  while  in  the  Trendelenburg 
position  the  rectal  opening  was  freely  exposed  by  using  two  Sims 
specula.  A  probe  was  passed  from  the  rectum  into  the  abscess  cav- 
ity, which  served  as  a  guide  to  the  needle  point  of  the  Paquelin  cau- 
tery with  which  the  fistulous  tract  was  thoroughly  cauterized.  For  a 
few  days  more  fsecal  matter  escaped  through  the  fistula,  but  in  the 
course  of  a  week  the  cauterized  tract  was  found  blocked  by  granula- 
tions which  prevented  even  the  escape  of  gas.  The  patient  has  con- 
tinued to  improve,  and  at  present  the  rectal  opening  is  almost  closed, 
the  discharge  of  pus  from  the  abscesses  greatly  diminished,  and  every 
prospect  that  this  simple  treatment  will  be  followed  ultimately  by  com- 
plete closure  of  the  fistula  and  healing  of  the  abscesses. 

Drainage  of  the  Abscess  Cavity. — An  abscess  cavity  interposed  be- 
tween the  intestinal  opening  and  the  fistulous  tract  on  the  surface,  or 
in  one  of  the  pelvic  organs,  constitutes  often  an  insurmountable  ob- 
stacle to  spontaneous  healing.  In  many  such  cases  the  abscess  cavity 
is  imperfectly  drained  and  is  being  continually  contaminated  by  fsecal 
material.  If  the  abscess  is  so  located  that  it  can  be  safely  and  more 
efficiently  drained,  such  a  procedure  will  often  accomplish  all  that  is 
desired.  This  method  of  procedure  is  particularly  indicated  in  the 
treatment  of  pelvic  abscesses  complicated  by  intestinal  fistula.  It 
must,  however,  not  be  forgotten  that  under  such  circumstances  the 
organs  in  the  vicinity  of  the  abscess  are  often  displaced  by  inflam- 
matory adhesions  and  exposed  to  injury  in  efforts  to  secure  better 
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drainage.  He  cites  a  case  in  point  that  came  under  his  observa- 
tion : 

A  lady,  thirty-five  years  of  age,  applied  to  him  for  treatment  of  an 
intestinal  fistula  in  the  left  groin.  The  fistula  was  preceded  by  a  pel- 
vic abscess  on  the  same  side,  which  was  opened  above  Poupart's  liga- 
ment. Several  weeks  later  gas  and  faecal  matter  escaped  through  the 
opening.  This  condition  had  existed  for  two  years.  Periodical  dis- 
charge of  increased  quantity  of  pus  satisfied  him  that  the  original  ab- 
scess cavity  had  not  obliterated,  owing  to  imperfect  drainage.  As  he 
could  find  some  induration  on  the  left  side  of  the  uterus,  he  decided  to 
drain  the  abscess  into  the  vagina.  While  the  patient  was  under  the 
influence  of  an  anaesthetic  the  external  opening  was  enlarged  suffi- 
ciently to  enable  him  to  follow  the  tortuous  canal  into  the  pelvis  to  the 
left  side  of  the  uterus.  With  the  left  index  finger  in  the  vagina  he  could 
feel  the  point  of  the  forceps  when  the  instrument  was  pushed  through 
the  tissues  and  the  mucous  membrane  incised  over  the  point.  The 
canal  was  dilated  and  a  rubber  drain  half  an  inch  in  diameter  drawn 
through,  thus  establishing  through  drainage.  The  abscess  cavity  was 
thoroughly  irrigated.  When  he  visited  the  patient  the  next  day  he  was 
informed  that  she  had  passed  no  urine  since  the  operation.  He  found 
the  bed  saturated  with  urine.  Mistrusting  what  had  happened,  he 
injected  into  the  bladder  warm  boric-acid  solution,  which  escaped  at 
once  through  the  vaginal  part  of  the  drain.  It  was  evident  that  he  had 
transfixed  with  the  forceps  the  displaced  bladder.  The  drain  was  re- 
moved and  a  Sims  catheter  inserted  into  the  bladder.  The  drainage 
of  the  abscess  cavity  from  the  surface  was  continued.  The  wounds 
in  the  bladder  healed  under  this  simple  treatment  in  the  course  of 
a  week,  and  a  few  weeks  later  the  fistulous  opening  closed  perma- 
nently. 

Mechanical  Repression  of  the  Spur. — The  spur  has  been  recognized 
as  a  cause  of  the  persistence  of  intestinal  fistula  for  a  long  time,  and 
different  methods  of  treatment  have  been  devised  for  its  removal. 
Desault  advised  the  insertion  of  a  roll  of  charpie  into  the  bowel  with 
a  view  of  increasing  the  size  of  the  lumen  of  the  bowel  and  of  repress- 
ing the  spur.  Banks  inserted  a  large  rubber  tube,  which  he  fastened 
in  the  fistula,  for  the  same  purpose.  As  the  formation  of  the  spur 
takes  place  in  consequence  of  the  flexion  of  the  bowel,  we  can  readily 
understand  why  all  such  mechanical  devices  have  proved  of  so  little 
value. 

Intestinal  Anastomosis. — The  formation  of  an  intestinal  anastomo- 
sis in  the  treatment  of  an  intestinal  fistula  is  indicated  in  cases  in 
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which  the  extraperitoneal  methods  are  not  applicable  or  have  proved 
unavailing  and  the  usual  intraperitoneal  operations  are  contraindi- 
cated.  Under  such  circumstances  the  exclusion  from  the  faecal  cir- 
culation of  the  perforated  loop  by  the  formation  of  an  anastomotic 
communication  between  the  afferent  and  efferent  limbs  of  the  loop 
will  remove  the  annoyances  incident  to  an  intestinal  fistula  and  place 
the  parts  in  a  more  favorable  condition  for  spontaneous  healing  or 
more  successful  surgical  intervention.  The  anastomotic  opening 
should  be  made  at  least  two  inches  in  length.  The  operation  can  be 
performed  most  safely  by  the  use  of  decalcified  perforated  bone 
plates  or  by  Czerny-Lembert  sutures.  For  the  purpose  of  showing 
the  value  of  this  method  of  procedure  in  rare  cases  he  relates  a  case 
that  came  under  his  observation  a  few  years  ago.  A  lady,  thirty 
years  of  age,  suffered  for  several  weeks  from  pelvic  peritonitis,  which 
resulted  in  the  formation  of  an  abscess  which  was  opened  above  Pou- 
part's  ligament  on  the  left  side.  A  few  days  after  the  abscess  was  in- 
cised gas  and  faecal  matter  escaped  from  this  opening.  Additional 
abscesses  on  the  same  side  appeared,  which  were  either  opened  ex- 
ternally or  discharged  through  the  first  abscess  cavity.  The  faecal 
fistula  remained.  The  case  came  under  his  charge  in  his  hospital 
service  nearly  a  year  after  the  first  attack.  The  patient  was  greatly 
emaciated  ;  more  than  one  half  of  the  intestinal  contents  escaped 
through  the  abnormal  outlet.  The  fistulous  tract  led  down  into  the 
cavity  of  the  pelvis  to  the  left  of  the  uterus.  Rectal  insufflation  of 
hydrogen  gas  demonstrated  that  the  fistula  was  above  the  ileo-caecal 
valve.  After  a  few  days  of  preparatory  treatment  he  opened  the  ab- 
domen and  found  the  lower  part  of  the  ileum  rolled  up  into  a  mass 
by  numerous  and  firm  adhesions.  He  made  a  faithful  attempt  to  un- 
ravel the  mass,  but  had  to  abandon  the  task.  He  could  not  find  the 
perforated  part  of  the  intestine.  The  mass  comprised  from  three  to 
five  feet  of  the  lower  part  of  the  ileum.  Excision  of  this  mass  was 
completely  out  of  the  question,  owing  to  the  patient's  general  condition 
and  the  number  and  character  of  the  adhesions.  He  finally  succeeded 
in  finding  the  intestine  on  the  proximal  side,  and  established  between 
it  and  the  adjacent  sigmoid  flexure  a  communication  with  the  aid  of 
large  decalcified  perforated  bone  plates,  and  closed  the  external  in- 
cision. Very  little  faecal  material  escaped  from  the  fistula  after  the 
operation,  while  the  discharges  from  the  bowels  became  more  copious 
and  liquid.  It  was  evident  that  the  faecal  current  had  been  diverted 
away  from  the  numerous  adherent  coils  of  the  lower  part  of  the  ileum 
into  the  sigmoid  flexure.    The  patient  improved  in  general  health,  and 
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was  relieved  from  the  annoyances  incident  to  an  intestinal  fistula.  A 
number  of  times  the  fistulous  opening  closed,  but  reopened  ;  this  occur- 
rence is  always  attended  by  a  limited  discharge  of  pus.  The  abscess 
cavity  has  evidently  never  healed  completely,  and  undoubtedly  main 
tains  the  fistula.  He  anticipates  that  the  excluded  part  of  the  intestinal 
canal  will  continue  to  undergo  progressive  atrophy,  and  that  ultimately 
the  fistulous  opening  will  close  spontaneously.  So  far  the  operation  has 
resulted  in  restoring  the  continuity  of  the  intestinal  canal  by  exclud- 
ing from  functional  activity  the  partially  impermeable  lower  part  of 
the  ileum.  It  appears  to  him  that  a  similar  procedure  would  often 
prove  of  great  value  in  the  treatment  of  vesico-intestinal  fistula  in 
which  the  operative  closure  of  the  opening  and  enterectomy  are  im- 
practicable. 

Enlereclomy. — The  mortality  attending  enterectomy  and  circular 
enterorrhaphy  in  the  treatment  of  intestinal  fistula  and  artificial  anus 
remains  great  even  in  the  hands  of  experienced  operators.  The  sta- 
tistics of  Reichel  give  a  mortality  of  37.8  per  cent,  and  those  of  Hertz- 
berg  of  27  per  cent.  In  view  of  this  fact,  it  is  apparent  that  this  op- 
eration should  be  reserved  for  cases  not  amenable  to  successful  treat- 
ment by  safer  procedures.  He  is  confident  that  the  indications  for 
this  operation  can  be  limited  to  exceptional  cases.  If  the  intestine  is 
not  attached  to  the  abdominal  wall,  it  is  much  safer  to  open  the  free 
peritoneal  cavity  in  search  for  the  affected  part  of  the  intestine  than 
to  follow  the  fistulous  tract  as  a  guide.  If  possible,  the  intestine 
should  be  tied  on  each  side  of  the  fistula  with  a  strip  of  gauze  or  a 
rubber  band  before  it  is  detached,  in  order  to  guard  more  efficiently 
against  faecal  extravasation.  The  operation  should  be  performed  with 
the  patient  in  the  Trendelenburg  position  and  4he  peritoneal  cavity 
amply  protected  by  aseptic  compresses  during  the  resection  and 
suturing.  After  the  resection  the  continuity  of  the  bowel  should  be 
restored  by  circular  enterorrhaphy  by  Czerny-Lembert  sutures. 

Preliminary  Transverse  Suturing  of  ihe  Intestinal  Opening  as  a 
Prophylactic  Measure  against  Infection  during  the  Operation  for  Artifi- 
cial Anus. — There  can  be  but  little  doubt  that  the  operative  treat- 
ment of  intestinal  fistula  or  artificial  anus  requiring  opening  of  the 
abdominal  cavity  has  been  attended  by  an  alarming  mortality,  owing 
to  infection  caused  by  the  escape  of  faeces  through  the  intestinal  open- 
ing. Packing  the  opening  with  gauze  or  cotton  is  a  very  inefficient 
way  in  which  to  prevent  faecal  extravasation.  The  use  of  clamps  and 
ligatures  on  each  side  of  the  opening  in  the  bowel  is  equally  unre- 
liable. It  appears  to  me  the  only  safeguard  against  this  source  of 
30 
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danger  is  preliminary  closure  of  the  intestinal  opening  by  suturing, 
placing  the  sutures  so  close  together  as  to  absolutely  prevent  the  es- 
cape of  any  of  the  intestinal  contents.  After  this  has  been  done  the 
field  of  operation  is  once  more  thoroughly  sterilized  before  the  abdo- 
men is  opened  and  the  intestine  detached.  The  sutures  should  in- 
clude all  of  the  tunics  of  the  bowel.  With  few  exceptions,  this  row  of 
sutures  will  remain  as  Czerny  sutures,  to  be  buried  after  the  bowel 
has  been  detached  by  Lembert  stitches.  He  has  already  made  the 
statement  that  he  looks  upon  flexion  of  the  bowel  as  the  most  impor- 
tant factor  in  producing  the  spur,  and  that  measures  which  are  calcu- 
lated to  correct  the  flexion  will  prove  useful  in  removing  the  spur. 
In  artificial  anus,  produced  accidentally  or  intentionally,  the  flexion 
is  caused  by  the  prolapse  of  the  intestinal  loop  into,  and  sometimes 
even  beyond,  the  opening  in  the  abdominal  wall.  If  the  intestine  is 
detached  the  flexion  is  diminished  or  completely  corrected,  and  its  re- 
currence is  prevented  by  transverse  suturing  of  the  intestinal  opening. 
He  is  fully  convinced  of  the  correctness  of  these  statements,  and  will 
corroborate  them  by  the  report  of  two  cases  of  artificial  anus  which  he 
operated  upon  in  the  clinic  of  Rush  Medical  College  during  the  last 
session.  The  first  patient  was  a  man  twenty-nine  years  old,  Irish- 
American.  About  a  year  before  he  entered  the  Presbyterian  Hospi- 
tal he  was  taken  suddenly  with  severe  pain  in  the  right  iliac  fossa. 
The  attending  physician  made  a  diagnosis  of  appendicitis,  and 
four  days  later  opened  an  abscess  at  a  point  about  two  inches 
toward  the  inner  side  of  the  anterior  superior  spinous  process  of 
the  ilium.  A  few  days  later  fasces  escaped  through  the  opening. 
An  attempt  was  made  to  prevent  the  escape  of  faecal  matter  by  ap- 
plying a  compress.  Then  followed  twelve  operations,  with  the  inten- 
tion of  closing  the  fistula,  in  one  of  the  hospitals  in  St.  Louis.  The 
only  result  effected  by  the  operations  was  increased  size  of  the  opening. 
When  the  case  was  presented  in  the  clinic  the  opening  in  the  abdom- 
inal wall  and  the  anterior  wall  of  the  caecum  was  large  enough  to  in- 
sert three  fingers.  In  the  center  of  the  opening  he  found  a  well- 
developed  spur  which  effectually  prevented  the  entrance  of  any  of 
the  intestinal  contents  into  the  colon.  The  border  of  the  opening  in 
the  abdominal  wall  was  lined  by  the  ectopic  mucous  membrane  of  the 
caecum.  The  ileo-caecal  valve  could  be  seen  and  felt  below  the  spur. 
The  patient  was  prepared  for  the  operation  by  dieting,  laxatives,  and 
a  daily  warm  bath  for  a  week.  The  operation  was  commenced  by 
suturing  the  oblong  vertical  intestinal  opening  transversely,  using  for 
this  purpose  fine  silk  and  an  ordinary  sewing  needle.   After  the  lumen 
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of  the  intestine  with  its  contents  was  shut  off  from  the  field  of  opera- 
tion, the  surface  was  once  more  thoroughly  disinfected.  The  next 
step  in  the  operation  consisted  in  including  in  two  elliptical  incisions 
the  margins  of  the  abdominal  opening  and  the  scar  tissue  in  its  vicin- 
ity. The  peritoneal  cavity  was  opened  by  a  straight  incision  extend- 
ing downward  from  the  lower  angle  of  the  two  incisions.  The  bowel 
was  detached  from  the  abdominal  wall  and  drawn  forward  into  the 
externa]  incision.  The  strip  of  skin  and  scar  tissue  was  carefully 
trimmed  away  from  the  bowel  with  scissors,  when  the  provisional  su- 
tures were  buried  by  a  row  of  Lembert  stitches. 

The  prolapsed  part  of  the  bowel  was  cleansed,  dried,  and  replaced 
into  the  abdominal  cavity  and  the  external  wound  closed  by  four 
tiers  of  sutures.  The  usual  antiseptic  dressing  was  applied  and  con- 
fined in  place  by  broad  strips  of  adhesive  plaster.  Not  a  single  un- 
toward symptom  followed  the  operation.  The  wound  healed  through- 
out by  primary  intention.  The  bowels  responded  to  a  laxative  on 
the  third  day  and  subsequently  moved  daily  without  further  assist- 
ance. The  patient  left  the  hospital  at  the  end  of  four  weeks  with  in- 
structions to  wear  a  pad  for  at  least  six  months. 

The  second  case  was  a  girl  nine  years  old.  During  October  last 
she  suffered  from  an  acute  attack  of  appendicitis,  which  resulted  in 
the  formation  of  a  large  abscess.  The  abdomen  was  opened,  the 
perforated  appendix  was  removed.  It  was  noticed  that  the  anterior 
wall  of  the  caecum  presented  a  large  gangrenous  patch.  It  was 
deemed  advisable  to  anticipate  perforation  by  excluding  this  area 
from  the  free  peritoneal  cavity  by  a  ring  of  sutures  uniting  the  vis- 
ceral with  the  parietal  peritonaeum.  The  balance  of  the  incision  was 
closed  with  the  exception  of  a  space  for  drainage.  The  patient's 
general  condition  improved  promptly  after  the  operation.  The  gan- 
grenous part  sloughed  away,  leaving  a  large  opening  in  the  caecum. 
Through  this  opening  nearly  all  of  the  intestinal  contents  escaped,  as 
an  efficient  spur  formed  at  the  middle  of  the  opening.  The  contact 
of  faeces  with  the  skin  produced  in  this  case  an  intense  and  diffuse 
dermatitis.  When  the  patient  entered  the  Presbyterian  Hospital  in 
January,  1894,  the  dermatitis  involved  more  than  one  half  of  the  an- 
terior surface  of  the  abdomen.  The  treatment  of  this  affection 
proved  very  tedious,  so  that  two  months  later,  when  the  operation 
was  performed  before  the  class  of  Rush  Medical  College,  a  patch  of 
skin  the  size  of  the  palm  of  the  hand  still  remained  in  a  state  of  in- 
tense irritation. 

The  same  operation  was  performed  as  on  the  preceding  patient, 
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with  similarly  satisfactory  immediate  and  remote  results.  Instead  of 
constipation,  the  operation  was  followed  by  diarrhcea,  which  con- 
tinued for  several  days,  provoked  probably  by  bringing  the  intestinal 
contents  in  contact  with  the  colon,  which  had  been  almost  completely 
excluded  from  the  faecal  circulation  for  five  months.  The  wound 
healed  by  primary  intention  throughout.  The  dermatitis  disappeared 
promptly  after  the  removal  of  the  cause.  The  patient  left  the  hospi- 
tal in  perfect  health  four  weeks  after  the  operation.  A  study  of 
these  cases  has  convinced  him  that  the  provisional  closure  of  the  in- 
testinal opening  by  transverse  suturing  before  using  the  knife  is  the 
most  efficient  prophylactic  measure  against  infection,  and  that  resec- 
tion of  the  intestine  for  fistula  and  artificial  anus  can  be  avoided  in 
the  majority  of  cases,  and  that  in  its  place  transverse  suturing  and 
correction  of  the  flexion  will  yield  better  results. 

Removal  of  Spur. — The  first  efforts  to  remove  the  spur  by  opera- 
tive procedure  were  made  by  Schmalkalden  in  1795.  He  removed 
the  spur  with  scissors  and  knife.  The  disastrous  results  which  must 
have  necessarily  followed  this  operation  led  Dupuytren  to  accomplish 
the  same  object  by  a  bloodless  method.  He  devised  for  this  purpose 
a  clamp  (enterotome),  which  he  applied  to  the  spur,  and,  by  tighten- 
ing the  screws  connecting  the  branches,  made  it  cut  its  way  through 
the  tissues  by  causing  linear  necrosis  of  that  part  of  the  saeptum  in- 
cluded in  its  branches.  The  instrument  effects  its  object  in  from  three 
to  eight  days.  It  is  then  again  applied  on  the  side  of  the  linear  sec- 
tion, and  the  same  procedure  is  repeated  until  the  spur  is  removed. 
The  results  of  this  operation  were  quite  satisfactory  before  laparo- 
tomy was  made  a  safer  procedure. 

In  1824  Dupuytren  reported  forty-one  cases,  of  which  number 
twenty-nine  were  cured  and  only  three  died.  Later  Heiman  col- 
lected eighty-three  cases,  with  a  mortality  of  4.83  per  cent.  The 
most  recent  statistics  collected  by  Korte  comprise  one  hundred  and 
eleven  cases  with  eleven  deaths.  In  many  of  the  cases,  however, 
the  fistula  remained.  After  the  removal  of  the  spur  the  margins  of 
the  fistula  were  usually  destroyed  by  the  actual  cautery.  Senn  shows 
farther  on  that  the  spur  develops  in  consequence  of  flexion,  and  that 
if  the  flexion  is  arrested  in  the  operative  treatment  of  artificial  anus 
its  removal  is  superfluous.  The  recent  advances  made  in  intestinal 
surgery  will  render  Dupuytren's -operation  obsolete  in  the  near  future. 

Closure  of  Fistula  by  Plastic  Operation. — The  closure  of  intestinal 
fistula  by  plastic  operation  was  introduced  by  Dieffenbach.  It  was 
not  his  intention,  by  ^he  operation  which  he  devised,  to  close  the 
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opening  in  the  bowel  at  once,  but  to  cover  it  with  a  bridge  of  skin, 
leaving  the  closure  to  be  accomplished  later  gradually  by  granulation. 
Between  two  elliptical  incisions  he  excised  the  margins  of  the  fistulous 
opening. 

A  bridge  of  skin  is  made  by  making  on  one  side  of  the  oval  de- 
fect and  the  necessary  distance  from  it  a  curved  incision  twice  the 
length  of  the  wound,  and,  by  undermining  the  skin,  mobilize  a  bridge 
with  which  to  cover  the  opening.  Ihe  oval  wound  was  closed  by 
interrupted  sutures.  The  operation  leaves  a  crescent-shaped  raw  sur- 
face produced  by  sliding  the  bridge,  which  was  left  open  to  heal  by 
granulation.  This  operation,  as  well  as  plastic  closure  by  peduncu- 
lated flaps,  had  their  field  of  usefulness  before  abdominal  operations 
were  rendered  comparatively  safe  by  an  improved  technique  and  the 
general  adoption  of  aseptic  precautions,  but  are  seldom,  if  ever,  re- 
sorted to  at  the  present  time. 

Suturing  of  Fistula  without  opening  the  Peritoneal  Cavity. — The 
closure  of  an  intestinal  fistula  by  vivifying  its  margins  and  suturing, 
without  detaching  the  bowel  or  opening  the  peritoneal  cavity,  has  not 
yielded  very  satisfactory  results.  The  operation  is  only  adapted  to 
cases  in  which  the  intestine  is  attached  to  the  abdominal  wall  and  the 
fistulous  opening  is  readily  accessible,  and  where  no  canalization  im- 
pediments are  present.  He  has  succeeded  in  two  cases  in  closing  the 
fistula  completely  and  perfectly  by  one  operation. 

The  first  case  was  a  young  man,  eighteen  years  old,  who  was  at- 
tacked suddenly  by  circumscribed  suppurative  peritonitis  in  the  upper 
part  of  the  abdominal  cavity.  An  abscess  formed,  which  was  opened 
at  the  left  border  of  the  left  rectus  muscle  a  little  below  the  level  of 
the  umbilicus.  A  few  days  later  nearly  all  of  the  intestinal  contents 
escaped  through  the  opening.  The  character  of  the  chyle  which  es- 
caped indicated  that  the  intestinal  perforation  was  near  the  stomach. 
The  amount  of  intestinal  discharge  gradually  diminished  in  quantity, 
the  patient's  general  condition  improved,  but  the  fistulous  opening 
failed  to  close.  When  he  came  under  his  observation  the  external 
opening  had  contracted  so  that  it  would  admit  only  an  ordinary 
grooved  director.  A  long  probe  could  be  inserted  its  entire  length. 
The  patient  was  prepared  carefully  for  the  operation  by  laxatives  and 
careful  dieting.  The  fistulous  tract  was  enlarged  in  an  upward  direc- 
tion, when,  upon  retraction  of  the  margins  of  the  wound,  he  found  an 
opening  in  the  intestine  large  enough  to  admit  the  little  finger.  The 
intestine  was  adherent  to  the  abdominal  wall.  He  excised  the  whole 
fistulous  tract,  and  with  it  the  margins  of  the  opening  in  the  bowel, 
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without  opening  the  peritoneal  cavity.  After  satisfying  himself  that 
no  spur  or  other  canalization  difficulties  were  in  the  way  of  a  normal 
faecal  circulation,  he  sutured  the  wound  by  first  bringing  in  accurate 
contact  the  mucous  membrane  by  fine  silk  sutures,  placing  them  close 
together.  In  the  next  row  of  buried  sutures  of  catgut  he  included  the 
entire  thickness  of  the  bowel  wall  minus  the  mucous  membrane.  The 
next  row  of  buried  sutures  of  the  same  material  included  the  entire 
thickness  of  the  abdominal  muscles,  and  finally  the  skin  was  sutured 
separately,  using  for  this  purpose  again  fine  silk.  The  antiseptic 
dressing  was  retained  by  broad  strips  of  adhesive  plaster.  Stomach 
feeding  was  prohibited  for  three  days.  The  entire  wound  healed 
under  one  dressing  by  primary  union.  The  operation  was  performed 
several  years  ago  and  the  patient  has  remained  in  perfect  health.  Ke 
has  no  doubt  that  in  this  case  the  peritonitis  and  abscess  resulted 
from  perforation  of  a  duodenal  ulcer.  The  thickness  of  the  intes- 
tinal wall,  as  well  as  the  size  of  the  lumen  of  the  bowel,  indicated  that 
the  fistula  occupied  this  part  of  the  intestinal  tract.  In  the  second 
case,  a  man  aged  thirty,  the  fistulous  opening  involved  the  csecum  and 
formed  after  an  attack  of  appendicitis.  The  opening  was  large 
enough  to  introduce  two  fingers,  and  nearly  all  of  the  intestinal  con- 
tents escaped  through  this  abnormal  outlet.  Four  or  five  operations 
had  been  made,  with  the  result  that  after  each  operation  the  size  of 
the  intestinal  opening  was  increased.  The  patient  was  subjected  to 
preparatory  treatment  for  at  least  a  week,  when  a  similar  operation 
was  performed  as  in  the  last  case,  with  the  same  satisfactory  imme- 
diate and  remote  results.  In  advising  a  resort  to  this,  as  far  as  life  is 
concerned  an  absolutely  safe  operation,  he  insists  in  the  first  place 
upon  the  necessity  of  freely  excising  the  fistulous  tract,  removing  all 
of  the  scar  tissue  and  a  circular  strip  of  the  mucous  membrane  lining 
the  margins  of  the  fistulous  opening  in  the  bowel,  as  well  as  the  im- 
portance of  bringing  in  accurate  apposition  the  different  anatomical 
structures  by  several  tiers  of  buried  sutures.  A  conscientious  ob- 
servance of  these  precautions  will  frequently  reward  the  surgeon  by 
success  in  closing  an  intestinal  fistula  by  extra-peritoneal  suturing. 

Dr.  F.  Byron  Robinson  said  :  I  am  very  much  pleased  with  the 
presentation  of  the  subject  by  Dr.  Senn,  and  particularly  with  the 
conservative  position  he  takes  in  treating  these  fistulas.  He  has  seen 
many  fistula?  closed  by  the  use  of  the  probe  and  cautery.  Dr.  Senn 
failed  to  mention  the  flap-splitting  operation  of  Colles  as  practiced  by 
Tait,  from  which  he  has  seen  excellent  results.  He  suggests  pushing 
gauze  to  the  bottom  of  the  fistula  before  using  the  cautery. 


The  Chicago  Gynecological  Society. 


463 


The  operative  treatment  of  intestinal  fistula?  as  given  in  literature 
has  been  very  unsatisfactory.  I  have  been  convinced  for  several 
years  that  the  best  way  to  cure  them  is  by  the  slow  conservative 
method — that  is,  silver  nitrate  and  the  Paquelin  cautery.  The  doctor 
quotes  a  case  which  he  cured  by  simply  probing  for  six  weeks. 

Drain-tubes  may  cause  fistulce.  About  twelve  days  ago  I  assisted 
Dr.  Waite  in  a  laparotomy.  Three  days  after  the  operation  she  at- 
tempted to  remove  the  drainage-tube,  but  failed.  It  was  a  Keith 
glass  tube.  I  was  called  up  to  assist  her,  and  we  found  that  a  piece 
of  intestine  had  extruded  through  one  of  the  little  holes  and  had  be- 
come strangulated.  I  pulled  up  the  drainage-tube,  and  tied  off  and 
dropped  back  the  long  neck  of  strangulated  gut.  This  is  the  first 
time  I  ever  saw  or  heard  of  a  piece  of  intestine  going  through  one-  of 
the  small  holes  in  the  Keith  tube.  The  patient  is  doing  well.  In  the 
case  of  the  drainage-tube  I  always  have  the  nurse  occasionally  turn 
the  tube  around  once  or  twice,  but  she  must  be  cautioned  to  always 
turn  it  the  same  way.  In  this  case  I  forgot  to  tell  the  nurse,  and  she 
turned  it  partly  round  and  then  turned  it  back  again. 

Dr.  Weller  Van  Hook  :  I  have  very  little  to  say  on  this  subject, 
as  Dr.  Senn  has,  with  his  usual  thoroughness,  covered  the  whole 
ground  so  fully  that  not  much  is  left  to  be  said.  But  I  wish  to  ex- 
press my  admiration  of  the  method  he  has  used  so  successfully  in  pre- 
venting infection  of  the  wound  in  this  operation  of  closing  large 
fistulce.  I  have  had  experience  with  only  two  cases;  in  both  I  at- 
tempted to  suture  the  opening,  and  failure  resulted  from  lack  of  such 
precautions  as  Professor  Senn  has  used — that  is  to  say,  the  preliminary 
transverse  suture.  Other  methods,  however,  proved  successful.  It 
would  seem  that,  with  the  close  and  firm  transverse  suture  prelimi- 
narily placed,  the  abdomen  might  be  opened  almost  without  danger 
of  infection  and  with  permanent  good  results. 

Dr.  Fernand  Henrotin  :  Three  points  of  great  importance  were 
referred  to  by  the  essayist  of  the  evening.  First,  the  natural  tendency 
of  the  great  majority  of  these  fistulae  is  to  close.  Thorough  washing 
with  peroxide  of  hydrogen  is  especially  valuable.  I  have  seen  a  num- 
ber of  cases  cured  by  this  agent. 

The  second  point  is  the  value  of  the  method  Dr.  Senn  has  pro- 
posed, and  which  I  have  not  seen  except  in  connection  with  Dr. 
Senn's  work — that  is,  the  transverse  suture.  The  principle  involved 
is  the  absolute  closure  of  the  wound  in  the  intestine  before  opening 
the  general  peritoneal  cavity.  It  is  sometimes  difficult,  on  account  of 
the  character,  shape,  size,  and  position  of  the  fistula,  to  make  a  trans- 
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verse  suture.  For  example,  one  of  the  common  intractable  forms  of 
fistula  is  the  one  appearing  in  the  region  of  Poupart's  ligament  fol- 
lowing an  abscess  after  eradication  of  hernia.  In  there  cases  we 
sometimes  have  a  long  loop  of  intestine  reaching  up  to  a  little  opening 
around  Poupart's  ligament,  and  these  fistuke  may  last  an  indefinite 
number  of  years.  The  whole  fistulous  opening,  including  the  small 
tract  below  the  intestine,  should  be  permanently  closed  before  the 
general  peritoneal  cavity  is  opened.  I  have  done  two  operations  of 
this  kind.  The  first  case  was  quite  successful  ;  it  was  a  recent  fistula, 
apparently  in  the  upper  part  of  the  jejunum.  A  few  weeks  after  the 
hernia  had  been  reduced  an  abscess  formed,  and  colored  fluid  taken 
by  the  mouth  would  immediately  appear  at  the  opening  ;  the  patient 
was  greatly  emaciated.  In  this  case  I  was  compelled  to  reach  in  and 
bring  the  intestine  very  quickly  to  the  opening  in  the  middle  line,  and 
in  that  way  managed  to  operate  without  infecting  the  general  perito- 
neal cavity.  The  second  case  was  of  about  ten  years'  standing,  the 
attachments  were  strong,  and  it  took  so  much  effort  to  loosen  them 
that  I  tore  the  bowel  and  contaminated  the  abdominal  cavity,  and  the 
patient  died.  I  can  see  how  valuable  Dr.  Senn's  method  would  have 
been  in  this  case. 

The  third  point  of  particular  importance  is  the  absolute  value  of 
drainage  of  the  abscess.  We  are  frequently  able  to  cure  the  fistula 
by  proper  drainage  of  the  abscess.  It  seems  to  me  that  in  this  class 
of  cases,  instead  of  performing  a  laparotomy,  if  we  make  a  vaginal 
incision  and  drain  the  abscess  thoroughly  and  properly  through  the 
vagina,  the  fistulous  opening  will  speedily  close. 

I  take  great  pleasure  in  extending  the  thanks  of  the  Society  to 
Dr.  Senn  for  his  exhaustive  paper. 

Dr.  Nicholas  Senn,  in  closing  the  discussion,  said  :  I  simply 
rise  to  thank  the  members  of  the  Society  for  the  attention  they  have 
paid  to  the  paper.  I  have  carefully  looked  up  the  subject  of  the 
suture  as  a  preliminary  to  the  operation,  but  have  found  no  allusion 
to  it  in  the  literature.  It  seemed  to  me  that  with  the  great  mortality 
attending  this  operation,  even  in  the  hands  of  the  most  competent 
men,  some  change  must  be  made,  and  it  occurred  to  me  that  if  the 
abdominal  cavity  were  hermetically  sealed,  and  again  disinfected,  the 
operation  could  be  done  under  as  favorable  conditions  as  an  ordinary 
laparotomy. 
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Dr.  Samuel  C.  Beach  presented  (by  invitation) 

A  Self-retaining  Perineal  Retractor. 

Gentlemen  :  Having  in  view  the  inconveniences  arising  from 
the  use  of  perineal  retractors  in  the  hands  of  assistants,  I  have  devise '1 
and  had  made  a  self-retaining  perineal  retractor,  which  I  now  present 
to  your  notice.  The  retaining  mechanism  consists  of  a  flat  band  of 
metal,  hinged  about  the  center  for  convenience  in  carrying,  at  one 
end  of  which  an  inlet  has  been  made,  the  sides  being  approximated 
by  means  of  a  screw,  thus  holding  firmly  any  object  placed  within 
their  grasp.  The  retractor  is  an  ordinary  perineal  retractor,  but  has  the 
handle  forked  and  turned  at  right  angles  to  the  plane  of  the  blade, 
which  is  so  bent  on  the  handle  as  to  hold  back  the  posterior  vaginal 
wall  to  the  best  advantage. 

The  retaining  bar  is  held  in  place  by  being  slipped  under  the  body 
of  the  patient,  who  lies  on  the  back  with  the  thighs  flexed  cn  the 
body,  thus  making  a  fixed  point  of  attachment  for  the  retractor,  which 
slips  easily  into  the  inlet  in  the  retaining  apparatus. 

The  patient  being  in  position,  the  retaining  apparatus  in  place 
under  the  body,  with  the  end  protruding  over  the  edge  of  the  table, 
the  operator  first  slips  the  forked  handle  of  the  retractor  into  the 
inlet  in  the  retaining  apparatus,  then  with  the  two  fingers  of  the  left 
hand  spreads  the  labia  apart,  inserts  the  blade  of  the  retractor  into 
the  vagina,  and,  having  pulled  down  the  perineum  sufficiently,  turns 
the  screw  in  the  retaining  apparatus  tightly,  and  is  ready  to  begin 
operating. 

This  instrument  has  been  tried  in  forty  or  fifty  cases,  and  has  been 
pronounced  satisfactory.  It  is  light,  easily  handled,  simple  in  struc- 
ture, and  easily  sterilized.  It  has  no  complicated  mechanism  to  get 
out  of  order. 

With  this  instrument  and  a  McBride-Packard  yoke  one  can  do  a 
dilatation  and  curettement  with  only  one  assistant,  the  ansesthetizer, 
thus  making  it  a  valuable  aid  in  those  cases  of  menorrhagia  due  to 
retained  placenta  in  which  the  operation  has  to  be  done  without 
delay. 

Dr.  H.  P.  Newman  :  I  would  like  to  testify  to  the  efficiency  of 
this  instrument,  having  used  it,  under  Dr.  Beach's  directions,  in  a  sin- 
gle instance,  with  very  decided  advantage  over  the  old  method  of 
having  the  aid  of  an  incompetent  assistant.  It  certainly  is  a  great 
relief  to  have  uniform  traction  kept  up  during  the  entire  operation. 
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THE  STATUS  OF  GYNAECOLOGY  ABROAD. 
By  Hiram  N.  Vineberg,  M.  D. 

A  Case  of  Fibro-myoma  of  the  Ovary. 

0.  Feis  (Ccntrlbl.  fiir  Gyn.,  1894,  No.  6)  says  that  normally  the 
hilum  of  the  ovary  contains  some  muscular  elements,  radiating  chiefly 
from  the  ovarian  ligament.  This  may  form  the  basis  of  a  fibro- 
myomatous  growths  in  the  ovary,  though  such  observers  as  Leopold 
and  Spiegelberg  deny  their  existence.  The  author  reports  a  case  in 
which  the  ovary  was  the  size  of  a  goose  egg,  and,  in  addition  to  the 
ordinary  fibrous  tissue,  the  microscope  showed  a  number  of  muscle 
fibers  independent  of  the  blood-vessels. 

The  Operative  Treatment  of  Retro-deviations  of  the  Uterus. 

Frommel  {ibid ,  and  Zeit.  fiir  Geb.  u.  Gyn.,  Bd.  xxvii)  reports 
seven  cases  of  retro-deviations  of  the  uterus  in  which  he  followed  his 
method  of  shortening  the  sacro-uterine  ligaments.  A  permanent  re- 
sult occurred  in  only  one  case.  A  second  case  was  lost  sight  of  after 
leaving  the  hospital.  In  the  remaining  five  cases  the  uterus  was  found 
in  a  backward  position  within  six  months  after  operation.  In  one  of 
these  cases  ventro-fixation  was  done  afterward,  and  it  was  seen  that 
the  sacro-uterine  ligaments  were  still  fixed  in  the  desired  position,  but 
the  retroflexion  had  occurred  through  relaxation  of  Douglas'  plica. 
In  consequence  of  this  experience,  the  author  has  discarded  his  method 
and  adopted  ventro-fixation.  He  follows  Leopold's  method  of  fixing 
the  uterus  to  the  anterior  abdominal  wall. 

The  ^-Etiology  and  Operative  Treatment  of  Vulvitis  Pruriginosa. 

M.  Saenger  (Centrlbl.  fur  Gyn.,  1894,  No.  7),  in  a  lengthy  article, 
urges  that  the  term  "  vulvitis  pruriginosa  "  be  used  hereafter  to  des- 
ignate the  conditions  formerly  known  as  "pruritis  vulvae."  He  enters 
freely  into  causation  and  divides  it  into  endogenous  and  exogenous. 
The  endogenous  causes  are  subdivided  into  : 

1.  Haematogenous — as  bile,  urea,  and  sugar  circulating  in  the 
blood. 

2.  Circulatory — congestive  hypersemia  in  the  region  of  the  pu- 
dendal haemorrhoidal  veins  and  pampiniform  plexus  in  consequence 
of  heart  disease,  pregnancy,  haemorrhoids,  retroflexions,  and  tumors 
of  the  uterus. 
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3.  Hematogenous  skin  diseases — erythema,  urticaria,  and  certain 
forms  of  eczema. 

Saenger  has  drawn  attention  to  an  autogenous  cause  of  certain  skin 
diseases  caused  by  increased  intestinal  putrefaction. 
Exogenous  causes  are  subdivided  into  : 

r.  Secretory  chemical  :  (a)  Hyperidrosis,  seborrhcea.  (/>)  Con- 
tact of  normal  or  diseased  urine,  (c)  Diseased  secretions  of  vulva, 
vagina,  and  uterus.  (d)  Catarrhal  and  purulent  secretion  from  the 
anus  coming  into  contact  with  the  vulva. 

2.  Parasitic:  (a)  Animal  parasites,  morpionen,  pediculi,  oxyuris 
vermicularis.  (&)  Vegetable  parasites,  leptothrix,  leptomitis,  probably 
also  oidium  albicans,  various  forms  of  micrococci. 

3.  Mechanical  causes,  primary  :  Masturbation,  excessive  washing 
and  scrubbing,  particularly  when  sponges  are  used. 

4.  Thermal  causes.  To  this  category  belong  the  so-called  pruritus 
sestivus  and  hiemalis. 

The  operative  treatment  is  to  be  resorted  to  only  on  failure  of 
other  methods.  This  consists  in  excising  the  affected  area  and  stitch- 
ing the  parts  together  afterward.  The  author  reports  two  cases  and 
gives  four  drawings  showing  his  method  of  operation. 

The  Operative  Treatment  of  Large  Vesico-vaginal  Fistula. 

A.  Mackenrodt  {Centrlbl.  fiir  Gyn.,  1894,  No.  8)  has  devised  a 
new  method  of  operating  for  very  large  vesico-vaginal  fistulae,  so  diffi- 
cult of  cure  by  the  vaginal  method  that  Dittel  resorted  to  laparotomy, 
and  others  to  suprapubic  cystotomy  in  these  conditions.  Macken- 
rodt's  method  consists  in  splitting  the  anterior  vaginal  wall  from  near 
the  urethra  to  the  vaginal  attachment  of  the  cervix,  dissecting  either 
vaginal  flap  from  the  bladder,  then  dissecting  the  bladder  from  the 
uterus.  When  the  bladder  has  been  freed  in  this  way  it  is  an  easy 
matter  to  denude  the  edges  of  the  vesical  defect.  He  sews  up  the 
opening  with  silkworm  gut,  and  may  use  two  or  more  layers  of  suture 
to  close  it  completely.  The  uterus  is  then  brought  forward,  the  edges 
of  the  vaginal  fistula  freshened,  and  the  vaginal  flaps  are  stitched  to 
the  uterus.  The  steps  of  the  operation  are  similar  to  those  followed 
in  vaginal  fixation,  and  to  any  one  who  is  familiar  with  this  operation 
it  will  be  of  easy  execution.  The  author  has  operated  upon  two  cases 
after  this  manner  and  with  cure  in  both  instances. 

[To  us  the  method  seems  very  ingenious  and  plausible.  The  ob- 
jection that  occurs  to  us  consists  in  trusting  to  the  silkworm  stitches 
in  the  bladder  wall  cutting  out  after  union  has  taken  place  and  being 
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passed  with  the  urine  through  the  urethra.  We  think  they  would  be 
much  more  likely  to  form  a  nucleus  for  calculus  deposit,  and  in  this 
manner  give  rise  to  much  mischief.] 

Lesion  of  the  Nerve-cetiter  during  Labor  as  a  cause  of  Melcena 
Neonatorum. 

F.  von  Preuschen  {Centrlbl.  fur  Gyn.,  1894,  No.  9)  made  a  num- 
ber of  experiments  (sixty  in  all)  on  rabbits,  to  determine  the  cause  of 
melasma  neonatorum.  He  injected  into  various  parts  of  the  brain  a 
few  drops  of  chromic-acid  solution  of  a  certain  strength.  The  injec- 
tions were  made  in  young  rabbits  of  from  four  to  six  weeks  old.  As 
a  result  of  these  he  invariably  produced  a  hemorrhagic  infarction  of 
the  lungs,  but  not  always  a  haemorrhagic  extravasation  of  the  stomach. 
The  extravasation  of  blood  in  the  stomach  occurred  as  soon  as  two 
hours  and  a  half  after  the  injection.  Other  materials  than  chromic 
acid,  such  as  sponge  and  laminaria,  were  attended  with  the  same 
results.  The  deduction  made  from  these  experiments  is  that  in  me- 
lcena neonatorum  an  extravasation  of  blood  occurs  in  the  brain  from 
pressure  on  the  fcetal  head  during  labor,  and  that  these  are  attended 
with  extravasations  of  blood  in  the  walls  of  the  stomach. 

The  Lnfectious  Nature  of  Carcinoma. 

W.  Thorn  {Centrlbl.  fiir  Gyn.,  1894,  No.  10)  reports  two  more 
cases  of  carcinomatous  infections  through  contact.  He  is  a  firm  be- 
liever in  the  infectious  character  of  cancer,  and  as  a  result  of  his 
belief  he  subjects  his  patients  to  a  preparatory  treatment  before 
operation. 

The  Newer  Methods  of  treating  Endometritis. 

Winckel  {Munch,  med.  JVoch.,  1894,  No.  31)  gives  a  critical  re- 
view of  the  different  methods — and  they  are  legion — of  treating  en- 
dometritis. It  is  a  matter  of  surprise  that  such  differences  of  opinion 
should  exist  in  the  treatment  of  so  common  an  affection.  For  the 
lighter  forms  Winckel  is  in  favor  of  intra-uterine  irrigations  with  a 
three-per  cent,  soda  solution  followed  by  a  two-per-cent.  carbolic-acid 
or  one  half  to  one-per-cent.  lysol  solution.  He  still  recommends  in- 
tra-uterine injections  of  liq.  ferri  sesquichloridi  in  endometritis  fun- 
gosa. 

In  the  more  obstinate  forms  he  employs  curettage,  always  nar- 
cotizes the  patient,  makes  no  irrigations,  but  mops  the  uterus  dry 
with  absorbent  cotton  wrapped  about  applicators.    After  the  curet- 
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tage  the  uterus  is  again  wiped  clean  and  liq.  ferri  sesquichloridi  is 
applied  by  means  of  the  uterine  applicator. 

He  speaks  favorably  of  intra-uterine  galvanism,  but  he  is  in  error 
when  he  says  that  a  current  strength  of  two  hundred  to  three  hun- 
dred milliamperes  is  necessary.  For  the  treatment  of  endometritis  a 
current  strength  of  thirty  milliamperes  is  sufficient. 

The  Ramifications  and  Terminations  of  the  Nerves  in  the  Female 

Genitalia. 

N.  W.  Gawronsky  (Gentrlbl.  fur  Gyn.,  1894,  No.  11)  carried  out 
his  investigations  in  the  genital  organs  of  the  dog,  guinea-pigs,  rabbits, 
sheep,  and  white  mouse,  and  also  in  those  of  stillborn  children,  and 
in  the  vaginal  wall  of  adults  removed  for  colporrhaphies. 

He  sums  up  his  results  as  follows  : 

1.  In  the  uterus  the  nerves  run  in  thick  strands,  which,  how- 
ever, do  not  come  together,  but  take  their  course  toward  the  mucous 
membrane.  But  before  they  reach  the  mucous  membrane  there  are 
interposed  in  the  submucous  tissue  bodies  which  resemble  in  form 
multipolar  ganglion  cells.  From  these  bodies  arise  processes  which 
ramify  in  all  directions,  some  also  entering  the  mucosa  and  ending 
here  in  the  epithelial  cells  and  usually  presenting  a  bulb  at  the  termi- 
nation. The  course  of  the  nerves  in  the  muscular  layer  is  not 
straight,  but  presents  numerous  bends,  from  the  angles  of  which  the 
branches  spring.  A  second  variety  of  nerve  fibers  run  direct  to  the 
epithelial  cells  and  glands  of  the  mucosa  without  the  interposition  of 
ganglion  bodies. 

2.  In  the  tubes  the  nerve-roots,  which  here  are  fairly  numerous, 
run  toward  the  epithelial  cells,  giving  off  side  branches.  A  few  roots 
divide  before  reaching  the  cells  into  two  or  more  branches.  They 
terminate  in  the  form  of  points  or  bulbs  under  the  epithelium,  or  as 
seen  in  some  instances,  in  the  region  of  the  epithelium. 

3.  In  the  muscular  layer  of  the  vagina  the  larger  nerve-roots  run 
in  the  same  manner  as  in  the  muscular  wall  of  the  uterus,  forming 
several  bends  toward  the  surface  epithelium.  In  the  submucosa 
the  nerve-roots  change  their  direction  ;  they  form  a  sort  of  plexus 
which  extends  to  the  vaginal  epithelium.  From  these  submucous 
plexuses  branches  arise  which  terminate  in  the  epithelial  cells  in 
points  or  in  bulbs. 

4.  In  the  ovary,  nerve-roots  were  to  be  seen  near  the  parenchym- 
atous zone.  They  ran  in  bundles  or  radiated  without  forming  any 
connection  with  one  another,  in  fanlike  forms.    Regarding  the  rela- 
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tions  of  the  nerves  to  the  follicles,  one  could  see  in  some  specimens 
fine  branches  running  toward  them,  ending  either  direct  in  the  theca 
folliculi  or  only  after  making  several  bends.  One  could  often  trace 
nerve-roots  to  the  membranosa  granulosa  and  their  terminations  here 
in  knoblike  thickenings. 

Pruritus  Vulva. 

B.  S.  Schultze  [Centrlbl.fiir  Gyn.,  1894,  No.  12)  controverts  Sang- 
er's recommendation  to  designate  all  cases  of  pruritus  vulvae  as  "  vul- 
vitis pruriginosa."  He  does  not  agree  with  Sanger  that  in  every  case 
of  pruritus  there  is  vulvitis,  and  holds  that  when  vulvitis  does  occur 
it  is  just  as  often  the  result  of  the  pruritus  as  the  cause  of  it.  He  be- 
lieves that  some  cases  of  pruritus  occur  reflexly  from  disease  in  the 
endometrium  where  the  discharge,  acting  locally  as  a  cause,  can  be 
definitely  eliminated. 

Extra-tnedian  Incision  in  Celiotomy. 

S.  Flatau  {ibid.)  feels  himself  incited  by  Abel's  paper  on  the 
technique  of  laparotomy  to  publish  his  experience  with  the  method 
therein  recommended.  For  the  past  two  and  a  half  years  he  has  al- 
ways made  the  abdominal  incision  to  the  left  of  the  linea  alba  as  a 
prophylactic  against  subsequent  hernia.  He  has  performed  thirty- 
three  cceliotomies,  and  has  not  observed  one  case  of  hernia,  though 
the  majority  of  the  women  operated  on  belonged  to  the  working 
classes.  He  has  followed  Fritsch's  method  of  suturing  the  abdominal 
wound— through-and-through  sutures,  which  enter  the  skin  near  the 
edges  of  the  incision  and  take  in  as  much  as  possible  of  the  muscular 
tissue  and  peritonaeum. 

Simplification  of  the  Treatment  of  the  Stump  in  Myomectomy. 

P.  Zweifel  {Centrlbl.  fur  Gyn.,  1894,  No.  14)  describes  his  method 
of  treating  the  stump  in  myomectomy.  He  has  abandoned  the  use 
of  the  rubber  ligature  and  of  cauterizing  the  cervical  canal  with  a 
Paquelin. 

After  tying  off  the  ovarian  vessels  he  carries  a  transverse  incision 
from  one  broad  ligament  to  the  other  across  the  anterior  part  of  the 
uterus,  dissecting  the  peritonaeum  and  bladder  from  the  uterus.  This 
peritoneal  flap  is  made  large,  so  that  posteriorly  a  short  flap  only  is 
needed.  He  then,  with  a  needle  shaped  like  an  aneurismal  needle, 
carries  from  three  to  five  ligatures  through  the  upper  part  of  the  cer- 
vix.   These  are  cut  and  tied  in  chain  ligatures.    The  tumor  and 
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uterus  are  now  cut  off  above  the  ligatures  and  then  the  anterior  peri- 
toneal flap  is  stitched  to  the  posterior  flap. 

He  claims  for  this  method  a  lower  mortality.  Schroder's  method 
in  775  cases  was  attended  with  a  mortality  of  25.6  per  cent. 

The  author's  method  in  86  cases  had  a  mortality  of  5.2  per  cent, 
only. 

Notes  on  a  Case  of  General  Puerperal  Paralysis. 

Drs.  E.  and  J.  Sottas  {Arch,  de  Soc.  et  de  Gyn.,  June,  1893)  make 
some  preparatory  remarks  to  the  report  of  a  case  of  general  paralysis 
following  labor.  Leyden  was  the  first  to  classify  these  paralyses  ac- 
cording to  their  pathological  lesions.  He  divides  them  into  two 
classes  : 

1.  Due  to  a  local  lesion  conveyed  along  the  nerve  trunks  as  a  re- 
sult of  compression  during  the  act  of  labor  or  extension  from  uterine 
inflammation. 

2.  Due  to  general  infection  causing  an  alteration  to  the  nerve 
elements  in  the  spinal  column. 

Kast  was  the  first  to  describe  a  case  of  puerperal  paralysis  as  de- 
pendent upon  a  primary  neuritis. 

Mobius  in  a  number  of  articles  established  the  existence  of  paren- 
chymatous peripheral  neuritis  as  a  cause  of  puerperal  paralysis.  The 
case  reported  by  the  author  was  in  a  woman  with  neuropathic  ante- 
cedents, with  general  bad  health,  who  had  a  number  of  difficult  labors, 
and  who  after  the  last  labor  was  seized  with  an  ascending  paralysis 
which  rapidly  involved  the  muscles  of  the  trunk  and  extremities. 
She  had  no  cerebral  symptoms,  the  face  was  intact  but  the  glottis  was 
affected.  The  paralysis  was  attended  with  great  pain  but  with  no 
marked  alteration  of  sensibility.  It  was  accompanied  bv  marked 
atrophy  of  the  involved  muscles  in  which  the  faradaic  contractility 
had  almost  entirely  disappeared.  The  affection  reached  its  climax  in 
three  weeks,  remained  stationary  for  nearly  three  months  and  at  the 
moment  the  paralysis  was  beginning  to  mend,  the  patient  succumbed 
to  an  advanced  stage  of  tubercular  affection  of  the  lungs.  Unfortu- 
nately the  author  was  not  permitted  to  make  a  post-mortem  examina- 
tion of  the  nervous  system.  The  diagnosis  based  on  the  symptoms 
lay  between  polyneuritis  or  a  diffuse  central  myelitis. 

[We.believe  Osier  has  reported  a  few  cases  of  peripheral  polyneu- 
ritis occurring  in  the  course  of  pulmonary  phthisis.  As  the  author's 
patient  had  advanced  pulmonary  tuberculusis  the  paralysis  may  have 
had  some  connection  with  the  lung  trouble.] 
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Treatment  of  Puerperal  Eclampsia. 

Dr.  A.  Charpentier  {Arch,  ae  Soc  et  de  Gyn.,  June  and  July, 
1893)  gives  a  very  extensive  statistical  review  of  the  different  methods 
of  treating  puerperal  eclampsia  in  the  various  maternities  of  Paris  and 
the  method  known  as  Duhrssen's.  He  arraigns  the  latter  in  very 
forcible  language,  characterizing  it  as  brutal  and  unjustifiable.  He 
sums  up  as  follows  : 

1.  Every  pregnant  woman  with  albuminuria  being  exposed  to 
eclampsia  should  be  put  on  an  exclusively  milk  diet.  This  form  of 
treatment  serves  as  the  best  prophylactic  of  eclampsia. 

2.  Whenever  one  is  called  to  a  case  of  eclampsia  and  he  finds 
that  the  patient  is  strong  and  vigorous  and  very  much  cyanosed,  he 
should  begin  by  withdrawing  from  four  to  five  hundred  grammes  of 
blood  by  a  venesection  and  then  administer  chloral  either  by  mouth 
or  per  rectum  as  described  in  the  text. 

3.  If  the  woman  is  delicate  and  the  cyanosis  but  slight  he  should 
limit  himself  to  the  chloral  medication. 

4.  Wait  for  the  labor  to  come  on  spontaneously  and  do  not  inter- 
fere with  the  natural  delivery  whenever  this  course  is  possible. 

5.  If  labor  his  set  in  spontaneously  and  delivery  has  not  taken 
place  on  account  of  feeble  uterine  contractions,  terminate  labor  by 
application  of  forceps  or  version  if  the  child  be  living  or  by  crani- 
otomy if  the  child  be  dead. 

6.  Delay  interference  until  the  maternal  parts  are  in  a  condition 
to  render  interference  free  from  danger  to  the  mother. 

7.  Reserve  accouchement  provoque"  for  exceptional  cases  or  when 
medical  treatment  has  completely  failed. 

8.  Reject  absolutely  Csesarean  section  or  aecouchement  force1  by 
deep  incisions  of  the  cervix,  so  to  speak  "the  bloody  method." 
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GYNECOLOGY  IN  SCOTLAND. 
By  J.  Dougal  BlSSELL. 
MEDICO-CHIRURGICAL  SOCIETY  OF  EDINBURGH. 
May  1 6,  1894. 
President,  Dr.  Clouston. 

Dr.  A.  J.  Keiller  read  a  paper  on 

Massage   as  an  Adjuvant  to  Medical,  Surgical,   and  Gynaecological 

Practice. 

Massage  belongs  to  the  class  of  movements  known  as  "passive." 
It  is  the  exercise  of  the  muscles  without  any  effort  of  the  will  or  cen- 
tral nervous  aid  of  the  person  who  is  being  operated  on.  This  bodily 
exercise  increases  the  physical  powers,  giving  more  strength  to  resist 
sickness.  It  does  for  the  body  what  intellectual  training  does  for 
the  mind — educates  and  strengthens  it. 

The  effects  produced  by  massage  may  be  classified  as,  1st,  Circu- 
latory ;  2d,  Nervous  ;  3d,  Moral. 

1.  Circulatory. — All  muscular  movements  of  the  body  assist  the 
return  of  the  venous  blood  to  the  right  heart.  ;  but,  apart  from  this 
indirect  effect  on  the  circulation  produced  by  passive  muscular  move- 
ments, we  have  also  in  massage  a  direct  mechanical  pressure  effect 
produced  by  the  manipulations,  all  being  made  in  the  line  of  the 
venous  and  lymphatic  currents.  Efflcurage,  or  stroking,  and  petrissage, 
or  kneading,  are  examples  of  this  class  of  effects.  The  stroking  in 
efflcurage  varies  from  the  very  lightest  touch  to  that  of  considerable 
pressure,  which  results  in,  1st,  direct  stimulation  of  the  cutaneous 
circulation  ;  2d,  increased  lymphatic  absorption  ;  3d,  increased  inter- 
change of  capillary  contents  and  tissue. 

In  petrissage  we  produce  a  combined  squeezing,  rolling,  and  twist- 
ing, and  this  has  the  effect  of  alternately  forcing  out  a  volume  of 
blood  from  the  particular  muscle  manipulated,  as  well  as  assisting  the 
lymph  onflow,  and  during  the  relaxations  letting  it  fill  again,  thus 
mechanically  reproducing  one  effect  of  exercise. 

2.  Nervous. — These  effects  are  to  a  certain  extent  secondary  to 
the  circulatory,  as  it  is  by  increasing  the  quantity  and  improving  the 
quality  of  the  blood  supply  to  the  nervous  centers  and  nerves  that 
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their  functional  activity  is  correspondingly  exalted.  By  direct  stimu- 
lation of  the  central  nervous  system  we  can  act  on  the  sympathetic, 
and  in  this  way  influence  the  circulatory  and  secretory  apparatus  of 
the  whole  body. 

3.  Moral. — The  confidence  we  seek  to  inspire  in  our  patients 
must  have  a  very  powerful  moral  effect,  which  goes  far  in  all  forms  of 
treatment  to  carry  a  case  to  a  successful  termination. 

In  the  following  medical  and  surgical  conditions  massage  will  be 
found  of  great  service  :  Anaemia,  general  debility,  neurasthenia, 
hysteria,  neuralgia,  muscular  rheumatism,  paralysis  (especially  when 
associated  with  muscular  atrophy),  congestion  of  internal  organs  (the 
stomach,  liver,  kidneys,  spleen,  and  uterus),  and  in  sprains,  disloca- 
tions, and  chronic  joint  affections  without  constitutional  taint  or  pres- 
ence of  pus. 

Dr.  J.  H.  A.  Laing  considered  massage  very  useful  in  the  treat- 
ment of  constipation.  It  should  be  combined  with  passive  and  active 
exercises  of  the  abdominal  muscles.  Abdominal  massage,  when  com- 
bined with  exercise,  did  much  to  improve  the  circulation  about  the 
pelvis,  and  often  resulted  in  great  benefit  in  many  gynaecological 
cases. 

OBSTETRICAL  SOCIETY  OF  EDINBURGH. 
Wednesday,  June  13,  1894. 
Dr.  A.  II.  F.  Barbour,  President,  in  the  Chair. 

Dr.  Brewis  read  a  paper  on 
Inspection  of  the  Female  Bladder  and  Urethra,  with  special  Reference  to 
Dr.  Howard  Kelly  s  Method 

(an  abstract  of  which  will  appear  in  a  future  number  of  this  journal). 

The  President  thought  the  advantage  of  Kelly's  method  was  the 
simplicity  of  the  instruments  used.  The  electrical  apparatus  was 
continually  getting  out  of  order,  and  required  considerable  experi- 
ence before  one  became  familiar  with  the  appearances  it  gave.  He 
had  seldom  seen  permanent  incontinence  following  urethral  dilata- 
tion. 

Professor  Simpson  said  he  had  been  impressed  on  reading  Dr. 
Kelly's  paper  with  the  value  of  the  method  he  had  devised  for  ex- 
ploring the  female  bladder.  He  (Professor  Simpson)  had  not  put  it 
into  practice,  because  it  required  a  rather  complicated  set  of  imple- 
ments.   He  thought  that  ere  long  the  method  would  be  made  simpler. 
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Dr.  Haultain  thought  that  Dr.  Kelly's  method  was  a  distinct 
advance  in  bladder  exploration,  but  that  the  cystoscope  seemed  to 
have  its  advantages  over  this  new  method.  The  cystoscope  did  not 
entail  in  the  least  degree  the  disturbance  of  the  normal  relation  of 
parts.  With  Kelly's  method  anaesthesia  was  almost  a  necessity,  as  it 
was  no  less  than  a  surgical  operation.  He  thought  that  the  view  ob- 
tained by  the  cystoscope  was  just  as  good  as  that  obtained  by  Kelly's 
method.  The'greatest  objection  to  the  method  was  the  dilatation  of 
the  urethra.  He  had  seen  two  or  three  cases  of  permanent  inconti- 
nence result  from  it.  The  great  advance  in  the  method  seemed  to 
him  to  be  the  catheterization  of  the  ureters. 

THE  ELECTRICAL  TREATMENT  OF  UTERINE 
FIBROIDS  AND  SUBINVOLUTION* 

By  F.  W.  N.  Haultain,  M.  D. 

This  paper  is  based  upon  a  series  of  thirty  cases  treated  by  the 
author  within  the  last  three  years.  They  were  not  selected  cases,  but 
represented  the  entire  number  upon  which  the  constant  current  was 
used. 

i .  The  Pathological  Conditions  for  which  the  Treatment  was  adopted. 
— All  the  cases  were  marked  by  enlargement  of  the  uterine  cavity. 
Twenty-two  were  associated  with  neoplasms  in  the  walls  and  eight 
with  a  chronic  inflammatory  state  of  the  mucosa — in  other  words, 
cases  of  fibro-myomata  and  subinvolution  with  endometritis.  In  all 
of  the  former  and  most  of  the  latter  the  characteristic  symptom  was 
haemorrhage,  either  menorrhagic  or  metrorrhagic,  and  of  such  a  nature 
as  to  give  rise  to  anaemia  of  a  marked  character.  Some  of  the  fibroids 
were  sufficiently  large  to  cause  pressure  inconveniences.  The  fibro- 
myomata  were  all  well  marked,  ranging  in  size  from  a  chestnut  to 
that  of  a  uterus  at  full  term,  the  uterine  cavity  varying  from  three  to 
seven  inches  and  a  half  in  depth.  In  all  the  cases  of  endometritis  the 
uterine  cavity  was  enlarged  more  than  three  quarters  of  an  inch. 

It  will  thus  be  seen  that  in  no  case  were  symptoms  alone  looked 
upon  as  sufficient  grounds  to  adopt  treatment.  This  is  a  point  of 
considerable  importance,  as  it  is  probable  that  many  so-called  failures 
of  the  current  in  checking  haemorrhage  have  been  due  to  the  fact 
that  disease  of  the  ovaries  has  been  the  prime  factor  in  its  causation. 


*  Read  before  the  Obstetrical  Society  of  Edinburgh,  March  14,  1894. 
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Two  marked  illustrations  are  the  foundation  of  this  assertion  : 
Case  I. — Aged  seventeen  years  ;  was  a  confirmed  invalid  from 
anaemia,  having  suffered  two  years  from  severe  menorrhagia  ;  all  at- 
tempts to  check  the  bleeding  by  uterine  treatment  had  proved  futile. 
On  careful  examination,  the  ovaries  were  found  to  be  the  size  of  small 
Tangerine  oranges.  They  were  removed  with  the  best  results,  and 
found  studded  with  small  peripheral  cysts,  which  condition  is  a  known 
cause  of  uterine  haemorrhage. 

Case  II. — Aged  thirty-two  ;  well-marked  fibroid  uterus  three  inches 
and  three  quarters  deep.  Showed  no  improvement  from  her  menor- 
rhagia, etc.,  after  thirty-five  applications  of  the  current.  Removal 
of  the  ovaries  showed  them  to  be  of  the  same  nature  as  Case  I,  same 
result  following. 

2.  Method  of  Treatment. — The  electrodes  to  be  used  are,  for  the 
abdomen,  a  piece  of  flannel  twelve  inches  square  soaked  in  a  salt 
solution,  to  which  is  applied  a  small  zinc  plate  connected  to  the  bat- 
tery ;  and  for  intra-uterine  application,  a  platinum-pointed  sound  en- 
veloped in  a  movable  gum-elastic  sheath  as  insulator. 

The  application  of  the  current  should  differ  somewhat  in  cases  of 
fibroids  from  that  of  endometritis.  In  the  former  the  interpolar  ac- 
tion seems  sufficient,  while  in  the  latter  a  local  action  on  the  uterine 
mucosa  is  specially  beneficial. 

In  cases  of  fibroid  two  to  two  inches  and  a  half  of  exposed  metal 
in  the  intra-uterine  electrode  should  be  used,  while  in  endometritic 
cases,  to  gain  the  local  action,  all  that  is  necessary  is  to  slide  the  in- 
sulating sheath  over  the  platinum  electrode  till  only  three  quarters  of 
the  metal  is  exposed.  For  this  purpose  the  carbon-pointed  electrodes 
are  specially  useful.  There  seems  to  be  little  or  no  benefit  in  using 
currents  of  higher  strength  than  150  milliamperes. 

In  cases  of  urgent  haemorrhage  the  positive  pole  should  always  be 
intra-uterine,  as  its  local  coagulative  action  is  an  important  factor  in 
its  arrest.  But  in  fibroids  not  actually  bleeding,  and  in  chronic  endo- 
metritis without  severe  haemorrhage,  negative  intra-uterine  electricity 
appears  quite  as  efficacious  as  positive.  The  negative  pole,  when  intra- 
uterine, seems  to  be  less  painful  than  the  positive  under  like  conditions. 

The  length  of  time  of  each  application  should  be  from  five  to  ten 
minutes,  and  the  number  of  applications  will  vary  fifteen  to  thirty- 
five  before  permanent  satisfactory  results  will  be  obtained.  The  ap- 
plications should  be  regularly  performed  twice  or  thrice  weekly,  men- 
strual period  included.  Increased  exercise  during  treatment  should 
be  favored. 
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3.  Effect  of  Treatment. — Of  the  twenty-two  cases  of  uterine  fibro- 
mata treated,  fourteen  were  cured — that  is  to  say,  there  was  an  entire 
cessation  of  symptoms  for  a  period  over  twelve  months  from  the  last 
application  of  current.  In  four  the  haemorrhage,  though  temporarily 
stopped,  returned  within  a  few  months  ;  three  of  these  were  cured 
after  a  second  course;  the  remaining  one  is  at  present  temporarily 
benefited. 

Three  cases  proved  entirely  unsuccessful ;  in  one  of  these  the 
ovaries  were  removed  with  best  results.  The  remaining  case  could 
not  withstand  the  pain  caused  by  the  lowest  currents,  and  treatment 
was  discontinued. 

In  some  of  the  cases  treated  the  haemostatic  action  was  evinced 
extremely  rapidly ;  in  others  it  was  developed  but  slowly.  Haemor- 
rhage was  occasionally  brought  by  the  first  two  or  three  applications,  a 
condition  particularly  to  be  noted  where  pedunculation  is  taking  place. 

Of  the  cases  of  subinvolution  with  menorrhagia — six  cases — it  was 
in  all  greatly  diminished,  four  being  cured;  and  in  three  of  these  child- 
bearing  has  been  re-established,  after  a  period  of  sterility  varying  from 
six  to  fifteen  years. 

The  pain  which  is  so  frequently  associated  with  endometritic  cases 
was  rapidly  mitigated  and  sometimes  entirely  removed.  The  leucor- 
rhcea  in  all  cases  was  decreased  and  in  six  absolutely  cured. 

In  all  cases  of  subinvolution  treated  to  recovery  both  the  size  of 
the  uterus  and  the  uterine  cavity  were  decidedly  reduced.  These  cases, 
with  one  exception,  had  previously  undergone  the  stock  treatment  of 
curetting  and  cauterization,  with  but  trifling  improvement.  The  size 
of  the  uterine  cavity  in  cases  of  fibro-myomata  being  dependent  to  a 
great  extent  on  the  character  of  the  tumor  in  its  wall,  must  vary  as 
regards  the  effect  of  treatment  upon  it  by  the  effect  of  treatment  on 
the  tumor  itself,  which  gives  rise  to  the  question,  Does  the  tumor  itself 
become  atrophied  or  destroyed  ? 

Of  the  twelve  cases  cured  without  expulsion  of  the  growth,  meas- 
urable diminution  of  the  tumor  occurred  in  five,  while  in  the  remain- 
ing cases  the  tumor  became  much  harder  and  appreciably  smaller. 

The  diminution  in  the  size  of  the  tumor  in  two  cases  gave  rise  to 
very  severe  temporary  symptoms  of  pressure.  The  previously  en- 
larged abdominal  tumor  from  its  decrease  in  size  lost  its  pelvic  sup- 
port and  prolapsed  into  the  pelvis,  in  the  one  case  causing  complete 
urinary  retention  and  in  the  other  such  severe  cramps  in  the  legs  and 
pain  that  locomotion  was  impossible.  In  both,  symptoms  were  re- 
lieved by  means  of  a  vaginal  pessary. 
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Perhaps  the  most  striking  and  satisfactory  result  of  the  electrical 
current  is  the  almost  universal  feeling  of  well-being  which  the  patients 
rapidly  manifest  during  their  course  of  treatment.  Both  mental  and 
physical  vigor  is  increased  and  color  is  rapidly  imparted  to  the  pre- 
viously sallow  cheeks.  This  is  of  course  due  to  the  cure  of  the  anae- 
mia, but  it  is  also  probable  that  the  current  in  some  way  stimulates 
the  blood  formation.  In  one  case,  a  confirmed  invalid  for  ten  years 
through  uterine  haemorrhage,  the  rapid  increase  in  the  blood  p/oved 
a  distinct  element  of  danger.  At  the  time  treatment  was  begun  her 
blood  disks  numbered  1,700,000  per  cubic  mill.  In  six  weeks  they 
approximated  the  normal,  being  4,800,000.  Treatment  was  then  per- 
manently suspended  because  symptoms  of  cerebral  congestion  showed 
themselves,  which  were  not  relieved  until  a  copious  uterine  haemor- 
rhage occurred. 

4.  The  Mode  of  Action  of  the  Current. — This  is  twofold — viz.,  local 
and  interpolar. 

The  local  action  on  the  tissues  in  contact  with  the  positive  elec- 
trode is  analogous  to  searing,  a  fine  compact  coagulum  being  formed. 
Its  action  as  a  haemostatic,  however,  is  of  but  secondary  value  when 
compared  with  the  interpolar  action  of  the  current. 

That  this  is  true  is  apparent  from  the  following  reasons: 

First.  In  but  four  cases  of  fibroids  treated  were  attempts  made  to 
secure  this  local  action  on  the  mucosa.  The  electrode  was  introduced 
in  the  same  manner  each  time,  and  thus  it  is  certain  local  contact  of 
the  electrode  with  the  entire  mucosa  was  impossible. 

Second.  In  one  case  where  the  tumor  disappeared  entirely  the  elec- 
trode was  never  introduced  more  than  one  inch  into  the  cervix. 

The  nature  of  this  interpolar  action  is  double — 1.  On  the  muscle 
fibers,  causing  contraction.    2.  On  the  blood-vessels. 

That  contraction  in  the  muscular  fibers  occur  is  clinically  ex- 
plained by  the  twenty-two  cases  of  fibroid  treated,  of  which  in  five 
polypi  were  expelled  after  a  varying  number  of  applications  of  the 
current. 

The  arrest  of  capillary  circulation  has  been  also  proved  by  experi- 
ment, the  passage  of  a  weak  current  (one  milliampere)  through  the 
frog's  web  having  caused  slowing  and  eventually  complete  stasis  to 
result. 

Where  the  mucosa  is  diseased,  as  in  endometritis,  it  is  best  to  in- 
sure contact  between  the  electrode  and  as  much  of  the  diseased  sur- 
face as  possible,  while  in  cases  of  fibro-myomata  contact  with  a  frac- 
tional part  of  the  uterine  wall  is  all  that  is  necessary. 
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DILATATION  OF   THE   CERVIX  BY   CHAMPETIER  DE 

RIBES'  BAG.* 

By  F.  W.  Haulltain,  M.  D. 

This  instrument  has  been  fully  described  in  the  A nnalcs  de  gyn/- 
cologie,  1888,  and  used  in  France  by  Pinard  and  others  with  great  suc- 
cess. Its  adoption  in  this  country,  however,  has  been  very  limited. 
The  instrument  consists  in  a  silk  bag  covered  by  India  rubber,  which 
when  distended  assumes  the  definite  shape  of  an  inverted  cone, 
measuring  at  its  base  about  3.5  inches  in  diameter.  A  pair  of  sepa- 
rable forceps  have  been  devised  for  the  purpose  of  introducing  the 
dilator  when  the  initial  dilatation  is  not  greater  than  the  diameter  of 
a  shilling ;  but  when  larger  than  this,  a  pair  of  ordinary  curved  vagi- 
inal  forceps  will  answer  every  purpose. 

It  is  necessary  that  there  be  a  certain  amount  of  initial  dilatation 
before  introduction  of  the  instrument  can  be  attempted  ;  the  os 
should  admit  one  finger  fairly  easily. 

Before  introduction  the  bag  should  be  crampled  into  as  small  a 
compass  as  possible  and  thoroughly  oiled.  It  is  then  grasped  by  the 
forceps  and  slowly  pushed  through  the  cervix  till  at  least  a  half  has 
passed  the  os  internum. 

The  forceps  are  now  loosened  and  partial  distention  commenced  ; 
then  the  forceps  are  withdrawn  and  full  distention  completed,  this 
being  determined  by  a  certain  number  of  syringefuls.  As  the  bag 
distends  it  becomes  accommodated  to  the  surrounding  parts  and 
adapted  to  the  existing  degree  of  cervical  dilatation  its  curved  shape 
allowing  it  easily  to  lie  on  the  axis  of  the  pelvic  brim. 

The  bag  is  formed  upon  scientific  principles  as  its  shape  closely 
corresponds  with  the  normal  bag  of  forewaters.  When  rapid  and 
more  forcible  dilatation  is  required  it  is  of  great  service  in  forming,  an 
efficient  point  of  resistance  to  the  finger  in  performing  digital  dilata- 
tion ;  and  considerable  assistance  can  be  given  to  feeble  uterine  con- 
traction, and  even  dilatation  attained  where  they  are  entirely  absent, 
by  making  traction  on  the  bag. 

In  cases  where  the  membranes  have  been  long  ruptured,  the  bag 
acts  beneficially  by  presenting  compression  of  the  soft  parts  between 
the  presenting  head  and  the  pelvis  by  forming  a  basis  upon  which  the 
fcetal  head  rests. 


*  Read  before  the  Obstetrical  Society  of  Edinburgh,  December  13,  1893. 
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The  special  conditions  in  which  this  instrument  is  indicated  is, 
first,  as  an  inducer  of  premature  labor.  In  the  introduction  of  the  bag 
in  these  cases  it  is  quite  unnecessary  that  the  membranes  be  rup- 
tured ;  no  harm  can  result  from  it,  and  the  liquor  amnii  is  prevented 
from  escaping  through  the  plugging  of  the  cervix  by  the  dilator  till 
the  os  is  fully  dilated. 

Second,  in  abnormal  labor  its  indications  are  manifold. 

1.  Accidental  haemorrhage.  Here  the  membranes  can  be  ruptured 
and  at  the  same  time  an  efficient  substitute  employed. 

2.  In  contracted  pelvis  of  minor  degree.  Here  usually  the  mem- 
branes rupture  early,  and  the  head  is  prevented  from  descending  to 
form  a  dilator  for  the  cervix,  but,  resting  on  the  brim,  compresses  the 
intervening  soft  parts. 

3.  In  shoulder  presentations  with  ruptured  membranes  and  par- 
tially dilated  cervix,  with  prolapse  of  the  arm. 

In  such  cases,  where  immediate  version  is  denied  to  us,  the  intro- 
duction of  this  dilator  prevents  impaction,  hastens  dilatation,  and 
allows  subsequent  internal  version. 

4.  In  cases  of  prolapsus  funis  where  the  cord  can  be  replaced  and 
subsequent  pressure  upon  it  prevented  till  full  dilatation  of  the  cervix 
allows  of  rapid  delivery  by  whatever  means  thought  expedient. 

Barnes'  fiddle-shaped  hydrostatic  dilators  present  similar  charac- 
teristics, but  Champetier's  bag  is  an  improvement  on  these. 

1.  It  assumes  a  definite  unchangeable  shape.  Barnes',  because 
of  their  India-rubber  composition,  become  easily  molded  in  an  irreg- 
ular manner.  ^ 

2.  From  its  strong  nature  it  forms  a  point  of  resistance  for  rapid 
or  more  forcible  dilatation  by  the  finger. 

3.  When  once  introduced  all  further  trouble  is  avoided,  while  with 
Barnes'  various  sizes  have  successively  to  be  adopted. 

4.  It  retains  the  liquor  amnii  till  full  dilatation  is  accomplished, 
if  the  membranes  rupture  in  inducing  labor,  while  with  Barnes' 
bags  the  liquor  amnii  must  escape  when  one  bag  is  substituted  by 
another. 

The  large  size  of  the  instrument  vertically  is  a  great  disadvantage, 
because  on  distention  it  must  necessarily  displace,  to  some  extent, 
the  presenting  part. 

The  only  danger  in  using  the  dilator  is  the  introduction  of  the  bag 
in  cases  where  after  prolonged  labor  the  lower  uterine  segment  has 
become  much  thinned  ;  here  it  may  be  the  means  of  causing  rupture 
of  the  uterus. 
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TRANSACTIONS  OF  THE  BRITISH  GYNECOLOGICAL 

SOCIETY. 

Meeting  of  Thursday,  June  14,  1894. 

Henry  Savage,  M.  D.,  President,  in  the  Chair. 

Specimens. 

Mr.  R.  T.  O'Callaghan  showed  a  strangulated  ovarian  cyst,  with 
haemorrhage  into  the  cyst  cavity,  followed  by  suppuration.  The  first 
symptoms  of  rotation  occurred  ten  months  before  those  of  haemor- 
rhage.— Mr.  Christopher  Martin  (Birmingham)  showed  two  speci- 
mens of  fibroma  of  the  ovary. — Dr.  J.  A.  Mansell  Moullin  showed 
a  large  uterine  myoma  involving  the  cervix  and  removed  by  total  ex- 
tirpation of  the  uterus. — Dr.  Hodgson  showed  a  multilocular  ovarian 
cyst  with  twisted  pedicle. 

Intraperitoneal  Hoz?natocele. 

Mr.  John  W.  Taylor  read  a  paper  entitled  Intraperitoneal 
Haematocele,  forming  a  Definite  Tumor  :  The  Relation  of  this  to  Un- 
ruptured Tubal  Pregnancy  (Tubal  Abortion).  He  had  been  struck 
by  the  frequency  with  which,  as  his  experience  of  ectopic  gestation 
increased,  he  had  met  with  cases  of  unruptured  tubal  gestation  ;  even 
when  much  haemorrhage  had  occurred,  it  was  often  found  that  the 
pregnancy  itself  was  still  within  the  tube,  the  blood  having  "  dripped  " 
out  from  the  open  fimbriated  end.  Some  surgeons  had  doubted  even 
the  possibility  of  an  intraperitoneal  haematocele  forming  a  definite 
tumor,  and  had  supposed  that  all  such  local  haemorrhages  must  be 
extraperitoneal,  and  between  the  layers  of  the  broad  ligament.  Such 
teaching  was  not  altogether  true,  in  proof  of  which  he  related  a  case 
where,  after  operation  on  a  parovarian  cyst,  there  was  secondary 
haemorrhage  from  the  stump.  Some  peritonitis  followed,  and  the 
blood  became  localized,  its  upper  limit  being  defined  by  an  abrupt 
line  stretching  across  the  abdomen.  The  haematocele  was  tapped  per 
vaginam  ;  later  the  remainder  of  the  clot  decomposed,  and  he  evacu- 
ated it  by  free  incision  from  below.  The  finger  was  passed  into  the 
abdomen  through  Douglas'  pouch,  and  he  satisfied  himself  that  the 
haematocele  was  strictly  intraperitoneal.  Analogous  cases  sometimes 
resulted  from  the  rupture  of  a  tubal  pregnancy,  with  a  moderate  de- 
gree of  haemorrhage  ;  but  this  was  exceptional.  The  most  common 
cause  of  a  defined  haematocele  was  the  slower  haemorrhage  or  blood 
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drip,  which  took  place  from  an  open  Fallopian  tube  when  the  preg- 
nancy or  mole  lay  within  it.  Such  hematoceles  were  found  at  opera- 
tion under  various  conditions  : — a.  A  mass  of  coagulum  without 
definite  form  or  consistence,  easily  scooped  or  washed  out.  b.  A 
definite  and  consistent  clot  adherent  to  the  peritonaeum,  the  surface 
of  which  it  leaves  rough  on  removal,  c.  By  adhesions  to  neighbor- 
ing parts  a  tubo-ovarian  blood  cyst  was  formed,  distinguished  anatom- 
ically from  the  true  tubo-ovarian  cyst  due  to  pyosalpinx  by  the  fact 
that  in  the  former  a  new  formation  of  tissue  helped  to  make  the  cyst 
and  inclose  the  blood,  whereas  in  the  latter  the  walls  were  formed 
entirely  by  distended  tube  and  adhesions,  d.  Lastly,  there  was  a 
condition  hitherto,  so  far  as  he  knew,  unrecognized,  in  which  a  com- 
plete cyst  wall  was  formed  by  organization  of  the  blood  clot.  Within 
the  neck  of  this  globose  pitcher  lay  the  fimbriated  end  of  the  Fallo- 
pian tube,  which  could  be  lightly  drawn  out  from  its  inclosing  sheath, 
showing  its  fimbriated  end  uninjured.  Illustrative  cases  of  these  con- 
ditions were  related.  Referring  to  Mr.  Lawson  Tait's  view,  that  tubal 
gestation  before  gestation  was  never  diagnosed,  except  by  mere  ac- 
cident, because  it  produced  no  symptoms,  Mr.  Taylor  said  that  he 
and  others  could  point  to  specimens  of  unruptured  gestation  correctly 
diagnosed  before  operation.  But  as  regarded  the  diagnosis  between 
ruptured  tubal  gestation  and  so-called  tubal  abortion,  the  only  distin- 
guishing feature  that  he  could  find  was  that  in  the  latter  the  period 
of  amenorrhcea  preceding  the  irregular  haemorrhage  was  commonly 
wanting.  On  the  subject  of  nomenclature,  he  thought  that  the  term 
"  tubal  abortion  "  had,  in  the  hands  of  Mr.  Bland  Sutton,  done  much 
to  spread  knowledge  and  to  increase  interest.  But  he  could  not  find 
in  his  own  or  any  other  cases  any  evidence  of  extrusion  of  the  mole  ; 
and  so  thought  the  term  was  neither  happy  nor  exact.  He  had  drawn 
up  a  table,  showing  what  he  believed  to  be  the  various  possible  con- 
sequences of  tubal  pregnancy  : 

f  1.  Haemorrhage  from  the  abdom-  f  I.  By  simple  clotting. 

inal  ostium  with  formation  J.  2.  Clotting  with  septal  adhesions, 
of    defined    intraperitoneal  ]  3.  Clotting  with  peripheral  adhesions, 
haematocele.  [  4.  Encapsulation. 

f  1.  With  diffuse  haemorrhage  into  the  abdo- 
men. 

,  J  2.  With  formation  of  defined  intraperi- 

1.  Abdomen.  tQneal  hxmatocele  (rareiy). 

3.  With  escape  of  foetus,  forming  so-called 
abdominal  pregnancy. 
f  1.  With   formation   of  extraperitoneal  or 
„      ,  ..  broad  ligament  hematocele. 

L  2.  Broad  hgament.  {  2  m^  dev*lopment  of  so.Called  broad 

[         ligament  pregnancy. 
L  3.  Closure  of  tube' and  formation  of  tumor  of  indefinite  duration  (possible  de- 
velopment in  tube  ?). 


Rupture 
of  tube  1 
into 
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Dr.  Culling  worth  thought  that  as  the  term  tubal  abortion  had 
acquired  a  definite  meaning,  it  would  be  unwise  hurriedly  to  discard 
it.  He  agreed  with  the  author  that  haematocele  and  tubal  abortion 
were  diagnosable;  the  proof  was  that  they  were  continually  being 
diagnosed  and  verified  by  operation.  He  had  looked  up  his  notes  of 
ectopic  gestation  and  of  haematoceles.  He  found  that  of  ten  cases  of 
the  latter  on  which  he  had  operated  eight  were  due  to  pouring  out  of 
blood  from  an  unruptured  tube  ;  one  only  was  due  to  rupture  of  a 
tubal  gestation,  and  one  was  due  to  a  ruptured  haemorrhagic  broad 
ligament  cyst  of  the  opposite  side.  Of  cases  of  ruptured  early  tubal 
gestation  he  had  had  six  :  in  four  the  blood  was  diffused,  in  one  the 
rupture  was  into  the  broad  ligament,  with  formation  of  haematoma 
(extraperitoneal  haematocele),  and  one  resulted  in  the  intraperitoneal 
haematocele  above  mentioned.  So  that  his  experience  of  the  relative 
frequency  of  the  different  causes  of  intraperitoneal  haematocele  en- 
tirely coincided  with  Mr.  Taylor's.  He  had  had  one  case  illustrat- 
ing Mr.  Taylor's  fourth  group  of  encapsulation  ;  and  the  explanation 
in  the  paper  had  put  the  matter  in  a  clearer  light.  In  the  last  volume 
of  the  St.  Thomas's  Hospital  Reports  there  was  a  colored  drawing  of 
such  a  case. 

Dr.  Bantock  joined  issue  with  Mr.  Taylor  on  the  subject  of 
nomenclature.  For  years  he  had  been  on  the  lookout  for  a  case  of 
intraperitoneal  haematocele,  with  formation  of  a  definite  tumor,  but 
he  had  never  come  across  one ;  and  he  believed  that  these  cases  were 
really  extraperitoneal.  In  those  instances  where  haemorrhage  occurred 
into  the  peritoneal  cavity  he  believed  that  "intraperitoneal  effusion  " 
would  be  a  better  name.  He  related  a  case  he  had  seen  not  long  ago, 
which  confirmed  him  in  his  views. 

Dr.  Culling  worth  remarked  that  this  was  one  of  Dr.  Bantock's 
pet  heresies,  and  invited  Dr.  Bantock  to  come  and  see  a  case  then  in 
the  wards  at  St.  Thomas',  which  would,  he  thought,  convince  him. 

Mr.  Christopher  Martin  agreed  with  Dr.  Cullingworth's  views 
as  to  intraperitoneal  haematocele,  and  pointed  out  that  the  term  was 
used  differently  by  different  authors. 

Mr.  Taylor  briefly  replied. 
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ITEMS  OF  INTEREST. 

Under  the  question,  How  long  has  symphysiotomy  been  introduced 
into  America,  Dr.  Robert  P.  Harris  writes  to  the  Brooklyn  Medical 
Journal : 

"  This  is  not  a  question  of  very  great  importance  ;  but  just  now  it 
has  a  bearing  in  a  case  of  contested  priority,  which  has  gone  so  far 
that  one  of  the  claimants  is  believed  by  many  ro  have  made  up  his 
report  without  any  case.  It  is  one  thing  to  believe,  and  another  to 
•  know  beyond  question.  I  have  every  reason  to  believe  that  Dr.  Cog- 
gin  operated  as  he  has  claimed,  and  I  expect  to  know  positively 
whether  he  has  or  not  within  the  next  three  months.  One  thing,  in 
any  event,  is  certain  :  that  neither  Dr.  Coggin  nor  Professor  Jewett 
was  the  first  to  operate  in  the  United  States. 

"  When  we  think  ourself  a  pioneer  in  any  surgical  expedient  in  the 
United  States,  we  must  always  hold  an  if  for  the  frontier  surgeon,  as 
we  never  know  what  he  may  have  been  doing  until  a  long  time  after 
it  has  been  done.  The  first  Caesarean  operations — two  with  success 
upon  the  same  woman,  although  performed  early  in  the  present  cen- 
tury in  Louisiana — were  not  known  to  the  general  profession  in  the 
United  States  until  after  the  year  1878. 

"  I  commenced  my  researches  upon  symphyseotomy  in  Italy,  in 
the  year  1880,  and  wrote  a  paper  in  1892  that  was  thought  to  have 
been  the  means  of  introducing  it  into  the  United  States  in  that  year. 
Imagine  my  surprise  when  I  discovered  that  it  was  probably  per- 
formed in  the  far  Soudi  soon  after  I  commenced  to  correspond  with 
the  Neapolitan  operators. 

"  I  believe  that  the  first  American  symphyseotomy  dates  back  over 
fourteen  years.  I  say  believe,  because  the  veracity  of  the  operator 
has  been  called  in  question  ;  but  I  see  no  reason  to  doubt  his  word. 
However  this  may  be,  I  have  positive,  sworn  evidence,  given  and 
sealed  in  court,  to  the  effect  that  this  operation  was  performed  in 
1884,  more  than  ten  years  ago,  and  in  1889,  more  than  five  years  ago, 
an  affidavit  being  given  recently,  by  the  patient  in  the  first  instance, 
and  by  an  eyewitness  in  the  second.  I  can  locate  these  cases  even  to 
the  house,  county,  and  State,  but  am  not  at  liberty  to  do  this  just 
now.  It  is  sufficient  for  me  to  say  that  I  expect  to  find  an  operation 
in  the  United  States  twelve  years  older  than  my  paper,  and  three 
operations  antedating  that  of  Professor  Jewett.    The  question  of  the 
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credit  of  priority  is  nothing.  In  one  sense,  I  was  the  means  of  in- 
ducing the  operation  to  be  taken  up,  as  a  promising  mode  of  delivery, 
and  Dr.  Jevvett  acted  promptly  as  a  pioneer  under  the  suggestion  ; 
but  when  we  speak  of  introducing  the  operation,  we  must  hunt  for  the 
pioneer  in  1880  or  in  1884,  and  not  in  1892." 

The  First  Symphysiotomy  in  America. — Under  the  head  of  Early 
American  Symphysiotomies  Dr.  Charles  Jewett  writes  as  follows  : 

Apropos  of  the  communication  which  recently  appeared  in  the 
columns  of  the  New  York  Medical  Journal  from  the  pen  of  Dr.  R.  P. 
Harris,  it  is  of  interest  to  note  that  the  revival  of  symphysiotomy  out- 
side of  Italy  began  with  Pinard,  of  Paris.  It  is  remarkable  that  for  a 
period  of  twenty-five  years  after  the  operation  was  resuscitated  by 
Morisani,  of  Naples,  the  rest  of  the  world  took  little  heed  of  the  excel- 
lent work  that  was  being  done  by  the  Neapolitan  operators.  Except 
in  Italy,  no  symphysiotomy  was  performed  during  that  time.  The 
operation  was  generally  looked  upon  as  obsolete.  In  our  country, 
Harris  was  almost  the  only  authority  who  steadfastly  advocated  its 
adoption.  He  was  nearly  alone  in  recognizing  the  merit  of  the  pro- 
cedure and  in  stoutly  defending  its  cause  at  a  period  when  it  was 
almost  universally  ignored  by  other  obstetricians.  His  name  will  ever 
be  inseparably  connected  with  the  history  of  symphysiotomy  and  its 
introduction  into  this  country.  Had  Dr.  Harris  performed  the  opera- 
tion when  he  began  to  advocate  it,  America  might  have  been  the 
pioneer  in  profiting  by  the  example  of  Morisani.  But  not  until  Spi- 
nelli,  a  disciple  of  Morisani's,  had  visited  Paris,  and  demonstrated  the 
operation  upon  the  cadaver  in  the  presence  of  Pinard,  did  symphysi- 
otomy begin  to  gain  general  recognition  outside  of  Italy.  In  Febru- 
ary, 1892,  the  first  Parisian  operation  was  reported  by  Pinard,  and  in 
little  more  than  a  year  he  had  done  twenty  pubic  sections.  Freund, 
of  Strassburg,  and  Leopold,  of  Dresden,  soon  followed  him,  and  as  a 
result  of  the  combined  successes  in  France  and  Germany  the  opera- 
tion spread  over  both  hemispheres. 

Unless  Coggin's  claim  and  others  antedating  Pinard 's  publication 
in  the  early  part  of  1892  are  to  be  established,  symphysiotomy  came 
to  this  country,  as  it  did  to  Germany,  Austria,  and  England,  by  way 
of  Paris. 

But  better  evidence  of  these  operations  will  be  required  than  the 
Coggin  claim  is  built  upon.  It  is  scarcely  to  be  expected  that  the 
pioneer  in  progress  in  any  special  department  of  knowledge  should 
be  looked  for  on  the  frontier  and  not  among  men  of  specialized  ex- 
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perience  in  the  great  medical  centers.  All  the  operations  since  that 
which  has  been  alleged  for  Coggin  have  been  done  by  experts.  To 
such  men  we  should  naturally  look  for  the  first  step  in  any  new  de- 
parture in  the  medical  art. 

Dr.  Coggin's  story  bears  on  its  face  its  own  refutation.  His  re- 
port, as  it  appears  in  the  A?nerican  Journal  of  Obstetrics  for  January, 
1894,  makes  the  weight  of  the  child  11.35  pounds,  and  its  length  16% 
inches.  In  other  words,  the  child  weighed  four  pounds  more  and 
measured  two  or  three  inches  less  than  the  average.  The  bi-parietal 
diameter  is  put  at  5.75  inches — that  is,  the  measure  of  the  bi-parietal 
in  a  large-sized,  adult  male  head.  The  fronto-mental  diameter,  how- 
ever, was  3.55  inches,  the  usual  value  in  the  newborn.  It  will  be 
noticed  that  some  of  the  doctor's  fractions  in  weights  and  measures 
are  unfamiliar  ones.  His  appliances  for  determining  both  pounds 
and  inches  must  be  something  different  from  those  in  general  use. 

Dr.  Harris  says  that  he  bases  his  acceptance  of  these  early  sym- 
physiotomies on  sworn  affidavits.  Is  this  the  way  scientific  truths  are 
established  ?  Would  a  reputable  physician  in  any  community  resort 
to  such  means  to  secure  the  recognition  by  his  colleagues  of  his 
claims  to  honor.  Would  he  not  rather  (if  his  word  were  not  suffi- 
cient) appeal  to  his  professional  neighbors  and  associates  ?  If  he 
could  not  safely  do  this,  would  his  allegations  be  worthy  of  acceptance 
under  oath  ? 

Finally,  in  the  Coggin  matter,  it  is  difficult  to  explain  away  the 
findings  of  the  official  investigation  published  by  the  Medical  Society 
of  Etowah  County,  Alabama,  where  Dr.  Coggin  practiced  at  the  time 
of  the  alleged  operation.  After  careful  judicial  inquiry  into  all  the 
facts  by  a  committee  formally  appointed  for  the  purpose,  their 
report  was  adopted  by  the  society  and  published  in  the  Medical  and 
Surgical  Age  of  June  last.  Copies  of  the  journal  with  the  full  text  of 
the  report  can  no  doubt  be  had  on  application  to  the  office  of  publi- 
cation, Anniston,  Ala.  It  was  republished  in  full  in  the  Neiu  York 
Journal  of  Gyncecology  and  Obstetrics  for  August,  1894.  A  few  passages 
are  all  my  present  space  permits  me  to  mention. 

Dr..  Coggin  first  announced  that  his  pubic  section  had  been  done 
in  Freedman,  Etowah  County,  Ala.  The  committee,  on  diligent 
search,  were  unable  to  find  any  such  town  in  Alabama.  The  doctor 
afterward  stated  that  the  place  where  Mrs.  Carey  Hughes,  the 
alleged  patient,  lived  was  Rocky  Ford  on  Wills  Creek.  No  person 
of  that  name  had  ever  been  heard  of  in  that  vicinity. 

The  doctor  said  he  had  been  assisted  in  the  operation  by  Dr. 
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Slaughter.  Dr.  C.  J.  Slaughter,  of  Aurora,  Ala.,  is  the  only  Dr. 
Slaughter  who  has  ever  been  known  in  that  entire  region,  and  he 
denies  that  he  assisted  in  an  operation  of  the  kind,  or  ever  heard  of 
one  in  that  section. 

Among  the  births  reported  to  the  health  officer  of  the  county  by 
Dr.  Coggin  no  mention  was  made  of  the  delivery  of  Mrs.  Hughes. 

The  president  of  the  society  invited  Dr.  Coggin  to  be  present  at 
the  June  meeting,  to  exhibit  his  patient  and  to  produce  such  other 
evidence  as  he  might  have  to  establish  his  claim.  He  was  assured  a 
fair  hearing  and  the  official  indorsement  of  his  claims  should  he 
furnish  proof  of  them.    He  failed  to  appear. 

The  report  concludes  with  a  brief  account  of  Dr.  Coggin's  career. 
His  reputation  in  Alabama  is  shown  to  be  of  the  most  unsavory  char- 
acter. It  appears  that  he  practiced  medicine  for  some  time  before 
he  had  a  diploma,  and  when,  in  1891,  he  finally  produced  one,  it  was 
apparent  that  it  had  been  obtained  by  surreptitious  means. 

Whatever  proof  may  be  adduced  in  support  of  other  operations 
antedating  Pinard's,  it  would  seem  plainly  impossible  to  establish 
Coggin's  title  to  the  honor  he  has  sought. 

The  American  Association  of  Obstetricians  and  Gynecologists  held 
its  seventh  annual  meeting  at  Toronto,  Ont.,  on  Wednesday,  Thurs- 
day, and  Friday,  September  19,  20,  and  21,  1894,  to  which  a  cordial 
invitation  was  extended  to  the  medical  profession.  The  following  was 
the  preliminary  programme  :  The  President's  address,  by  Dr.  George 
H.  Rohe,  of  Catonsville,  Md.  ;  Personal  Experience  with  Pus-tubes  : 
When  to  Operate,  How  to  Operate,  and  the  Results  of  Operation,  by 
Dr.  J.  F.  W.  Ross,  of  Toronto ;  The  Relation  of  Hysteria  to  Structural 
Changes  in  the  Uterus  and  Annexa,  by  Dr.  A.  P.  Clarke,  of  Cambridge, 
Mass.  ;  Demonstration  of  a  Mechanism  of  Intussusception,  by  Dr. 
Robert  T.  Morris,  of  New  York  ;  Nephrectomy,  by  Dr.  L.  H.  Dunning, 
of  Indianapolis  ;  The  Treatment  of  Distention  of  the  Fallopian  Tubes 
without  Laparotomy  and  Removal,  by  Dr.  Frank  A.  Glasgow,  of  St. 
Louis;  Hysteria  in  Pregnancy,  by  Dr.  W.  P.  Manton,  of  Detroit; 
The  Relations  of  Renal  Insufficiency  to  Operations,  by  Dr.  Carlton 
C.  Frederick,  of  Buffalo  ;  The  Importance  of  Recognizing  Septic 
Puerperal  Endometritis  Early,  and  its  Treatment,  and  a  Demonstra- 
tion of  a  Portable  Operating  Table  for  Gynaecological  and  Abdominal 
(Trendelenburg)  Work,  by  Dr.  Edward  J.  Ill,  of  Newark  ;  Suspension 
of  the  Retroflexed  Uterus  by  the  Utero-ovarian  Ligaments,  with  Re- 
port of  Cases,  by  Dr.  Reuben  Peterson,  of  Grand  Rapids,  Mich.;  The 
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Element  of  Habit  in  Gynaecic  Disease,  by  Dr.  George  F.  Hulbert,  of 
St.  Louis;  Some  Results  of  Ether  Anaesthesia  in  Abdominal  Opera- 
tions, by  Dr.  I.  S.  Stone,  of  Washington  ;  Report  in  Abdominal  Sur- 
gery, Presenting  Cases,  by  Dr.  A.  Vander  Veer,  of  Albany  ;  a  supple- 
mentary paper  on  Abdominal  Section  in  Intrapelvic  Haemorrhage,  by 
Dr.  M.  Rosenwasser,  of  Cleveland ;  Conservative  Midwifery,  by  Dr. 
J.  M.  Duff,  of  Pittsburgh ;  The  Cause  of  the  Thirst  following  Ab- 
dominal Section,  by  Dr.  Eugene  Boise,  of  Grand  Rapids,  Mich. ;  The 
Care  of  Pregnant  Women,  by  Dr.  W.  B.  Dewees,  of  Salina,  Kan. ; 
by  Dr.  L  S.  McMurtry,  of  Louisville,  Ky.  Discussion  :  Inflammatory 
Disease  of  the  Uterus  and  Appendages  and  of  the  Pelvic  Peritonaeum  : 
(a)  Introductory  Remarks,  by  Dr.  William  Warren  Potter,  of  Buffalo  ; 
(o)  Historical  Sketch,  by  Dr.  Edward  J.  Ill,  of  Newark  ;  (c)  Clinical 
History,  by  Dr.  Charles  A.  L.  Reed,  of  Cincinnati ;  {d)  Causation  and 
Pathology,  by  Dr.  Lewis  S.  McMurtry,  of  Louisville ;  (e)  Diagnosis 
and  Prognosis,  by  Dr.  James  F.  W.  Ross,  of  Toronto  ;  (/)  Treatment, 
by  Dr.  M.  Rosenwasser,  of  Cleveland,  Dr.  A.  Vander  Veer,  of  Albany, 
Dr.  J.  H.  Carstens,  of  Detroit,  and  Dr.  A.  H.  Cordier,  of  Kansas  City  ; 
(g)  Results — When  Treated  under  Various  Methods  of  Treatment,  by 
Dr.  Joseph  Price,  of  Philadelphia  ;  Intercurrent  Typhoid  Fever  in 
Pregnancy,  by  Dr.  Thomas  E.  McArdle,  of  Washington,  D.  C.  ;  Notes 
on  a  Case  of  Cholelithiasis,  by  Dr.  Frederick  Blume,  of  Allegheny,  Pa. ; 
and  Perineal  Operations,  by  Dr.  Joseph  Price,  of  Philadelphia. 
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SURGICAL  INJURIES  TO  THE  URETERS* 
By  J.  M.  Baldy,  M.  D. 

Injuries  to  the  ureters  in  the  course  of  an  operation  are  probably 
of  much  more  frequent  occurrence  than  the  number  of  cases  recorded 
would  indicate.  Therefore  every  detailed  report  of  such  an  accident 
is  a  distinct  gain  in  the  direction  both  of  avoiding  such  accidents  and 
of  repairing  the  damage  after  they  have  occurred.  The  discussion  in 
this  paper  will  be  confined  entirely  to  the  latter  proposition. 

These  lesions  may  arise  in  two  ways  :  First,  in  that  class  of  cases 
where  it  becomes  necessary,  in  order  to  finish  a  given  piece  of  work, 
to  deliberately  sever  the  ureter ;  second,  in  those  cases  where  the 
ureter  is  divided  or  badly  injured  inadvertently.  The  experience  of 
any  one  operator  in  this  direction  is  necessarily  and  fortunately  lim- 
ited. I  have  never  been  so  unfortunate,  knowingly,  as  to  grossly  in- 
jure a  ureter  in  my  surgical  work,  but  I  have  been  peculiarly  fortunate 
in  that  I  have  been  assisting  at  two  of  the  three  operations  in  which 
such  injury  has  occurred,  and  was  immediately  repaired.  Two  of  these 
three  cases  are  on  record.  Dr.  Krug  has  reported  the  third  one  to 
you  this  evening.  The  cases  reported  by  Dr.  Krug  and  Dr.  Penrose 
were  dealt  with  by  an  entirely  different  method  than  the  one  reported 
by  Dr.  Howard  Kelly,  and  by  a  method  which  is  far  superior,  to  my 
way  of  thinking.  It  is  true  that  Dr.  Van  Hook,  of  Chicago,  has  suc- 
cessfully experimented  on  animals  by  the  method  which  Dr.  Kelly 
adopted  later  in  the  case  of  his  patient,  and  that  this  procedure  is 
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recommended  by  both  these  gentlemen.  Certain  considerations,  how 
ever,  which  I  will  discuss  later,  render  this  method  less  easy  of  per- 
formance and  less  certain  in  results  than  the  one  which  I  counseled 
and  helped  carry  out  in  the  cases  both  of  Dr.  Krug  and  Dr.  Penrose, 
both  of  which  were  done  in  an  exactly  similar  manner,  and  both  of 
which  resulted  most  satisfactorily. 

Dr.  Penrose's  case  was  one  of  cancer  of  the  uterus.  The  disease 
extended  into  the  broad  ligament  and  involved  the  ureter.  During 
the  efforts  at  enucleating  the  disease  the  ureter  was  exposed  and  was 
seen  to  pass  directly  through  the  cancerous  mass.  An  unsuccessful 
effort  was  made  to  dissect  the  cancer  away  from  the  ureter,  but  it  was 
soon  discovered  that  this  was  an  extremely  difficult  task,  and  that  the 
walls  of  the  ureter  were  infiltrated  with  the  disease.  I  then  counseled 
that  the  ureter  be  severed  beyond  the  limit  of  the  disease,  and  later 
implanted  into  the  bladder.  The  procedure  was  adopted  and  success- 
fully carried  out.  The  operation  has  been  reported  in  detail  by  Dr. 
Penrose. 

The  present  case,  reported  by  Dr.  Krug,  was  one  in  which  the 
ureter  was  severed  accidentally.  A  fibroid  turnor  was  complicated 
by  pus-tubes  and  ovarian  abscesses,  together  with  old  and  firm  adhe- 
sions ;  it  was  altogether  impossible  to  distinguish  all  the  anatomical 
points.  When  the  operation  reached  the  point  of  tying  the  uterine 
arteries,  it  was  found  that  two  distinct  vessels  of  about  the  same  size 
could  be  felt  to  the  left  of  the  tumor  ;  it  was  supposed  that  they  con- 
stituted the  two  uterine  arteries,  one  of  which  had  become  twisted 
from  its  course.  This  opinion  was  substantiated  by  the  double  fact 
that  the  uterine  artery  could  not  be  located  on  the  right  side  and  that 
apparently  both  vessels  pulsated.  When  the  uterus  had  been  removed, 
it  was  found  that  there  was  the  end  of  one  vessel  protruding  from  the 
right  stump  and  two  from  the  left.  The  left  ligature  was  removed, 
and  it  soon  became  evident  that  the  second  vessel  was  the  ureter  ;  a 
short  search  discovered  the  other  end.  The  question  immediately 
arose  as  to  what  procedure  to  adopt.  Bringing  the  ureter  to  the  ex- 
ternal wound  for  the  purpose  of  forming  an  artificial  urinal  fistula,  and 
removal  of  the  kidney,  were  both  considered.  In  view  of  my  former 
experience,  however,  I  counseled  a  repetition  of  that  procedure,  and 
the  ureter  was  transplanted  into  the  bladder,  as  described  by  Dr. 
Krug,  with  a  perfect  result. 

The  three  cases  mentioned,  all  of  which  resulted  most  happily, 
demonstrate  conclusively  that,  unless  unsurmountable  obstacles  shall 
arise  in  a  given  case,  the  surgeon  will  in  future  not  be  justified,  in  the 
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face  of  a  severed  ureter,  in  making  an  artificial  fistula  or  in  removing 
the  kidney.  Even  where  a  urinal  fistula  has  followed  an  operation,  it 
is  not  only  possible,  but  perfectly  within  the  range  of  safe  surgery,  to 
at  a  later  period  reopen  the  abdomen,  dissect  the  ureter  from  its 
course,  and  transplant  the  cut  end  into  the  bladder.  In  fact,  I  am 
under  the  impression  that  some  such  procedure  has  already  been  car- 
ried out  by  one  of  the  members  of  this  Society,  although  I  am  not 
certain  that  the  case  has  been  placed  on  record. 

When  a  surgeon  stands  in  the  presence  of  a  severed  or  badly  in- 
jured ureter  he  has  at  present  the  choice  of  two  procedures — the 
transplantation  of  the 
kidney  end  of  the  ureter 
into  the  bladder,  or  the 
joining  together  of  the 
two  ends  of  the  vessel. 
Both  methods  have 
been  put  into  success- 
ful operation  on  the 
human  body.  That 
the  former  will  be  the 
choice  of  the  surgical 
world,  as  it  gains  expe- 
rience in  this  matter,  I 
am  convinced.  The 
advantages  of  the  end- 
to-end  union  —  which 
method  is  fully  de- 
scribed by  Van  Hook, 
of  Chicago,  and  Kelly, 

of  Baltimore— over  the  transplantation  method  are,  as  far  as  I  am 
able  to  see,  exceedingly  meager  ;  the  disadvantages  are  not  few  and 
are  serious.  First,  the  lower  down  the  injury  to  the  vessel,  the  more 
tedious  would  be  the  manipulation — a  manipulation  which  is,  at  best, 
delicate  and  difficult.  The  lower  down  the  injury,  the  easier  is  the 
transplantation.  As  a  matter  of  fact,  the  injury  will,  in  the  great 
majority  of  cases,  be  comparatively  low  down. 

The  ureter  is  of  small  caliber  and  with  comparatively  thick  walls  ; 
this  becomes  the  more  so  as  the  vessel  is  diseased.  It  is,  I  fancy, 
easier  to  talk  of  splitting  the  bladder  end  of  the  ureter  and  drawing  the 
kidney  end  into  its  caliber  than  to  do  it.  As  a  matter  of  fact,  in  the 
two  cases  with  which  I  have  had  experience  the  caliber  of  the  ureters 
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was  so  small  and  their  walls  so  thick  as  to  make  the  procedure  seem 
not  only  very  difficult  but  well-nigh  impossible.  Even  though  the 
kidney  end  be  drawn  into  the  bladder  end  successfully,  the  amount  of 
compression  to  the  implanted  end  must  interfere  very  materially  with 
its  patency,  and  when,  superadded  to  this,  one  considers  the  stitching 
which  is  necessary  to  render  the  opening  secure  from  leakage,  the 
danger  of  serious  compression  must  become  more  evident.  In  im- 
plantation into  the  bladder  ail  these  objections  are  removed. 

When  the  patient  has  recovered  from  her  operation  what  is  to  be 
the  ultimate  result  as  to  stricture  of  the  ureter,  and,  if  stricture  should 
result,  which  method  gives  the  best  chance  of  successful  treatment  ? 
With  the  amount  of  constriction  and  compression  necessarily  incident 
to  the  end-to-end  operation,  it  is  perfectly  evident  that,  if  stricture  is 
to  follow  this  operation,  it  will  occur  most  frequently  from  this  method. 
Should  stricture  occur  in  the  end-to-end  method,  it  occurs  at  the  seat 
of  the  operation,  where  in  the  case  of  the  implantation  into  the  blad- 
der it  must  occur  at  the  bladder  end  or  opening  of  the  vessel.  The 
ease  with  which  the  opening  of  the  ureter  may  be  exposed  with  the 
cystoscope,  examined  and  dilated,  in  comparison  with  the  difficulties 
and  uncertainties  of  the  dilatation  higher  up  beyond  the  reach  of  the 
eye,  needs  no  elaboration,  and  adds  one  more  argument  in  favor 
of  the  transplantation  method.  From  a  consideration  of  all  these 
facts  one  can  only  conclude  that  the  method  of  transplanting  the 
cut  end  of  a  severed  ureter  into  the  bladder  is  much  the  better 
operation. 

As  to  the  details  of  the  operation  itself :  The  bladder  end  is  drawn 
up  as  far  as  possible,  ligated  with  a  fine  silk  or  catgut  ligature,  cut 
away  close  to  the  ligature,  and  allowed  to  retract  into  its  bed  of  con- 
nective tissue.  The  kidney  end  of  the  vessel  is  now  picked  up,  the 
peritonaeum  covering  it  split,  and  the  ureter  dissected  from  its  bed  for 
a  distance  sufficient  to  free  enough  of  it  so  that  the  end  may  be 
brought  into  easy  contact  with  the  nearest  point  on  the  bladder  ;  an 
opening  is  made  into  the  bladder  at  this  point.  The  amount  of  dis- 
section of  the  ureter  will  depend  entirely  upon  the  point  at  which  the 
injury  has  occurred  ;  it  will  be  greater  the  higher  the  injury.  In  the 
two  cases  quoted  it  was  necessary  to  free  the  ureter  for  not  more  than 
an  inch  or  an  inch  and  a  half.  The  ureter  takes  such  a  sweeping 
curve  through  the  pelvis  to  reach  the  bladder  that  when  it  is  dissected 
from  its  bed  and  brought  straight  across  the  pelvis  to  that  organ  a 
number  of  inches  are  gained  in  reach.  I  can  see  no  reason  why  it 
could  not,  if  necessary,  be  so  freed  even  up  to  the  point  where  it 
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crosses  the  brim  of  the  true  pelvis.  Higher  than  that  nothing  would 
be  gained. 

After  freeing  the  ureter  and  opening  the  bladder,  both  ends  of  a 
suture  (with  each  end  threaded  with  a  separate  needle)  are  passed 
through  the  wall  of  the 
ureter  and  brought  out 
of  the  end  of  the  ves- 
sel. The  needles  are 
immediately  passed  in- 
to the  bladder  through 
the  opening,  are  made 
to  penetrate  its  walls 
about  a  quarter  of  an 
inch  from  the  cut  mar- 
gin, and  are  brought  / 
out  upon  its  peritoneal 
surface,  where  the  two 
ends  are  securely  tied, 
thus  drawing  the  end 
of  the  ureter  into  the 
bladder  and  fixing  it 
there.  If  thought  de- 
sirable, two  such  su- 
tures may  be  passed. 
Catgut  must  be  used  for  this  purpose,  for  the  reason  that  by  its  swell- 
ing it  obviates  any  danger  which  might  exist  as  to  leakage  of  urine 
from  the  puncture  points  (which  is  exceedingly  remote),  and  for  the 
reason  that  silk  might,  and  probably  would,  act  subsequently  as  a 
predisposing  factor  for  the  formation  of  vesical  calculus. 

It  is  probable  that  the  sutures  may  draw  the  free  end  of  the  ureter 
so  close  to  the  bladder  wall  as  to  interfere  with  the  free  flow  of  the 
urine ;  therefore  it  is  well  to  always  split  the  ureter  for  a  short  dis- 
tance on  the  side  opposite  to  that  on  which  the  stitch  is  placed.  This 
may  the  "more  accurately  be  done  after  the  suture  has  been  tied  and 
the  parts  have  assumed  a  fixed  position. 

It  now  remains  to  close  the  opening  into  the  bladder.  A  small 
catgut  suture  will  securely  unite  the  cut  edges  of  the  mucous  mem- 
brane of  the  bladder,  care  being  taken  that  it  be  brought  snugly  about 
the  ureter.  In  fact,  to  the  more  surely  secure  this  result,  a  stitch  may 
be  carried  through  the  wall  of  the  ureter  itself,  care  being  taken  not 
to  penetrate  its  lumen.    The  connective  tissue,  alone  or  together 
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with  the  peritonaeum,  is  now  to  be  brought  together  by  a  similar  suture, 
the  same  precaution  as  to  the  ureter  being  again  taken.  If  desired, 
silk  may  safely  be  used  for  this  and  subsequent  parts  of  the  procedure. 

It  only  remains  now  to  dispose  of  the  exposed  part  of  the  ureter 
in  the  pelvis.  When  the  operation  is  so  far  completed,  it  will  be 
found  that  this  free  portion  lies  close  against  the  pelvic  wall.  It  is 
very  simple  to  pick  up  with  a  suture  the  loose  peritonaeum  of  the  pel- 
vic wall  and  whip  it  over  the  ureter.  This  serves  the  triple  purpose 
of  adding  another  safeguard  against  urinal  leakage,  of  removing  any 
danger  of  a  possible  bowel  strangulation,  and  of  supplying  the  ureter 
with  a  source  of  future  blood  supply  and  thus  obviating  any  danger 
from  sloughing  of  the  vessel. 

It  will  be  most  interesting  to  watch  the  future  course  of  such  pa- 
tients. As  to  the  two  cases  on  which  this  paper  is  based,  the  cancer 
case  made  an  excellent  recovery,  returned  to  her  home  in  the  South, 
and  has  had  absolutely  no  symptoms  referable  to  the  injured  ureter. 
For  a  while  she  improved  in  health  rapidly — so  much  so  that  her  phy- 
sician thought  she  was  cured  from  her  cancer,  but  from  last  reports 
she  is  said  to  be  dying  of  the  disease. 

In  the  second  case  we  have  been  more  fortunate,  in  that  I  have 
been  able  to  keep  the  patient  under  close  observation  since  the  opera- 
tion, and  have  on  two  occasions  been  able  to  examine  the  bladder,  by 
the  aid  of  the  cystoscope,  under  an  anaesthetic.  The  first  time,  about 
six  weeks  after  the  operation,  the  prominent  and  elevated  end  of  the 
ureter  could  be  plainly  seen,  together  with  the  slit  in  its  side,  through 
which  the  urine  could  be  observed  oozing.  The  points  of  stitching 
in  the  bladder  could  be  readily  discerned,  and  the  whole  field  was 
dotted  with  points  of  inflammation.  Several  months  later  all  the 
points  of  inflammation  had  disappeared,  the  prominence  at  the  urethral 
opening  had  in  great  part  been  abolished,  and  the  opening  itself  pre- 
sented the  appearance  of  a  short  slit  in  the  bladder  mucous  membrane. 
There  was  hardly  a  trace  of  the  old  sutures.  So  far  there  is  not  the 
slightest  trace  of  stricture,  the  ureteral  catheter  passing  easily.  At  no 
time  has  there  been  any  bladder  trouble,  and,  from  the  easy  convales- 
cence through  which  the  patient  passed,  it  could  not  have  been  sus- 
pected that  a  serious  operation  had  been  performed. 

I  shall  take  much  pleasure  in  watching  the  future  progress  of  the 
case  as  to  stricture.    The  operation  was  performed  last  spring. 

A  cystoscopic  examination  of  the  bladder,  since  the  writing  of  this 
paper,  shows  a  complete  disappearance  of  all  inflammatory  lesions 
about  the  uretral  opening;  there  is  not  the  slightest  sign  of  stricture. 


Implantation  of  the  Severed  Ureter  into  the  Bladder. 


495 


REPORT  OF  A  SUCCESSFUL  CASE  OF  IMPLANTATION 
OF  THE  SEVERED  URETER  INTO  THE  BLADDER* 

By  Florian  Krug,  M.  D.,  New  York, 

Professor  of  Gynaecology,  New  York  Polyclinic  ;  Attending  Gynaecologist,  German 
Hospital  of  New  York,  etc. 

Accidental  injury  to  the  ureters  is  one  of  the  most  unfortunate 
occurrences  in  abdominal  surgery.  The  skill  of  the  operator  and  his 
knowledge  of  anatomy,  under  pathological  conditions,  has,  naturally, 
a  great  deal  to  do  with  the  frequency  of  its  occurrence.  The  almost 
universal  adoption  of  the  Trendelenburg  posture  has  greatly  reduced 
the  liability  to  this  accident,  as  it  enables  us  to  operate  under  the 
guidance  of  the  eye  as  well  as  of  the  touch.  Still,  there  are  cases, 
and  always  will  be  cases,  where,  owing  to  the  nature  of  the  disease,  or 
some  anomaly  of  the  relative  position  of  the  ureter,  injury  to  this 
organ  is  unavoidable. 

Until  a  short  time  ago,  if  such  an  accident  had  occurred,  there 
was  nothing  left  for  us  to  do  but  to  extirpate  the  kidney  on  that  side. 
Generally  the  patient's  condition,  after  the  original  operation  had 
been  concluded,  was  not  such  as  to  allow  immediate  nephrectomy. 
Different  operators  therefore  adopted  various  ways  of  establishing  a 
temporary  fistula,  either  by  fixing  the  cut  proximal  end  of  the  ureter 
into  the  abdominal  incision,  or  in  an  incision  in  the  loin,  or  else,  if 
ablation  of  the  uterus  had  been  performed,  by  fixing  it  into  the  vagina. 
It  has  also  been  suggested  to  implant  it  into  the  gut.  However,  even 
if  a  subsequent  nephrectomy  proved  successful,  the  result  obtained 
was  always,  at  best,  unsatisfactory.  Anything  to  improve  on  these 
former  procedures  should  therefore  certainly  be  welcomed. 

Dr.  Van  Hook's  experiments,  Dr.  Penrose's  case  of  implantation 
of  the  ureter  into  the  bladder,  and  Dr.  Kelly's  case  of  end-to  end 
anastomosis  have  added  a  great  deal  to  our  knowledge  of  surgery  of 
the  ureter. 

The  cases  being  few  in  number,  I  deem  it  worth  while  to  add  an- 
other successful  one  operated  by  myself.  Before  reporting  this  case, 
I  wish  to  express  my  thanks  to  Dr.  Baldy,  upon  whose  courteous  in- 
vitation I  operated  on  this  case  in  the  presence  of  Drs.  Henrotin  and 


*  Read  before  the  Philadelphia  Obstetrical  Society,  October  4,  1894. 
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Etheridge,  of  Chicago.  I  also  wish  to  thank  him  for  his  valuable 
assistance  and  advice  during  the  operation. 

The  patient,  colored,  was  about  thirty  years  of  age.  She  had  been 
a  sufferer  for  a  long  time,  profuse  and  irregular  menstruation,  ab- 
dominal pain,  backache,  and  inability  to  do  even  light  work  being  her 
main  complaints.  Previous  to  her  admission  to  the  Gynaecean  Hospi- 
tal of  Philadelphia,  she  had  been  subjected  to  all  kinds  of  electrical 
treatment  without  deriving  any  benefit.  Her  pulse  was  rather  weak, 
and  her  general  condition  greatly  impaired  by  her  long  suffering. 
The  entire  pelvis  was  filled  by  a  solid  fibroid  mass  which  reached  up  to 
the  umbilicus,  somewhat  nodular  in  shape  and  absolutely  immovable. 

The  operation  was  performed  last  spring.  On  opening  the  ab- 
domen, universal  adhesions  with  the  parietes  and  all  the  viscera  were 
found,  requiring  a  good  deal  of  preliminary  ligating  and  severing. 
When  the  upper  border  of  the  tumor  had  been  freed,  the  left  tube 
was  found  to  contain  pus.  There  was  also  an  abscess  in  the  left 
ovary.  They  were  both  tied  off,  and  the  same  procedure  was  re- 
peated on  the  other  side,  the  right  appendages  being  also  the  seat  of 
extensive  suppuration.  The  larger  portion  of  the  fibroid  mass  being 
wedged  in  the  pelvis,  and  entirely  intraligamentous,  it  was  necessary  to 
put  in  several  ligatures  on  either  side  before  the  tumor  could  be  shelled 


of  the  broad  ligament  had  pushed  the  ureter  forward,  the  latter  organ 
ran  in  front  of  the  tumor  near  the  abdominal  wall,  and  was  ligated 
and  cut  in  a  place  where  it  was  least  expected.  The  entire  uterus 
having  been  removed,  the  stumps  were  turned  into  the  vagina,  the 


a 


out  and  the  uterine 
arteries  reached.  It 
was  then  found  that 
the  left  ureter  had 
been  included  in  one 
of  the  ligatures  and 
had    been  severed, 


although  special  care 
had  been  taken  to 
avoid  just  such  an 
occurrence.  But, 
owing  to  the  fact 
that  the  tumor  had 
grown  intraligamen- 
tous, and,  in  unfold- 
ing, the  two  sheaths 
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vaginal  opening  closed,  and  the  peritoneal  flaps  brought  together. 
The  patient's  condition  being  comparatively  good,  it  was  now 
decided  not  to  establish  a  temporary  fistula,  but  to  at  once  im- 
plant the  ureter  into  the  bladder.  Fortunately,  the  proximal  end 
of  the  ureter  was  of  sufficient  length  to  allow  of  this  procedure. 
The  distal  end  of  the  cut  ureter  having  been  tied  off,  an  incision  of 
about  an  inch  and  a  half  was  made  into  the  bladder  near  the 
vertex.  A  fine  needle  threaded  with  finest  catgut  was  now  passed 
into  the  bladder  from  without  at  a  point  about  half  an  inch  below 
the  incision.  The  needle  was  then  passed  out  through  the  incision, 
then  through  the  ureter  from  without  within,  again  through  the  inci- 
sion in  the  bladder,  coming  out  at  a  point  near  the  original  insertion. 
A  second  suture  was  passed  in  the  same  way,  taking  hold  of  the  other 
side  of  the  ureter.  The  cut  proximal  end  of  the  ureter  was  now  split 
between  the  two  sutures,  and  the  two  sutures  loosely  tied  so  as  to 
suspend  the  ureter  in  the  bladder.  The  incision  in  the  bladder  was 
then  closed  up  by  four  tiers  of  running  and  interrupted  sutures,  the 
first  two  tiers  including  the  mucous  and  muscular  layer  of  the  blad- 
der, while  the  next  two  brought  the  peritoneal  investment  together. 
In  applying  these  sutures  we  had  in  view  not  to  constrict  the  ureter 
by  too  much  pressure,  and  at  the  same  time  to  close  -the  incision 
tightly  enough  to  prevent  leakage.  The  abdominal  wound  was  now 
closed  and  a  permanent  catheter  inserted  in  the  bladder.  The  latter 
was  removed  on  the  fourth  day  after  the  operation.  The  patient  was 
catheterized  regularly  during  the  next  few  days,  and  attended  to  that 
herself  for  another  week.    The  bowels  moved  on  the  third  day. 

Entire  convalescence  smooth,  without  an  untoward  symptom.  The 
patient  left  the  hospital  three  weeks  after  the  operation,  and  has  been 
well  ever  since.  Cystoscopical  examination  has  since  proved  the 
patency  of  the  implanted  ureter. 
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TREATMENT  OF  DISTENTION  OF  THE  FALLOPIAN 
TUBES  WITHOUT  LAPAROTOMY  AND  REMOVAL.* 

By  Frank  A.  Glasgow,  A.  B.,  M.  D., 

Professor  of  Clinical  Gynaecology,  St.  Louis  Medical  College. 

Gentlemen  :  I  present  to  you  to-day  an  article  on  a  very  un- 
fashionable topic — viz.,  the  modern  treatment  of  distention  of  the 
Fallopian  tubes.  I  might  have  said  conservative  treatment  of  disten- 
tion of  the  tubes,  but  many  would  immediately  say  to  themselves, 
"  Here  is  another  follower  of  the  old  school  who  is  content  to  do  as 
his  forefathers  did,  and  complacently  let  his  patients  die  because  of 
lack  of  courage  or  knowledge  of  how  to  perform  a  laparotomy  "  ;  for 
this  is  what  operating  in  pyosalpinx  is  considered  to  mean. 

This  paper  is  intended  to  demonstrate  that  operating  for  pyosal- 
pinx does  not  necessarily  mean  opening  the  abdominal  cavity.  Con- 
servative treatment  has  been  directed  toward  saving  portions  of  the 
ovaries  and  tubes,  and  has  not  been  in  the  direction  of  trying  to  avoid 
laparotomy.  The  conservative  treatment  is  worthy  of  our  highest 
respect,  but,  unfortunately,  has  not  been  as  successful  as  we  could 
wish.    The  greatest  element  of  danger  was  not  removed. 

Much  is  now  sacrificed  to  rapidity  of  cure.  Who  of  us  would  not 
rather  spend  a  few  weeks  or  months  in  gaining  fair  health  than  have 
our  abdomens  opened  and  the  intestines  disturbed,  as  is  necessary  in 
removal  of  the  tubes  ? 

I  do  not  consider  that  gynaecology  has  kept  pace  with  general  sur- 
gery in  the  past  fifteen  years,  and  for  this  reason  :  When  it  was  dis- 
covered that  vve  could  relieve  cases  of  pyosalpinx  by  removal  of  the 
tube  the  profession  felt  very  elated,  and  justly  so.  Laparotomy  be- 
came fashionable,  and  any  one  who  called  a  halt  was  looked  down 
upon.  So  far  I  have  no  objection  to  raise  ;  but  why  are  we  not 
further  advanced  except  in  technique  ?  When  the  general  surgeon 
found  that  he  could  save  the  life  of  a  patient  with  an  injured  hand  or 
foot  by  amputating  he  amputated,  but  was  not  satisfied.  Now  comes 
in  modern  surgery  and  teaches  him  how  to  save  four,  three,  two,  or 
even  one  finger.  This  was  certainly  a  greater  achievement  than  cut- 
ting off  the  hand  ;  hence  arose  the  doctrine,  now  firmly  established, 
to  save  all  you  can. 


*  Read  before  the  American  Association  of  Obstetricians  and  Gynaecologists, 
September  20,  1894. 
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Why  can  not  the  gynaecologist  have  the  same  motto  ?  It  will  de- 
tract from  brilliant  operations  and  very  likely  lessen  our  incomes 
somewhat.  This  probably  held  true  with  the  general  surgeon,  and 
we  certainly  are  not  less  honorable  than  they.  If  we  can  save  a  per- 
son by  less  "radical  means  than  coeliotomy  and  mutilation,  should  we 
not  do  it  ?  There  is  not  only  not  the  desire  to  do  so  among  those 
who  make  themselves  heard  loudest  through  the  press,  but  some 
actually  deride  those  who  advocate  the  trial  of  other  means.  I  think 
that  part  of  this  is  due  to  our  European  education.  In  Europe,  in 
the  great  hospitals,  the  patients  are  looked  upon  as  material  to  be 
shaped  and  fashioned  as  the  surgeon  sees  best,  irrespective  of  the 
patient's  feeling.  How  many  laparotomies  would  be  performed  if 
dangers  immediate  and  the  no  less  important  remote  complications 
were  honestly  laid  before  the  patient  ?  Not  many,  I  am  sure.  As  it 
is,  if  the  patient  dies  the  friends  feel  relieved — "  It  is  the  will  of  God, 
and  she  is  better  off,  anyway."  The  promises  of  the  operator  of 
"  very  little  danger  "  are  forgotten.  Perhaps  they  feel  a  little  grati- 
tude toward  the  doctor  for  acting  as  executioner.  If  the  patient  re- 
covers, Dr.  X.  is  the  greatest  man  in  the  profession,  and  she  goes 
around  hunting  up  other  victims.  I  am  satisfied  that  I  have  not 
overdrawn  this  picture. 

Now,  I  do  not  say  all  this  in  order  to  decry  laparotomy  in  proper 
cases;  I  am  as  much  in  favor  of  it  as  any  one  ;  but  I  know  that  when 
a  patient  leaves  her  bed  after  removal  of  the  appendages  and  is  able 
to  go  about  and  is  reported  as  cured,  she  is  often  very  far  from  cured. 
She  may  have  her  original  pains  even  worse  than  ever  ;  she  may  have 
intestinal  adhesions  or  hernia,  and  her  life  after  the  cure  is  not  more 
comfortable  than  before  she  added  to  that  surgeon's  glory.  You  all 
know  this  to  be  true,  yet,  as  there  is  much  truth  which  it  is  disagree- 
able to  state,  you  prefer  to  keep  silent. 

Now  in  regard  to  my  paper  proper,  as  what  I  have  already  said 
is  not  apologetic  but  explanatory. 

The  question  is,  Can  we  cure  tubal  disease  in  any  other  way  ?  I 
say  we  very  often  can.  We  can  learn  from  what  Nature,  unaided, 
can  do.  We  have  all  seen  cases  of  acute  pyosalpinx,  even  accom- 
panied with  peritonitis,  recover  from  their  acute  symptoms  and,  after 
a  discharge  has  taken  place  from  the  uterus,  become  perfectly  well. 
We  have  looked  for  distended  tubes  later  on  and  not  found  them. 
Those  tubes  were  undoubtedly  distended  and  were  emptied.  We 
assist  Nature  to  cure  in  other  locations  in  the  body,  why  not  do  so 
here  ?   Catheterization  has  been  tried  and  found  impracticable.  Very 
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few  have  claimed  that  they  could  succeed.  I  doubt  if  it  has  ever  suc- 
ceeded in  a  case  that  needed  it.  There  were  cases  reported  years 
back  in  which,  after  a  curetting,  a  discharge  of  pus  took  place  which 
was  followed  by  recovery  ;  yet  members  of  our  profession  did  not 
take  the  hint.  It  remained  for  a  classmate  of  mine,  Dr.  W.  B.  Dor- 
sett,  of  this  Western  city,  to  first  advocate  the  dilation  of  the  uterine 
cavity  with  the  object  of  opening  the  uterine  end  of  the  tube.  He 
advocated  this  for  those  cases  only  where  the  tube  was  enlarged  close 
to  the  body  of  the  uterus,  and  presented  some  striking  cases  of  its 
success.  He  advocated  packing  the  uterine  cornu  next  to  the  tube. 
For  myself  I  doubt  if  we  can  pack  one  part  of  the  cavity  any  more 
than  another.  Dr.  Dorsett's  idea  seemed  to  me  good  and  I  tried  it, 
but  not  in  exactly  the  kind  of  cases  for  which  he  recommended  it. 
I  have  always  noticed  that  the  uterine  ends  of  the  tubes  which  I  re- 
moved were  pervious  ;  also  those  which  I  saw  removed  by  others. 
I  furthermore  did  not  consider  gonorrhceal  inflammation  as  an  ad- 
hesive inflammation,  hence  I  did  not  believe  the  generally  accepted 
opinion— viz.,  "that  the  tubes  were  closed  by  adhesion  after  they 
had  been  inflamed  " — to  be  true.  On  the  contrary,  I  consider  this 
a  false  teaching,  and  this  is  probably  responsible  for  our  neglecting 
even  trying  to  open  the  tubes.  Knowing  that  the  tubes  are  more 
generally  distended  at  their  distal  extremity  and  that  the  inflamma- 
tion is  not  an  adhesive  one,  we  are  naturally  led  to  look  for  the  ob- 
struction. We  can  account  for  it  by  swelling  of  the  mucous  mem- 
brane or  uterine  tissue  immediately  around  the  uterine  ends  of  the 
tubes,  which  is  the  narrowest  portion.  This  I  believe  to  be  the  site 
of  the  occlusion  in  the  majority  of  cases.  The  results  obtained  after 
packing  the  uterine  cavity  can  easily  be  explained  on  this  supposi- 
tion. If  this  is  so,  it  is  not  hard  to  believe  that  we  may  have  an 
emptying  of  the  tube  after  we  have  applied  antiseptics  and  pressure 
to  the  swollen  mucous  membrane.  I  believe  another  element  comes 
to  our  aid,  and  that  is  a  stimulation  of  the  peristaltic  action  of  the 
uterus  and  tubes.    This  is  not  difficult  to  imagine. 

I  do  not  agree  with  Dr.  Dorsett  that  it  is  the  actual  distention  of 
the  cornu  which  opens  the  tube,  but  believe  that  it  is  a  subsidence  of 
the  inflammation  brought  about  by  pressure  and  antisepsis.  I  say 
this,  for  I  have  seen  the  pus  discharged  after  using  two  elm-bark 
tents  for  several  days.    The  tents  contained  bichloride  of  mercury. 

Dr.  Dorsett  packed  the  uterus  with  gauze,  sometimes  previously 
dilating  and  curetting.  This  packing  was  renewed  every  day  or  so 
until  the  flow  came.    I  did  this  for  a  number  of  cases,  and  then,  on 
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account  of  the  pain  which  it  often  caused,  I  sought  for  a  better  way 
and  believe  I  have  found  it. 

I  prepared  a  number  of  tents  of  elm  bark  and  sterilized  them, 
some  by  means  of  heat  and  others  by  an  alcoholic  solution  of  bichlo- 
ride of  mercury  (1  to  4,000).  These  I  have  used  almost  exclusively 
for  about  nine  months  past.  They  can  be  partially  broken  at  fre- 
quent intervals,  so  that  they  will  easily  follow  the  curve  or  flexion  of 
the  uterus.  We  can  use  them  when  the  uterus  is  too  sensitive  to  per- 
mit the  use  of  gauze.  We  can  gradually  slip  in  tent  after  tent,  first 
dipping  them  in  glycerin  or  water  for  a  moment,  until  the  cervix  is 
full.  I  now  place  a  wad  of  cotton  tied  with  a  string  just  against  the 
cervix  ;  the  tents  are  cut  off  to  a  length  which  will  just  permit  them 
to  entirely  enter  the  os  externum  without  pressing  on  the  fundus  ; 
they  have  each  a  short  string  attached  to  them.  This  is  kept  up  for 
a  number  of  days,  the  patient  being  kept  in  bed.  Sometimes  the 
dilation  causes  pain  ;  often  none.  If,  when  the  uterine  canal  is  large 
enough  to  admit  the  finger,  there  is  no  discharge  of  pus  with  relief  of 
the  symptoms,  I  anaesthetize  and  curette.  I  now  pack  with  gauze 
and  repeat  for  a  number  of  days. 

I  can  not  at  present  recall  a  case  of  tubal  distention  where  I  did 
not  get  some  discharge  after  packing  with  gauze  or  dilating  with  tents 
for  some  time.  Very  often  there  is  a  very  offensive  watery  discharge 
comes  through  the  packing,  even  soaking  into  the  bed.  Every  case 
is  not  permanently  relieved,  as  the  following  will  illustrate  : 

Case  I. — Mrs.  C.  Entered  St.  Louis  Mullanphy  Hospital  Octo- 
ber 12,  1893.  She  complained  of  much  pain  in  the  right  inguinal 
region.  One  week  previous  to  entrance  had  a  severe  chill.  I  found 
enlargement  of  the  right  tube,  lacerated  cervix  uteri,  and  lacerated 
perinaeum.  I  packed  the  uterus  with  iodoform  gauze,  without  anaes- 
thesia, for  ten  days  without  effect.  The  treatment  was  now  inter- 
rupted for  ten  days  on  account  of  the  catamenial  flow.  Three  days 
after  the  packing  had  been  resumed  a  foetid  discharge  began.  The 
pain  disappeared,  and  the  patient  sat  up  the  next  day.  The  second 
day  after  there  was  no  sensitiveness  except  high  up  and  on  firm  pres- 
sure ;  tube  infiltrated  but  smaller,  and  fundus  fixed  ;  patient  feels 
well,  and  went  home  on  November  6th.  She  returned  on  November 
30th,  having  had  a  chill  followed  by  fever.  1  found  a  hard  mass  to 
the  right  of  the  uterus,  firmly  attached  to  the  sacrum.  The  patient 
was  chloroformed  on  December  2d,  and  examination  showed  the  right 
tube  to  be  of  the  size  of  the  thumb  near  the  uterus ;  fundus  attached 
posteriorly;  left  side  free.    I  curetted  the  fundus  and  packed.  Two 
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days  later  a  free  discharge  of  watery  fluid  took  place  ;  no  pain  after- 
ward ;  I  washed  out  the  uterus  and  packed  for  a  few  days.  She  was 
discharged  on  December  20th,  not  quite  well  but  steadily  improving. 
I  heard  later  that  the  improvement  continued. 

The  above  case  was  one  of  the  most  unsatisfactory  and  obstinate, 
hence  I  give  it.  I  will  now  give  you  one  which  was  little  less  than 
miraculous  in  the  result  : 

Case  II. — Mrs.  H.,  a  private  patient.  Gave  a  history  of  having 
led  a  gay  life  a  few  years  ago,  about  which  time  she  had  a  miscarriage 
and  also  a  gonorrhoea.  After  the  gonorrhoea  she  was  attacked  with 
peritonitis,  and  was  for  a  long  time  in  the  hospital  in  New  York.  She 
was  warned  by  Dr.  Munde"  at  parting  not  to  allow  any  doctor  to  ex- 
amine her,  for  it  might  cause  peritonitis.  This  was  about  two  years 
before  I  saw  her,  on  May  21st.  I  found  her  in  bed  with  her  knees 
drawn  up,  suffering  intensely  ;  temperature,  101.50;  exquisitely  sensi- 
tive all  over  the  abdomen  and  all  around  the  uterus  ;  no  satisfactory 
examination  could  be  made.  I  ordered  hot  douches,  hot  poultices, 
and  salines;  had  to  give  her  a  little  morphine.  The  next  day  she  was 
removed  to  the  hospital,  where  she  showed  a  temperature  of  104.50. 
I  began  to  use  bichloride  elm  tents  at  once,  and  continued  the  hot 
applications  and  salines.  By  the  second  day  a  free  discharge  of 
bloody  pus  came  away,  and  the  pain  ceased.  Two  days  later  I  ceased 
to  use  tents  and  examined  her.  I  now  found  the  left  tube  small  and 
the  right  tube  the  size  of  an  egg.  The  uterus  was  pushed  to  the  left 
and  anterior;  no  pain  ;  no  fever,  and  little  sensitiveness.  From  now 
on  until  May  30th  there  was  a  bloody  discharge  ;  at  this  date  both 
tubes  were  found  thickened,  but  apparently  empty.  There  was  a 
little  sensitiveness.    She  left  the  hospital  on  June  5th. 

This  patient  became  perfectly  well — so  much  so  as  to  go  to  the 
night  races.  On  June  26th,  as  she  had  some  leucorrhoea,  I  introduced 
a  single  small  tent.  This,  I  very  much  suspect,  interrupted  an  early 
pregnancy,  for  three  days  later  she  had  severe  cramps  ;  no  tubal  dis- 
tention. The  next  day  a  foetid  discharge  took  place.  There  was 
now  a  bloody  discharge  until  I  curetted  the  uterus  under  anaesthesia 
on  July  12th.  The  tubes  were  not  involved.  I  packed  the  uterus 
for  a  few  days.  She  is  now  probably  pregnant  again,  but  perfectly 
well. 

I  must  confess  that  I  was  myself  amazed  at  the  quick  recovery  of 
this  patient. 

Case  III. — I  had  one  case  this  summer  where,  after  packing  the 
uterus,  I  got  a  discharge,  but  the  patient  was  not  relieved.    I  now 
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opened  Douglas'  cul-de-sac,  and,  in  separating  the  gut  from  the  pos- 
terior surface  of  the  broad  ligament  on  the  right,  I  opened  the  ab- 
scess, which  was  in  the  ligament.  I  packed  in  a  strip  of  gauze,  and, 
with  subsequent  drainage,  patient  recovered  completely.  This  may 
be  considered  as  a  type  of  cases  which  the  advocates  of  laparotomy 
would  say  was  not  suited  to  such  a  procedure.  In  many  cases  it  is 
impossible  to  tell  beforehand  whether  this  is  the  condition  or  not. 
A  good  rule  is  to  try  to  empty  the  tubes,  and,  if  we  succeed  and  the 
patient  still  does  not  improve,  we  can  then  perhaps  open  the  abscess 
from  below,  or  perform  laparotomy.  I  prefer  opening  from  the  vagi- 
na, for  I  have  never  lost  a  case  where  I  did  this  nor  had  hernia  re- 
sult. I  have  never  opened  a  gut  but  once,  and  this  I  did  carefully, 
as  I  suspected  it  to  be  a  gut.    I  sewed  it  up  and  had  no  trouble. 

During  the  last  year  or  so  I  have  had  more  than  twenty  cases  of 
distention  of  the  tubes,  and  have  performed  laparotomy  only  on  one. 
In  this  case  I  only  broke  up  the  adhesions  and  closed  the  abdomen. 
All  the  other  cases  were  either  very  much  improved  or  cured.  I  have 
several  on  hand  at  present. 

I  hope  I  have  said  enough  to  induce  you  to  make  a  trial  of  this 
method  of  treating  tubal  distention,  and  decide  for  yourselves  what 
it  is  worth. 

I  would  also  recommend  you  to  try  my  slippery-elm  tents  for  the 
routine  treatment  of  endometritis.  Make  the  tent  as  small  as  a  match, 
or  even  smaller,  and  dip  it  into  the  medicine  which  you  wish  to  apply 
to  the  endometrium  ;  introduce  it,  and  keep  it  there  for  several  hours 
with  a  cotton  tampon.  You  will  get  a  mucilaginous  antiseptic  appli- 
cation to  the  endometrium  which  is  far  more  efficient  than  any  appli- 
cation made  on  an  applicator.  I  have  graduated  from  gelatine  bougie 
applications,  and  want  no  more  of  them  ;  they  occasionally  cause 
fearful  colic  on  account  of  their  insolubility,  and  I  know  of  no  way 
of  getting  them  out.  Bougies  might  be  made  of  paper  with  a  string 
attached  so  that  they  could  be  withdrawn  like  my  own  tents  ;  these, 
I  imagine,  might  be  of  service. 
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NEPHRECTOMY  ;  REPORT  OF  FOUR  CASES.  REMARKS 
ON  INDICATIONS  FOR  THE  OPERATION* 

By  L.  H.  Dunning,  M.  D.,  Indianapolis,  Ind. 

Any  effort  to  describe  the  method  of  nephrectomy  to-day  would 
be  a  work  of  supererogation.  There  has  been  little  change  in  method 
during  the  last  ten  years,  though  there  has  been  great  improvement 
in  the  execution  of  details,  in  method  of  diagnosis,  and  in  the  consen- 
sus of  opinion  among  surgeons  leading  to  earlier  operations.  To  these 
must  be  attributed  the  marked  decrease  in  the  mortality  of  the  opera- 
tion during  the  last  few  years. 

Every  surgeon  deplores  the  necessity  of  extirpating  organs  so  essen- 
tial to  the  life  of  the  human  being  as  are  the  kidneys.  There  is  no 
more  commendable  or  humanitarian  work  being  done  to-day  than  that 
of  those  engaged  in  the  earnest  endeavor  to  devise  or  perfect  means 
by  which  the  vital  or  important  organs  may  be  retained  in  the  human 
body  to  perform  their  functions  normally  and  thus  minister  to  the 
health,  comfort,  strength,  and  longevity  of  the  individual.  It  is  a 
source  of  great  satisfaction  to  me  that  since  the  first  nephrectomy  I 
did  eight  years  ago,  the  necessity  for  such  a  procedure  in  like  cases 
has  very  nearly  passed  away.  In  the  future  the  instances  will  be  very 
rare  indeed  in  which  it  will  be  necessary  to  extirpate  a  movable  kidney, 
and  it  now  seems  to  me  that  just  as  surely  as  a  successful  method  of 
nephrorrhaphy  has  been  worked  out,  the  method  of  overcoming  valve 
formations  and  strictures  of  the  ureter  will  in  a  very  few  years  be  per- 
fected, so  that  nephrectomy  for  pyonephrosis  and  hydronephrosis  will 
be  rarely  indicated.  It  is  because  of  this  fact  and  this  belief,  together 
with  the  thoughts  they  suggest,  that  I  discuss  indications  for  operation 
with  each  case  reported. 

Case  I. — Mrs.  A.,  aged  forty-three  years,  had  two  years  and  a  half 
previously  undergone  an  operation  for  fixation  of  the  kidney.  The 
operation  was  seemingly  successful  the  first  three  months  ;  then  the 
kidney  became  movable,  and  the  patient  suffered  more  than  previous 
to  the  first  operation.  She  had  much  nausea  and  vomiting  and  peri- 
odical attacks  of  intense  pain.  She  was  much  emaciated  in  conse- 
quence of  the  persistent  vomiting  and  frequent  attacks  of  pain.  She 


*  Read  before  the  American  Association  of  Obstetricians  and  Gynaecologists  at  its 
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was  confined  to  bed  the  greater  part  of  the  time.  The  kidney  was 
removed  February  22,  1887,  by  the  lumbar  method  without  difficulty, 
and  the  patient  made  a  rapid  and  satisfactory  recovery.  The  amount 
of  urine  secreted  the  first  twenty-four  hours  was  nineteen  ounces  ; 
second,  twenty-eight  ounces  ;  third,  forty-four  ounces  ;  fourth,  thirty- 
six  ounces.  From  this  time  on  the  quantity  was  but  slightly  below 
normal,  and  the  specific  gravity  was  sufficiently  great  to  indicate  that 
the  solid  particles  eliminated  were  fully  up  to  normal.  We  thought 
then,  and  still  think,  we  found  a  sufficient  cause  for  the  increased 
severity  of  the  symptoms  after  the  kidney  was  anchored  and  became 
again  movable.  It  was  in  the  scar  tissue  resulting  from  the  operation 
When  the  kidney  was  exposed  for  its  removal,  it  was  found  surrounded 
by  the  fatty  envelope  that  had  the  appearance  of  the  normal  perirenal 
adipose  tissue  ;  but  on  close  inspection  there  were  found  pinkish  white 
bands  of  fibrous  scar  tissue  running  through  it  in  various  directions. 
These  bands  reached  out  in  all  directions,  beginning  in  that  part  of 
the  perinephritic  fatty  tissue  nearest  the  kidney.  In  fact,  upon  the 
posterior  and  the  outer  surfaces  of  the  kidney  the  renal  capsule  and 
fatty  envelope  were  so  intimately  blended  that  one  could  not  be 
separated  from  the  other.  The  bands  of  cicatricial  tissue  radiating 
through  the  fatty  tissue  extended  to  the  under  surface  of  the  kidney 
and  to  the  colon,  and  it  was  thought  to  the  duodenum,  but  this  was 
not  demonstrated. 

The  kidney  removed  was  found  to  be  in  a  normal  condition,  ex- 
cept upon  the  posterior  surface  near  the  external  border  there  was 
found  cicatricial  tissue  limited  to  an  area  one  inch  in  length,  one 
quarter  of  an  inch  in  width,  and  one  quarter  of  an  inch  in  depth.  This 
scar  tissue  resulted  from  passing  one  suture  through  the  cortical  sub- 
stance of  the  kidney  to  the  depth  of  one  quarter  of  an  inch  in  the 
former  operation.  For  three  months  subsequent  to  the  nephrectomy 
the  vomiting  was  almost  absent,  when  it  reappeared  and  persisted  for 
several  months,  resisting  all  forms  of  treatment.  Finally,  after  two 
years  the  vomiting  disappeared  spontaneously  and  the  woman  has 
since  been  in  comparatively  good  health.  She  has  from  the  date  of 
the  nephrectomy  been  entirely  free  from  pain  in  the  renal  region. 
Under  the  present  methods  of  anchoring  a  movable  kidney  there  are 
but  few  failures,  hence  it  will  seldom  be  found  necessary  to  extirpate 
the  organ  in  a  painful,  movable  kidney.  When  it  must  be  done,  the 
lumbar  method  should  be  employed,  and  the  oblique  incision,  1 
believe,  will  be  the  most  satisfactory  one.  The  vertical  one  was 
employed  in  this  instance,  and  it  was  found  necessary  to  make  a 
33 
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second  incision  parallel  with  and  just  below  the  border  of  the  twelfth 
rib. 

Case  II.  Hydronephrosis  of  Several  Mont/is'  Duration  diagnosticated 
Ovarian  Tumor ;  Tumor  removed  by  Abdominal  Section  ;  Recovery  of 
Patient;  the  Hydronephrosis  due  to  Impermeable  Stricture  of  the  Ureter  one 
inch  and  a  half  long. — Mrs.  K.,  aged  about  fifty-five  years,  was  referred 
to  me  by  Dr.  Drake,  of  Shelbyville,  Ind.  The  tumor  which  had  been 
first  discovered  five  or  six  months  previously,  had  been  steadily  grow- 
ing, until  at  the  time  of  my  observation  it  occupied  the  space  between 
the  crest  of  the  ilium  and  the  short  ribs  upon  the  right  side.  The 
inner  border  reached  the  median  line.  It  had  but  a  limited  range 
of  motion,  which  I  attributed  to  adhesions.  My  belief  was  that  the 
patient  had  had  a  moderate  degree  of  peritonitis,  causing  adhesion  of 
the  ovarian  cyst  wall  to  the  parietal  peritonaeum.  I  had,  a  few 
months  previous  to  this,  removed  an  ovarian  tumor  so  similar  in  size, 
location,  and  other  features,  that  I  did  not  give  due  weight  to  the  in- 
formation the  physical  signs  yielded  me  ;  for  instance,  there  was  reso- 
nance over  a  limited  portion  of  the  superior  anterior  surface  of  the 
tumor.  I  furthermore  could  not  ascertain  from  the  patient  the  fact 
that  the  tumor  grew  from  above  downward  ;  there  were  no  symptoms 
pointing  either  to  disease  of  the  kidney  or  bladder.  The  operation 
was  done  January  30,  1893,  at  my  private  hospital.  A  central  abdomi- 
nal incision  was  made.  The  tumor  was  found  retroperitoneal.  I  de- 
termined to  remove  the  tumor,  even  though  the  hydronephrosis  was 
due  to  an  impacted  stone  in  the  ureter.  It  was  tapped  and  two 
quarts  of  dark-colored  fluid  withdrawn.  The  perinephritic  tissue 
was  quite  firmly  adherent.  The  ureter  was  not  seen.  The  renal  ves- 
sels were  tied  and  cut  between  the  ligature  and  tumor,  and  the  tumor 
enucleated.  The  cortical  portion  of  the  kidney  was  thin  and  formed 
one  quarter  to  one  eighth  of  the  cyst  wall.  The  remainder  of  the 
cyst  wall  was  the  dilated  pelvis  of  the  kidney  and  the  upper  portion 
of  the  ureter.  Upon  examination  of  the  mass  removed,  we  found 
remnants  of  the  ureter  hanging  to  the  cyst  wall.  It  was  cordlike, 
one  inch  and  a  half  long,  and  entirely  impervious.  This  would  ac- 
count for  the  persistence,  and  steady,  though  slow  growth  of  the  tu- 
mor. No  stitches  were  taken  in  the  posterior  layer  of  the  perito- 
naeum. The  abdominal  incision  was  closed  in  the  usual  manner  and 
drainage  employed.  The  recovery  of  the  patient  was  rapid,  nothing 
occurring  to  interrupt  it.  The  cause  of  the  stricture  in  the  case  was 
not  determined.  No  stone  was  found  and  no  disease  of  the  kidney. 
The  cortical  portion  was  simply  atrophied  by  pressure.    The  woman 
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had  enjoyed  good  health  until  one  year  previously.  The  stricture  of 
the  ureter  was  probably  acquired  by  inflammation  or  ulceration.  Such 
inflammation  has  been  ascribed  to  the  passage  of  a  jagged  stone  from 
the  pelvis  of  the  kidney  through  the  ureter  into  the  bladder  and  to 
injuries,  such  as  falls,  blows,  or  kicks. 

Pye  Smith's  *  case  is  generally  conceded  to  be  one  of  stricture 
which  was  gradually  forming  two  years  after  the  receipt  of  the  injury. 
In  our  case  there  was  no  history  of  an  injury  to  the  abdomen.  In 
twenty-four  f  of  the  Middlesex  Hospital  cases,  recorded  by  Morris 
not  due  to  cancer  of  the  pelvic  organs,  there  are  three  of  stricture  of 
the  ureter.  In  thirty-two  cases  recorded  by  Roberts  there  were  five 
of  stricture  or  obliteration  of  the  ureter  near  its  origin  or  termination, 
produced  presumably  by  some  preceding  inflammation  or  ulceration. 

Fortunately,  in  our  case  our  error  in  diagnosis  did  not  jeopardize 
the  life  of  the  patient.  The  pathological  condition  found  demon- 
strated that  nephrectomy  should  have  been  the  operation  of  choice. 
Had  hydronephrosis  been  diagnosticated,  aspiration  might  have  been 
done,  but  it  would  have  been  followed  by  a  rapid  recurrence  of  the 
tumor.    Extirpation  of  the  kidney  must  have  been  resorted  to  finally. 

This  case  was  operated  upon  before  the  appearance  of  the  report 
of  Fenger's  cases,  \  which  has  revealed  to  us  heretofore  unknown 
possibilities  in  treating  stricture  of  the  ureter  at  its  origin.  One  who 
studies  Fenger's  cases  carefully  must  be  convinced  that  he  has  shown 
us  a  new  procedure  that  will  enable  us  to  avoid  the  removal  of  the 
kidney  in  many  cases  of  valve  formations  and  stricture  of  the  ureter. 
It  is  not  my  purpose  to  describe  the  operation  in  detail;  a  simple 
outline  may  be  given.  The  case  was  one  of  intermittent  pyonephro- 
sis. The  kidney  was  exposed  by  a  lumbar  incision.  The  pelvis  and 
the  calices  were  explored  by  the  finger  and  sound  through  an  open- 
ing into  the  pelvis  made  by  a  thermo-cautery  through  the  convex 
border  of  the  kidney.  No  stone  was  found.  The  kidney  was  lifted 
up  partly  out  of  the  lumbar  incision.  An  incision  was  made  through 
the  posterior  wall  of  the  pelvis  of  the  kidney.  The  incision  was 
drawn  open  and  search  was  made  for  the  ureteral  opening.  It  was 
not  found.  The  external  incision  was  extended  downward  and  for- 
ward ;  the  ureter  was  brought  into  view.  The  upper  portion,  as  it 
left  the  pelvis  of  the  kidney,  was  for  a  distance  of  half  an  inch  im- 
bedded in  cicatricial  tissue.    A  longitudinal  incision  one  centimetre 


*  Morris.    Diseases  of  the  Kidney,  p.  296.  \  Ibid.,  p.  297. 
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long  was  made  in  the  ureter  half  or  three  quarters  of  an  inch  below 
the  pelvic  opening.  A  small  metal  probe  introduced  through  the 
ureter  into  this  incision  passed  downward  for  six  inches.  In  passing 
it  upward,  however,  a  stricture  was  found  just  below  the  point  of  en- 
trance of  the  ureter  into  the  pelvis.  The  ureter  was  adherent  to  the 
surrounding  adipose  tissue  at  this  point.  The  adhesions  were  broken 
up  by  the  handle  of  the  scalpel  and  the  stricture  opened  by  a  longi- 
tudinal incision  on  the  probe  as  a  guide.  The  opened  stricture  was 
seen  to  be  one  centimetre  long.  No  stricture  was  found  elsewhere  in 
the  ureter.  The  patulency  of  the  ureter  was  established  by  uniting 
the  wall  of  the  ureter  below  the  stricture  to  the  pelvic  wall,  leaving 
the  stricture  as  a  loop.  The  procedure  was  similar  to  the  Heinecke 
operation  upon  the  pylorus.  The  incision  in  the  pelvis  was  closed 
with  sutures,  a  rubber  drainage-tube  was  placed  in  the  wound  down 
to  the  pelvis,  and  gauze  packed  into  the  wound  anterior  and  pos- 
terior to  the  kidney.  The  upper  portion  of  the  external  incision 
was  closed  by  a  suture.  No  drainage-tube  was  left  in  the  ureter. 
The  wound  healed  rapidly.  The  first  two  or  three  days  the  dress- 
ings were  soiled  by  urine,  but  after  the  third  day  the  urine  passed 
through  the  ureter,  and  continued  to  do  so.  The  patient  made  an 
excellent  recovery,  all  evidences  of  the  former  disease  having  dis 
appeared.  Whether  the  method  would  be  as  applicable  to  a  case  in 
which  there  was  a  stricture  one  and  a  half  inch  in  length  experience 
must  demonstrate.  This  would  require  a  shortening  of  the  ureter 
two  and  a  half  to  three  inches. 

Van  Hook's  experiments  demonstrate  that  the  ureter  can  be  elon- 
gated with  but  slight  traction — in  some  cases  two  inches  and  in  others 
four  inches.  There  is  certainly  presented  here  a  very  promising  field 
for  experimentation. 

Case  III. — The  third  case  I  shall  report  was  referred  to  me  by 
Dr.  J.  Akester,  of  Farina,  111.  The  patient  was  a  child  two  years  old. 
There  was  a  large,  solid  tumor  located  in  the  left  side  of  the  abdo- 
men, extending  from  beneath  the  ribs  to  the  crest  of  the  ilium  and 
beyond  the  median  line  toward  the  right.  The  abdomen  was  mark- 
edly protuberant,  and  the  left  half  of  it  filled  with  the  tumor.  The 
abdomen  walls  were  tightly  drawn  over  it,  and  seemed  thin.  No 
fluctuation  could  be  elicited,  and  the  tumor  seemed  fixed.  The  urine 
was  not*  examined  chemically  or  microscopically.  Nothing  abnormal 
in  quantity  or  appearance  was  ever  observed  by  parents  or  physician. 
The  child  was  markedly  emaciated.  It  was  difficult  for  her  to  walk. 
She  suffered  much  from  indigestion  and  difficult  breathing.    So  evi- 
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dent  was  her  suffering  and  so  great  her  restlessness  that  it  was  dis- 
tressing to  witness  them.  They  made  a  powerful  plea  for  the  relief 
of  the  child. 

My  diagnosis  was  sarcoma  of  the  kidney.  Upon  the  request  of 
the  father,  who  was  apprised  of  the  danger  of  the  return  in  a  few 
months,  the  tumor  was  extirpated  June  28,  1893.  A  median  incision 
was  employed.  The  tumor  was  found  behind  the  peritonaeum.  It 
was  easily  exposed  and  brought  into  view  ;  a  very  long  incision  was 
required  to  deliver  it.  It  extended  from  one  inch  above  the  tubes  to 
near  the  ensiform  cartilage.  There  were  not  many  adhesions,  so  the 
tumor  was  easily  brought  out.  We  found  much  difficulty  in  keeping 
the  intestines  under  control.  They  were  finally  wrapped  in  thick  hot 
compresses  and  laid  upon  the  right  abdominal  wall.  The  tumor  was 
pedunculated,  and  sprang  from  the  kidney.  The  ureter  and  blood- 
vessels were  tied  en  masse  and  the  tumor  and  the  kidney  removed. 
No  stitches  were  used  in  the  posterior  layer  of  the  peritonaeum.  A 
careful  toilet  was  made  of  the  peritoneal  cavity  and  the  abdomen 
closed  without  drainage.  The  patient  made  an  excellent  recovery. 
She  had  some  gastric  and  intestinal  disturbances,  but  resisted  them 
well.  At  the  end  of  the  first  week  she  was  taken,  during  the  heat  of 
the  day,  to  the  hospital  yards  and  placed  in  the  shade  of  the  trees  on 
a  stretcher  under  a  tent.  To  this  we  partly  attributed  her  rapid  re- 
covery. She  was  taken  home  near  the  end  of  the  fourth  week.  I 
was  informed  from  time  to  time  of  the  improvement  in  the  health  of 
the  child.  She  gained  rapidly  in  health  and  strength,  and  became 
seemingly  a  healthy  child. 

On  December  nth,  five  months  after  the  operation,  the  parents 
noticed  a  fullness  in  the  abdomen,  and  she  was  taken  to  Dr.  Akester, 
who,  upon  examination,  found  a  tumor  as  large  as  the  one  extirpated. 
It  grew  rapidly,  and  the  remaining  kidney  became  involved.  Blood 
appeared  in  the  urine  ;  a  little  later  vomiting  and  constipation  ;  rapid 
emaciation  came  on,  and  finally  death,  March  7,  1894,  nine  months 
after  the  operation.  An  autopsy  was  made,  but  was  not  quite  satis- 
factory, as  the  parents  would  not  allow  the  physician  to  carry  away 
the  tumor  for  careful  examination.  It  was  estimated  the  tumor  was 
double  the  size  of  the  one  removed,  and  seemed  to  have  begun  in  the 
remaining  kidney.  It  was  of  the  appearance  of  the  first  one,  which 
was  demonstrated  by  microscopical  examination  to  be  a  round-celled 
sarcoma.  I  have  but  recorded  another  case  of  sarcoma  of  the  kidney 
in  a  child,  which  has  after  its  extirpation  recurred  in  a  few  months 
and  proved  fatal. 
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After  a  study  of  the  results  in  all  recorded  cases,  I  am  forced  to  very 
nearly  the  same  conclusion  reached  by  S.  W.  Gross  in  1885,  who  said  : 
"  From  these  data  we  may  conclude  that  nephrectomy  for  sarcoma  in 
children  should  not  be  repeated."  Gross's  data  was  drawn  from  the 
record  of  sixteen  cases  between  the  ages  of  sixteen  months  and  seven 
years.  Of  these  sixteen  children,  seven  survived  and  nine  (or  56.25 
per  cent.)  perished.  Of  the  seven  survivors,  one  was  living  with  re- 
currence at  the  end  of  four  months,  four  died  of  recurrence  in  five, 
six,  nine,  and  nineteen  months  respectively.  Two  were  lost  sight  of. 
It  is  not  surprising  that  Gross  should  have  written  so  positively  against 
surgical  interference.  Since  Gross's  article  there  has  been  recorded, 
including  my  own  cases,*  twenty  cases  of  sarcoma  of  the  kidney 
under  five  and  a  half  years  of  age  operated  upon.  Of  these,  five  per- 
ished and  fifteen  survived  the  operation — or  there  was  a  mortality  of 
twenty-five  per  cent. — a  very  remarkable  decrease,  the  rate  as  re- 
ported by  Gross  being  56.25  per  cent.  Of  those  who  survived,  death 
occurred  in  one  case  in  four  months,  one  in  five  months,  one  in  sev- 
eral months,  one  in  three  months,  one  in  eight  and  a  half  months,  and 
one  in  eleven  weeks — viz.,  the  average  length  of  life  in  six  cases  was 
but  4.2  months.  Of  the  remaining,  one  was  lost  sight  of  in  two  weeks, 
one  in  twenty-four  days,  and  concerning  five  nothing  except  that  they 
survived  the  operation  could  be  ascertained.  One  was  in  good  health 
two  and  a  half  months  after  the  operation,  one  two  months  after  the 
operation,  one  a  year  and  a  half  after  the  operation,  and  one  was  well 
after  thirty  days,  but  how  long  after  observation  is  not  stated.  But  six 
were  reported  as  in  good  health  after  the  extirpation  of  the  tumor. 
This  record  is  truly  appalling. 

The  length  of  time  the  tumor  was  known  to  be  in  existence,  its 
size,  or  form  of  pathological  elements,  did  not  seem  to  affect  imme- 
diate or  remote  results.  The  more  one  studies  the  histories  of  the 
twenty  cases  I  have  collected,  the  more  thoroughly  will  he  be  con- 
vinced of  the  utter  inefficiency  of  surgery  to  cure  sarcoma  of  the 
kidney  in  children.  It  can  not  be  denied,  however,  that  where  the 
patients  survive  the  operation  their  lives  are  ofttimes  prolonged  a  few 
months.  In  my  own  case  the  child  in  all  probability  lived  five 
months  longer  than  it  would  have  done  had  the  tumor  not  been  re- 
moved. Such  a  happy  result  has  occurred  in  many  instances,  and,  I 
think,  furnished  a  sufficient  justification — indeed,  a  clear  indication 

*  These  reports  include  the  cases  of  Schmidt,  Fischer,  Bardenheuer,  Tillmann, 
K6nig  (3),  Landois,  Witgel,  Roberts,  W.  O.,  Kocher,  Brockaus,  Steele,  Abbe, 
Dohren,  Croft,  Puglie,  Allsberg,  and  Dunning. 
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for  the  operation — if  the  parents,  after  a  complete  understanding  of 
the  risk  and  danger  of  quick  recurrence,  elect  to  have  the  tumor 
extirpated. 

Case  IV.  Nephrectotny  One  Month  after  Vaginal  Hysterectomy  for 
Uretero-vaginal  Fistula  ;  Recovery. — This  patient  was  a  young  woman 
having  quite  extensive  involvement  of  the  lower  portion  of  the  uterus 
in  cancerous  process.  The  uterus  was  quite  movable,  but  the  left 
broad  ligament  was  involved.  The  forceps  operation  was  done  at 
my  private  hospital,  February  20,  1893.  A  nodule  of  cancerous 
tissue  was  left  after  removing  the  uterus.  It  was  peeled  out  with  the 
finger  from  between  the  folds  of  the  broad  ligament.  It  was  believed 
that  in  this  effort  the  ureter  was  torn  across  ;  a  uretero-vaginal  fistula 
resulted.  There  was  twice,  at  intervals  of  twelve  days,  a  closure  of 
this  fistula  for  a  few  hours,  and  most  intense  suffering  of  the  patient. 
She  became  morbid  and  importunate  for  an  operation.  Her  friends 
joined  her,  and,  after  consultation  with  her  physician,  Dr.  Kimball, 
of  Marion,  Ind.,  and  Dr.  Pfaff,  of  Indianapolis,  I  decided  to  institute 
operative  measures.  The  vault  of  the  vagina  was  hard  and  unyield- 
ing ;  the  opening  of  the  ureter  was  upon  the  posterior  surface  of  the 
vagina.  We  did  not  think  we  could  be  successful  in  performing  the 
Parvin  or  Bandle  operation,  concluding  that  the  only  feasible  methods 
to  be  adopted  were  either  a  colpocleisis  after  an  artificial  vesical  vagi- 
nal fistula  had  been  established,  or  a  nephrectomy.  The  latter  was 
chosen.  We  were  able,  by  the  course  taken  by  the  probe,  to  demon- 
strate that  the  fistula  was  of  the  left  ureter.  The  left  kidney  was 
removed,  the  oblique  lumbar  incision  being  employed.  No  diffi- 
culties were  encountered.  The  kidney  was  healthy.  At  the  end  of 
two  weeks  the  wound  was  entirely  healed,  and  the  patient  went  to 
her  home  at  the  end  of  three  weeks.  Just  before  returning  home  a 
vaginal  examination  was  made,  and  a  hard  nodule  was  found  near 
the  site  of  the  nodule  removed  from  the  left  broad  ligament.  The 
cancer  had  recurred  in  seven  weeks.  The  patient  lived  three  months 
longer,  and  died  of  exhaustion  and  septicaemia. 

The  writer  has  in  a  previous  article  discussed  in  detail  the  treat- 
ment of  uretero-vaginal  fistula  following  hysterectomy.*  He  has  no 
reason  at  present  to  dissent  from  the  conclusions  arrived  at  in  the 
article.  His  conclusions  relating  to  hysterectomy  are  :  "  Nephrectomy 
is  a  justifiable  procedure  in  uretero-vaginal  fistula  when  there  is  ob- 
struction to  a  free  flow  of  urine  into  the  vagina  that  can  not  be  over- 
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come  by  dilatation  of  the  fistulous  opening,  in  case  of  failure  of 
plastic  operations,  and  when  the  corresponding  kidney  is  markedly 
diseased. 

The  transplantation  of  the  ureter  into  the  rectum  entails  upon  the 
patient  continued  suffering,  and  subjects  her  to  the  great  danger  of 
the  occurrence  of  ureteritis,  interstitial  nephritis,  and  pyelitis  ;  and, 
moreover,  the  mortality  of  the  operation  is  quite  as  great  as  that  of 
nephrectomy. 

In  view  of  the  frequent  failures  and  the  certain  resultant  irritation 
from  residual  urine  when  successful,  I  do  not  believe  colpocleisis 
should  ever  be  resorted  to  in  case  of  uretero-vaginal  fistula  following 
vaginal  hysterectomy  for  cancer.  The  only  procedure,  it  seems  to 
me,  that  is  preferable  to  nephrectomy  is  a  plastic  operation  which 
aims  at  the  re-establishment  of  the  ureter  after  the  plan  of  Parvin  or 
Bandle,  as  modified  by  Cushing — viz.,  by  passing  a  probe  from  the 
bladder  into  and  through  the  vesical  end  of  the  ureter  and  onward 
through  the  fistula  into  the  ureter,  and  then  by  a  plastic  operation 
upon  the  vaginal  wall  make  an  artificial  canal  continuous  with  the 
severed  ends  of  the  ureter.  Unquestionably,  there  will  be  a  tendency 
toward  the  formation  of  a  fistula  of  the  ureter  in  such  cases  which 
may  be  overcome  by  dilatation.  The  mortality  of  nephrectomy  for 
fistula  of  the  ureter  is  twelve  and  a  half  per  cent.,  which  is  about  the 
normal  rate  of  mortality  when  the  remaining  kidney  is  not  diseased 
or  the  patient  exhausted  by  long-continued  suppuration  or  consti'u- 
tional  disease. 


HYSTERECTOMY  IN  PUS  CASES.* 
By  William  R.  Pryor,  M.  D., 

Visiting  Surgeon  to  the  City  Hospital ;  Adjunct  Professor  of  Gynaecology,  New  York 

Polyclinic. 

Every  surgeon  who  has  had  opportunity  to  do  many  cceliotomies 
for  purulent  adnexa,  and  who  has  studied  carefully  the  after-effects 
of  his  work,  must  be  convinced  that  too  often  has  he  failed  to  relieve 
his  patients  from  all  distressing  symptoms.  A  brilliant  operation  has 
been  performed  and  striking  gross  pathological  specimens  removed  ; 
he  is  satisfied  with  the  result.    But  from  the  standpoint  of  the  patient, 


*  Read  before  the  New  York  State  Medical  Association,  October  9,  1894. 
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is  the  operation  a  success  ?  I  can  not  give  you  precise  figures,  be- 
cause I  have  been  unable  to  follow  all  my  cases,  but  I  unhesitatingly 
state  that  at  least  a  third  of  the  cases  from  whom  I  have  removed 
both  adnexa  containing  pus,  leaving  the  uterus  behind,  regret  ever 
having  undergone  the  operation.  The  reasons  for  this  may  become 
apparent  further  on.    If  an  operator  tells  me  that  his  results  from 


bilateral  salpingo-oophorectomy  are  entirely  satisfactory  to  his  pa- 
tients as  well  as  himself,  I  can  but  say  that  he  either  does  not  operate 
upon  the  same  class  of  cases  as  I  do,  or  else  that  he  possesses  a  most 
enviable  degree  of  skill. 

I  do  this  operation  not  because  it  can  be  done  successfully,  but 
because  of  the  persistence  of  symptoms  after  the  old  operation.  In 
speaking  on  the  affirmative  side  of  this  question  at  the  last  session  of 
the  American  Gynaecological  Society,  I  said  :  "  I  firmly  believe  that  we 
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get  as  good  results  from  palliative  measures — such  as  curettage,  vaginal 
tapping  and  so  forth — as  are  obtained  by  a  cceliotomy  which  leaves 
the  uterus  behind."  This  is  still  my  view.  Much  sentiment  is  wasted 
upon  the  uterus  deprived  of  its  adnexa.  It  is  styled  a  useful  mem- 
ber, part  of  the  body  which  belongs  to  the  woman,  a  healthy  organ 
and  what-not.  The  truth  about  it  is  that  a  uterus  which  has  been  as- 
sociated in  and  the  first  step  to  an  inflammatory  process  severe  enough 
to  produce  bilateral  pyosalpinx  remains  for  very  many  years  a  mis- 
chievous, distress-producing  organ.  Once  being  deprived  of  the  men- 
strual function,  the  uterus  is  no  longer  useful.  I  take  the  position 
that  when  such  operative  procedure  must  be  had  as  will  bring  on  the 
artificial  menopause,  the  woman  were  better  without  the  uterus. 
Either  preserve  the  menstrual  function  by  conservative  measures,  or 
remove  the  uterus  when  the  ovaries  and  tubes  are  taken  away. 


Fig.  2a. — For  operations  in  the  lithotomy  posture. 


Throughout  this  entire  article  I  feel  inclined  to  write  the  refrain, 
"  I  speak  of  cases  of  tubal  or  ovarian  suppuration  only,"  so  persist- 
ently are  we  represented  as  taking  out  the  uterus  when  associated 
with  non-suppurative  disease  of  the  adnexa.  So  radical  a  procedure 
as  ablating  the  uterus  when  apparently  the  adnexa  alone  are  diseased 
will  not  commend  itself  to  surgeons,  unless  it  be  theoretically  approved 
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and  offers  to  the  woman  a  benefit  equal  to  or  greater  than  that  which 
follows  salpingo-oophorectomy  alone  and  with  no  increase  in  danger. 
For  myself,  let  me  disclaim  the  intention  of  ever  attempting,  and  the 
almost  crime  of  ever  having  performed,  the  operation  of  removal  of  the 


Fig.  3a. — Folded  ready  for  shipment. 


adnexa  for  ovaritis.  It  is  utterly  impossible  for  me  to  meet  the  men 
who  do  this  operation  upon  any  common  ground.  It  is  based  upon 
a  conception  of  the  causes  of  pelvic  disease  and  suffering  far  differ- 
ent from  those  which  I  entertain  and  is  the  rankest  sort  of  extreme 
radicalism,  utterly  opposed  to  conservatism.  I  trust  that  I  have  made 
this  repudiation  of  a  procedure  which  should  be  discredited  by  the 
whole  profession  sufficiently  plain.  This  is  deemed  necessary  in 
view  of  repeated  statements  that  those  of  us  who  remove  the  uterus 
for  pus-tubes  and  ovaries  do  so  whenever  we  remove  both  adnexa, 
an  expression  which,  while  stating  our  practice,  would  lead  the  reader 
to  infer  that  we  ablate  the  uterus  in  non-suppurative  cases  and  where 
others  do  simple  salpingo-oophorectomy.  I  can  speak  for  the  four 
men  who  most  often  in  this  country  have  done  hysterectomy  in  pus 
cases,  that  they  never  do  a  salpingo-oophorectomy  for  ovaritis  or 
unless  pus  be  present  in  tube,  broad  ligament  or  ovary.  Having 
stated  my  position,  then,  as  that  of  one  who  is  dealing  with  pus  cases 
only,  I  may  consider  the  merits  of  the  operation  : 


Number  of 
operations. 

Number  of 
deaths. 

Number  with 
rectal  open- 
ings. 

Number  of 
these  latter 
that  died. 

J.  M.  Baldy  

W.  M.  Polk  

W.  R.  Pryor  

Total  

34 
22 
20 
9 

2 
I 

I 

I 

3 

85 

3.53  per  ct. 

3 

5 
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Dr.  Baldy  leaves  a  little  of  the  cervical  tissue,  a  modification  of 
the  operation  which  I  think  unnecessary,  but  which  materially  does 
not  differ  from  the  one  I  do. 

The  best  reliable  statistics  of  salpingo-oophorectomy  are  those  of 
Zweifel,  he  having  operated  upon  one  hundred  and  forty-two  cases 
without  drainage  and  with  two  deaths.  In  this  statement  he  includes 
cases  where  one  side  alone  was  involved — a  class  of  cases  not  included, 
of  course,  in  the  above  eighty-five  operations.  Thus,  ablation  of  the 
uterus  in  the  worst  cases  gives  a  mortality  of  but  3.53  per  cent. 


FlG.  2. — Method  of  splitting  the  posterior  vaginal  wall,  where  the  cul-de-sac  is 

deep.    (W.  R.  P.) 

I  have  previously  reported  myself  thirty-two  undrained  cases  of 
salpingo-oophorectomy  without  a  death.  So  much  for  the  old  opera- 
tion. Naturally  you  question  :  Why,  if  the  salpingo-oophorectomy  in 
pus  cases  is  so  safe  an  operation,  change  to  another  ?  In  the  answer 
to  this  query  is  involved  the  gist  of  the  whole  matter  under  discus- 
sion. The  operation  of  mere  removal  of  pus-tubes  and  ovaries,  the 
uterus  being  left,  was  unsatisfactory,  because — 

r.  The  infection  which  originally  caused  the  pelvic  involvement 
came  through  the  uterus,  may  persist  after  pus-tubes  or  ovaries  are 
removed  and  may  recur  from  fresh  exposure.  This  is  especially 
true  of  gonorrhceal  cases,  for  a  woman  will  return  to  the  husband  or 
lover  who  originally  infected  her.  I  have  been  compelled  to  re- 
peatedly curette  the  uterus  for  such  recurrent  attacks  of  gonorrhceal 
endometritis. 
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2.  About  twenty  per  cent,  of  pus  cases  are  tubercular  with  tuber- 
cular uterus.  Removal  of  the  pus-tube  or  ovary  alone  leaves  behind 
the  tubercular  uterus.  I  am  familiar  with  the  histories  of  not  less 
than  six  cases  which  have  become  subjects  of  phthisis  pulmonalis 
after  pus-tubes  were  removed  and  the  uterus  left  ;  cases  with  clean 
lungs  at  the  time  of  operation. 

3.  Certain  old  cases,  such  as  we  find  in  our  city  hospitals,  are  so 
advanced  in  degeneration  of  tubes,  ovaries  and  broad  ligaments  that 
to  remove  all  pus  foci  entails  such  injury  to  the  uterus  as  renders  it 
hazardous  as  well  as  useless  to  retain  the  mutilated  organ. 

4.  Removal  of  pus  cavities  communicating  with  the  bowel  gave  a 
mortality  of  seventy-five  per  cent,  when  the  uterus  was  retained. 
Krug  and  Polk  have  each  ablated  the  uterus  in  such  a  case  with  re- 
covery, and  I  have  removed  the  uterus  in  no  less  than  three  cases 
having  bowel  communications  with  pus  sacs,  all  recovering. 

5.  Liability  to  displacement  of  the  unsupported  uterus. 

6.  In  long-standing  cases,  with  perhaps  years  of  suffering,  the  pel- 
vic nerves  are  in  a  condition  of  chronic  inflammation — true  pelvic 
neuritis.  The  cervical  ganglia  are  the  largest  about  the  uterus.  They 
and  their  branches  are  alike  inflamed  with  the  other  tissues  of  the 
uterus,  the  ovary  and  tube.  Many  patients  who  have  had  salpingo- 
oophorectomy  alone  performed  suffer  as  much,  though  in  a  different 
way,  as  before  the  operation.  So  great  is  this  distress  that  many  de- 
plore the  performance  of  what  we  consider  a  brilliant  operation.  The 
pelvic  pain,  the  long  dragged-out  artificial  menopause  and  the  back- 
ache render  these  patients  utterly  miserable.  Bilateral  salpingo- 
oophorectomy  done  in  recent  cases  does  not  give  so  large  a  percentage 
of  failures  to  relieve  symptoms,  because  the  inflammatory  processes 
have  not  become  so  deep-seated  and  have  not  produced  the  gross 
structural  lesions  found  in  older  cases. 

Any  operation  upon  the  purulent  annexa  which  leaves  behind  the 
inflamed  nerves  about  the  cervix  does  not  give  the  measure  of  relief 
which  is  desirable.  In  marked  contrast  to  these  cases  is  the  conva- 
lescence and  future  comfort  of  those  cases  of  myomata  with  pus-tubes 
in  which  the  organ  has  been  ablated.  And,  so  far  as  we  have  been 
able  to  observe  our  cases  of  removal  of  the  uterus  where  both  adnexa 
are  purulent,  the  same  relief  from  pelvic  symptoms  is  found  as  follows 
the  removal  of  the  fibroid  or  malignant  organ. 

There  is  one  class  of  cases  in  which  I  do  not  deem  it  necessary  to 
remove  the  uterus  with  purulent  destruction  of  both  adnexa — where 
already  atrophy  of  the  genitalia  has  begun.    Such  cases  we  find  in 
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old  prostitutes,  in  whom  the  uterus  is  little  else  than  a  small  bundle 
of  fibrous  tissue,  the  atrophic  changes  of  the  menopause  having  taken 
place. 

It  is  useless  for  critics  to  state  that  this  operation  can  be  done  by 
those  only  who  are  particularly  skilled  in  hysterectomy.    We  deny 


Fig.  3 — View  from  the  right  side,  showing  the  method  of  transfixing  thick  pedi- 
cles containing  the  uterine  artery  and  branches,  and  ligating  by  anterior  and 
posterior  ligatures.    (W.  R.  P.) 


the  attribute  ascribed  to  us,  however  flattering  it  may  be,  and  refuse 
to  accept  incompetency  as  an  excuse  for  rejecting  the  proper  opera- 
tion and  doing  another  simply  because  easier.  One  thing  has  struck 
me  as  marked  in  all  this  discussion — i.  e.,  most  of  the  opposition  to 
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removal  of  the  uterus  comes  from  those  who  spay  for  fibroids.  Abla- 
tion of  the  uterus  for  pus  foci  is  directly  evolved  from  the  same  opera- 
tion for  fibroids,  and  capability  to  do  one  will  give  the  operator  the 
right  to  do  the  other.  The  personal  equation  can  not  be  here  elimi- 
nated. Men  who  get  a  prohibitive  mortality  from  their  hysterec- 
tomies for  fibroids  will,  of  course,  not  successfully  do  this  operation  ; 
but  they  have  no  right  to  raise  their  voice  against  it  or  in  support 
of  it. 

Now  these  results  I  quote  you  are  obtained  in  just  that  class  of 
cases  which  gave  us  our  mortality  after  the  old  operation — namely, 
very  chronic  cases  associated  with  uterine  fibrosis  and  those  having 
communications  between  the  bowels  and  pus  foci.  Objection  is  made 
that  shock  attends  this  operation  and  is  absent  in  salpingo-oophorec- 
tomy.  The  cases  tabulated  here  cover  every  walk  of  life,  from  the 
woman  of  wealth  to  the  tramp  in  delirium  tremens.  What  force  has 
this  objection  when  the  results  are  such? 

But  shock  is  not  an  attendant  upon  this  operation.  Very  little 
blood  is  lost  and  not  a  fraction  of  that  bruising  of  living  tissue  is 
produced  which  accompanies  attempts  to  strip  old  adhesions  from  the 
uterus  and  pelvic  walls.  Except  in  cases  of  openings  into  the  bowel, 
no  drain  is  introduced  from  above,  but  the  abdominal  incision  is  ac- 
curately closed.  I  always  operate  upon  the  table  shown  you.  The 
operation  is  begun  with  the  patient  in  the  horizontal  posture.  With 
this  table  the  patient  can  be  thrown  into  the  true  Trendelenburg  posi- 
tion and  back  to  the  horizontal  without  disturbing  the  dressings  or 
altering  the  height  and  relations  of  the  field  of  work  to  operator  and 
assistants,  the  abdomen  being  over  the  center  of  the  table. 

The  steps  of  the  operation  as  I  do  it  are  as  follows  :  The  ovarian 
arteries  are  tied  off  and  the  broad  ligament  cut  to  the  middle  between 
two  ligatures  (Fig.  i).  The  vagina  is  entered  either  by  separating 
the  bladder  from  the  uterus  in  front,  or,  as  I  prefer  when  I  can  do  it, 
by  opening  the  cul-de-sac  and  then  separating  the  bladder  and  uterus. 
This  leaves  the  uterus  attached  by  two  lateral  strips  of  tissue  only,  in 
which  are  the  uterine  arteries.  The  curved  needle  is  now  entered  on 
the  anterior  face  of  the  broad  ligament  and  sweeps  around  the  uterine 
artery  (Fig.  i)  and  is  tied.  The  same  thing  being  done  on  the  two 
sides,  the  uterus  is  cut  away.  The  ligatures  on  the  ovarian  arteries 
are  cut  short,  those  on  the  uterine  left  long  and  tucked  into  the  va- 
gina. The  vagina  is  packed  with  iodoform  gauze  from  above  and  not 
closed  (Fig.  5). 

Done  in  this  way,  the  operation  is  bloodless.    I  consider  it  a  dis- 
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advantage  to  close  over  the  top  of  the  vagina  with  sutures,  as  doing 
so  furnishes  the  stumps  with  vitality  and  retards  separation  of  the 
ligature  (Fig.  4).  If  the  cul-de-sac  be  deep,  I  cut  it  to  the  bottom  and 
take  a  running  suture  along  the  edges  to  give  better  drainage  (Fig.  2). 
Should  the  stumps  of  the  uterine  arteries  be  very  thick,  they  may  be 
transfixed  and  tied  in  two  parts  outside  the  ligatures  already  placed 


Fig.  4. — Total  abdominal  hysterectomy  ,  vaginal  vault  in  process  of  closure,  with 
lower  stumps  drawn  into  the  vagina.  Opening  in  the  left  broad  ligament 
closed. 

(Fig.  3).  If  there  be  an  opening  into  the  rectum,  small  and  surrounded 
by  a  wide  necrotic  area,  this  opening  is  either  closed  by  resecting  a 
portion  of  gut,  or  else  it  is  not  closed  at  all  but  is  so  arranged  as  to  lie 
immediately  over  the  vaginal  packing.  The  rest  of  the  intestines  are 
kept  out  of  the  pelvis  by  a  Mikulicz  packing,  and  the  pelvis  thus  made 
practically  extraperitoneal.  Should  a  fistula  occur,  it  will  be  into  the 
vagina  and  easily  closed.  I  adopted  this  plan  successfully  in  two  of 
my  cases.  Provision  is  made  for  escape  of  faeces  by  dilating  the 
sphincter  and  introducing  a  short,  large  cannula  into  the  rectum. 

In  one  case  of  communicating  tube  and  rectum,  I  split  the  vagina 
down  to  the  bottom  of  the  cul-de-sac,  as  described,  but  made  the  cut 
to  one  side.  The  vaginal  Hap  was  sewed  over  the  very  large  fistula 
in  the  gut.  The  patient  recovered.  Mikulicz  packing  was  done  here 
also. 

I  have  attempted  to  show  that  this  comparatively  new  operation 
34 
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gives  results  far  better  than  the  old,  and  with  a  very  low  rate  of  mor- 
tality. If  I  have  succeeded  in  this,  I  can  not  appreciate  the  value  of 
further  objection  to  it.  Quoting  Henrotin's  words,  the  indications 
for  palliative  operations  in  these  cases  are  : 

1.  Unwillingness  of  the  patient  to  submit  to  radical  procedures. 

2.  Inexperience  of  the  operator. 


FlG.  5. — Total  abdominal  hysterectomy  ;  stump  drawn  into  the  vagina,  and  vaginal 
opening  packed  with  gauze. 

Patients  who  will  tolerate  a  section  at  all  will  endure  this  opera- 
tion without  increased  danger.  On  the  contrary,  I  think  in  a  like 
class  of  cases  it  positively  gives  a  lower  rate  of  mortality  than  salpingo- 
oophorectomy. 

My  longest  operation  occupied  an  hour  and  a  quarter — the  one 
in  which  I  had  to  do  elaborate  suturing  of  the  rectal  fistula.  It  takes 
less  time  to  remove  the  uterus  than  to  dig  out  pus  foci  and  suture 
the  remaining  rents  in  the  broad  ligaments  or  pelvic  walls. 

I  would  ablate  the  uterus  associated  with  bilateral  suppurative 
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diseases  of  the  adnexa  in  all  cases,  unless  the  uterus  be  markedly 
atrophied. 

I  would  ablate  the  uterus  where  one  set  of  adnexa  only  are  the 
seat  of  purulent  foci,  whenever  there  are  myofibromata  large  or 
small  ;  in  all  cases  where  the  pus  cavity  opens  into  the  bowel  ;  in  all 
cases  where  the  large  gut  is  accidentally  opened  into,  if  this  opening 
can  be  brought  down  to  the  vaginal  ;  in  cases  where  drainage  is 
thought  necessary,  because  of  the  destructive  effect  of  drainage  upon 
the  remaining  tube  ;  in  cases  of  extra-uterine  pregnancy  communicat- 
ing with  bowel  or  bladder,  and  when  any  pus  focus  opens  into  blad- 
der or  vagina. 

While  studying  this  subject,  and  parallel  with  reading  this  article, 
I  suggest  that  the  surgeon  read  Henrotin's  Thesis  on  the  Vaginal  Ex- 
tirpation by  Morcellement  in  these  cases.  My  objections  to  that  opera- 
tion are : 

r.  Once  begun,  there  remains  no  possibility  of  employing  con- 
secutive measures. 

2.  For  it  to  be  indicated  at  all,  there  must  be  infallible  skill  to 
determine  irremediable  destruction  of  both  adnexa  or  other  indica- 
tion for  hysterectomy. 

3.  Whereas  by  it  the  uterus  is  removed,  portions  of  the  pus  foci 
are  easily  overlooked. 

4.  Greater  liabdity  to  inflicting  injury  on  the  hollow  viscera. 

5.  And,  far  more  potent  than  all  other  reasons,  the  effect  upon 
the  general  economy  of  prolonged  suppuration  in  a  cavity  so  inti- 
mately associated  with  the  absorptive  system  as  is  the  pelvic.  It 
should  not  be  forgotten  that  one  fifth  of  these  cases  are  tubercular — 
locally,  at  least.  Abdominal  ablation  removes  the  pelvic  tubercular 
foci  completely.  Vaginal  hysterectomy  does  so  but  partially  and 
makes  great  breaches  in  the  surrounding  tissues  for  absorption  of  the 
retained  material. 

In  May,  1892,  before  ablation  of  the  uterus  for  pelvic  inflamma- 
tion was  discussed  in  America,  this  operation  of  removing  the  puru- 
lent uterus  was  advocated  by  me  in  post-partum  cases.  There  the 
degeneration  of  the  uterine  walls  can  be  seen.  We  now  know  that  in 
gonorrhceal  and  tubercular  cases  the  uterine  lesion,  though  less  ap- 
parent, is  just  as  prominent  a  cause  of  distress  after  the  operation. 
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EDITORIAL. 

FIBROMATA  AND  THE  NULLIPAROUS  STATE. 

An  interesting  and  well-considered  article  appeared  in  last  month's 
issue  from  the  pen  of  Dr.  Joseph  Price,  of  Philadelphia,  entitled  Dis- 
cussion of  Methods  in  Pelvic  Surgery.  Want  of  space  prevented  us 
from  giving  it  editorial  notice  at  that  time.  There  are  many  decided 
statements  and  many  suggestions  worthy  of  study  ;  but  we  do  not  call 
attention  to  this  article  for  the  purpose  of  general  indorsement  nor 
even  for  the  consideration  of  the  main  subject  treated.  We  would 
merely  take  for  our  text  three  short  paragraphs  which  contain  matter 
of  considerable  interest,  both  in  view  of  their  practical  bearing  and 
from  the  standpoint  of  the  author's  experience.    He  says  : 

"/  wish  again  to  refer  to  the  causal  relation  which  tubal  and  ovarian 
disease  bears  to  the  multinodular  variety  of  uterine  fibroids.  I  have  re- 
peatedly urged  the  removal  of  tubal  and  ovarian  disease  in  the  absence  of 
uterine  growths  ;  the  patients  have  delayed  or  refused,  returning  to  me 
two  or  four  years  later  with  a  uterus  studded  with  fibroids,  the  tubal  and 
ovariati  disease  more  marked. 

"  This  has  occurred  repeatedly  in  married  and  unchaste  women  under 
the  age  of  thirty. 

"The  smooth,  symmetrical  varieties  of  myoma  have  occurred  in  single 
or  clean  women  free  of  tubal  and  ovarian  disease." 

It  is  to  be  regretted  that  Dr.  Price  did  not  give  us  his  views  as 
to  the  method  of  action  of  the  causal  relation  to  which  he  refers  in 
the  above  classification  of  fibroid  growth. 

The  true  aetiology  of  fibroma  of  both  forms  is  as  much  a  secret  to 
us  now  as  when  their  systematic  study  first  began,  and  it  is  rather  re- 
markable, in  view  of  the  great  and  very  general  attention  which  has 
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been  paid  to  the  operative  treatment  and  even  prophylaxis  of  this  dis- 
ease, that  most  authors  have  fought  shy  of  expressing  any  theory  as  to 
their  character  from  a  physiological  standpoint  or  as  to  their  direct 
causation.  The  whole  subject  of  new  growths  in  the  direction  of 
"  why  and  wherefore  "  is  still  a  terra  incognita  to  us. 

While  Dr.  Price's  statements  on  this  subject  are  not  original  with 
himself,  he  places  them  in  a  decided  and  unambiguous  light.  He  re- 
fers nodular  fibroids  to  the  class  (generally  speaking)  of  married  or 
unchaste  nullipara,  smooth  symmetrical  varieties  of  myoma  to  that 
of  "  single  or  clean  women  free  from  tubal  or  ovarian  disease." 

The  obvious  inference  from  this  statement  is,  first,  that  functional 
inactivity  of  the  uterus  predisposes  to  fibroma  of  either  form  ;  sec- 
ondly, that  frequent  copulation  or  sexual  excitement  without  fertiliza- 
tion— which  is  the  natural  physiological  sequel — tends  to  the  induc- 
tion of  multifocal  degeneration  of  the  uterus,  while  sterility  without 
the  sexual  act  predisposes  to  a  general  myomatous  change  of  that 
organ. 

We  believe  there  is  much  probability  of  truth  in  this  classifica- 
tion, though  why  the  tendency  to  degeneration  should  be  partial 
or  limited  in  the  former  class  and  general  in  character  in  the  latter  is 
by  no  means  clear.  That  there  should  be  a  difference  in  the  character 
of  myomatous  growth  in  the  nullipara  who  is  a  virgin  and  in  the  one 
who  is  not  is  comprehensible  when  we  consider  the  marked  changes, 
both  organic  and  functional,  which  the  sexual  act  in  itself  produces 
throughout  the  entire  generative  apparatus.  Each  organ  here  strives 
to  attain  its  full  development  and  each  function  becomes  more  com- 
plete and  regular,  in  preparation  for  the  pregnancy  which  Nature  ex- 
pects. It  is  a  fact  that  every  organ  is  the  healthier  for  a  constant  and 
proper  use  of  its  function.  Therefore  it  may  be  that  myoma  in  the 
nullipara  is  the  result  of  overstimulation  of  the  uterus  by  the  presence 
of  a  constant  blood  supply  too  great  for  its  condition  of  functional  in- 
activity. In  Nature's  effort  to  utilize  this  oversupply  and  thus  strike 
a  balance  between  supply  and  demand  may  lie  the  true  explanation 
of  the  origin  of  this  disease — in  other  words,  a  stimulus  to  functional 
activity  being  present,  the  uterus  is  impelled  to  a  morbid  and  eccen- 
tric hypertrophy  of  individual  parts  of  the  organ  instead  of  the  in- 
crease of  its  entire  muscular  element,  such  as  takes  place  in  preg- 
nancy. 

Dr.  Price  narrows  the  causal  relation  in  the  first  classification, 
already  quoted,  too  much,  we  believe,  when  he  refers  only  to  tubal 
and  ovarian  disease  as  a  factor.    It  is  probable  that  disease  of  these 
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organs  acts  not  on  account  of  the  peculiar  character  of  the  organs 
themselves  or  of  their  disease,  but  because  of  their  situation  in  the 
pelvis  and  the  necessary  interference  any  inflammatory  changes  in 
them  must  cause  with  the  normal  uterine  circulation.  In  this  way,  in 
any  form  of  pelvic  inflammation  or  its  remains — such  as  adhesions,  if 
extensive  and  long  standing  enough  to  cause  serious  and  enduring 
obstruction  to  the  work  of  the  uterine  efferent  vessels — we  would  ex- 
pect to  find,  and  do  find,  the  same  relation  with  myoma.  Not  so  fre- 
quently is  this  the  case,  it  is  true,  because  a  pelvic  peritonitis  or  cel- 
lulitis, if  simple,  is,  as  a  rule,  of  comparatively  short  duration  and  has 
a  tendency  to  resolve  with  appropriate  local  treatment.  The  diffi- 
culty and  rarity  of  cure  in  disease  of  the  ovary  and  tube — when  of  a 
septic  character,  as  in  gonorrhoea — short  of  extirpation,  and  the  fact 
that  this  disease  is  connected  with  the  sexual  act,  make  it  ihe  com- 
monest form  of  interference  with  the  normal  blood  supply  of  the  uterus. 
It  is  probably  the  case  that  a  pelvic  congestion  of  some  sort  always 
precedes  the  starting  of  myoma,  whether  multinodular  or  otherwise. 
It  is  a  theory  difficult  to  prove,  because  this  congestion  may  in  many 
cases  be  not  of  an  inflammatory  nature  but  may  depend  upon  a  stimu- 
laticn  of  the  spinal  nerve  center  governing  sexual  excitation.  We 
see  such  a  condition  of  the  pelvic  organs  in  married  women  who  are 
unable,  from  various  causes,  to  perform  completely  the  sexual  act 
and  who  therefore  suffer  from  ungratified  desire.  We  have  also  noted 
frequently  the  occurrence  of  the  smooth  symmetrical  fibroids  in  women 
of  a  high-strung,  emotional  temperament  rather  than  in  those  of  a 
calm  and  phlegmatic  disposition. 

It  will  be  interesting  to  quote  what  Dr.  Emmet  said  so  far  back 
as  1879  on  this  subject,  in  the  first  edition  of  his  Principles  and  Prac- 
tice of  Gynaecology. 

"  Few  unmarried  women  reach  the  age  of  thirty-five  without  suffering 
more  or  less  from  this  condition  (congestive  hypertrophy)  whenever  the 
function  of  nutrition  becomes  impaired  from  the  nervous  disturbance  which 
is  likely  to  be  the  earliest  manifestation.  If  nutrition  improves,  this  con- 
dition disappears,  and  the  system  becomes  reconciled,  as  it  were,  to  the  state 
of  celibacy.  When  this  equilibrium  is  not  established,  some  permanent 
uterine  disease  is  likely  to  be  set  up,  generally  in  the  form  of  a  fibrous 
tumor. 

"  IVe  meet  with  congestive  hypertrophy  accompanying  sterility,  which  is 
also  a  protest  of  Nature.  This  condition  will  be  found  whenever  the  laws 
of  Nature  have  been  persistently  violated  by  means  taken  to  prevent  concep- 
tion, or  where  the  active  intercourse  has  been  improperly  performed.  .  .  . 
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Congestive  hypertrophy  also  occurs  in  the  female  who  has  been  the  victim 
of  an  ill-assorted  marriage,  in  prostitutes,  and  possibly  in  those  addicted  to 
self -abuse." 

We  are  glad  that  Dr.  Price  has  directed  his  attention  to  the 
aetiology  of  myoma,  and  we  sincerely  hope  that  he  will  pursue  this 
subject  in  the  light  of  his  great  experience  and  with  that  energy  and 
earnestness  with  which  he  is  so  justly  accredited.  He  will  thus  pos- 
sibly discover  for  us  the  proverbial  "ounce  of  prevention,"  and  limit 
thereby  the  ceaseless  squabbling  as  to  the  when  and  wherefore  of 
myomectomy  and  hystero-myomectomy  which  form  the  kaleidoscopic 
question  of  the  day. 


CORRESPONDENCE. 

Doctor  Coggin  Heard  From. 

Athens,  Ga.,  October  77,  18Q4. 

To  the  Editors  of  the  American  Gynecological  and  Obstetrical  Journal  : 

Gentlemen  :  In  your  October  issue  you  comment  editorially 
upon  the  imperfections  of  my  report  of  the  first  symphysiotomy  in 
America.  Allowing  that  most  of  the  errors  are  my  own,  you  can  not 
help  seeing  that  they  were  overlooked  in  the  proof  sheet,  or  not  cor- 
rected as  they  should  have  been.  In  all  the  reprints  these  errors  are 
corrected.  Now,  as  to  the  findings  of  the  Etowah  County  Medical 
Society,  I  have  only  to  say  that  the  entire  membership  of  this  clique 
was  challenged  by  me  to  appear  in  Philadelphia  or  New  York  ;  they 
refused  to  do  so,  and  demanded,  and  tried  to  bulldoze  me  into  submis- 
sion to  their  decree.  The  main,  and  really  the  only,  difference  in  this 
society  and  myself  is  purely  a  personal  one,  and  has  existed  for  the 
whole  time  of  my  residence  in  Alabama,  and  the  fact  they  dared  not 
attack  me  while  I  resided  there  is  proof  of  their  cowardice.  You  men- 
tion the  fact  that  a  copy  of  those  charges  may  be  had  from  the  editor 
of  the  Medical  and  Surgical  Age,  Anniston.  Please  state  also  that 
copies  of  my  reply  to  these  charges  may  be  had  at  the  same  place.  If 
you  will  ask  these  gentlemen  to  appear  before  your  Society  to  further 
parade  my  false  claims,  I  will  take  great  pleasure  in  showing  you  how 
ridiculously  cowardly  they  are.  I  will  take  pains  to  meet  them  in 
New  York  or  Philadelphia.  Yours  very  truly, 

William  Thomas  Coggin. 
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Chicago,  October  20,  18Q4. 
To  the  Editors  of  the  American  Gynecological  and  Obsteti-ical  Journal : 

In  the  October  number  of  your  journal,  on  page  364,  Dr.  Joseph 
Price  says:  "I  have  repeatedly  made  the  statement  that  pus-tubes 
never  discharge  through  the  uterine  cavity,  and  I  desire  to  repeat  it 
with  unqualified  emphasis."  He  further  states  on  the  next  page  : 
"  They  can  take  a  typical  case,  or  fifty  of  them,  compress  or  manipu- 
late freely  the  tortuous  distended  tubes,  .  .  .  and  not  a  drop  of  their 
contents  .  .  .  can  at  any  time  be  expelled  into  the  uterine  cavity." 

The  following  experience  during  a  recent  abdominal  section  dis- 
proves the  above  statements  :  While  separating  the  adhesions  of  a 
pus-tube  on  the  left  side  I  noticed  that  the  tumor  suddenly  decreased 
in  size  without  rupture.  Fully  four  drachms  of  pus  were  forced  out 
through  the  uterus  into  the  vagina,  over  the  vulva,  and  onto  the  oper- 
ating table. 

This  case,  however,  could  not  have  been  relieved  by  curettement, 
drainage,  massage,  or  galvanism,  because,  first,  the  patient  had  an  ab- 
scess of  the  opposite  tube  and  ovary,  and,  second,  because  the  walls 
of  the  left  tube  were  so  distended,  adherent,  and  thickened  as  to  be 
incurable  by  any  operation  short  of  an  abdominal  section. 

T.  J.  Watkins. 


TRANSACTIONS  OF  THE   PHILADELPHIA  OBSTET- 
RICAL SOCIETY. 

October  4,  1894. 

Papers  of  Dr.  Baldy  {page  489)  and  Dr.  Krug  {page  495). 

Discussion.  , 

Dr.  George  E.  Shoemaker  :  I  was  once  so  unfortunate  as  to  in- 
clude the  ureter  (case  reported)  and  have  thought  much  upon  the 
problems  involved.  It  is  not  an  uncommon  accident.  One  operator 
told  me  that  he  had  reason  to  think  that  he  had  lost  three  cases  from 
this  cause.  The  method  of  treatment  and  the  result  in  the  case  re- 
ported to-night  reflect  great  credit  on  the  operator.  The  question 
which  arises  in  an  accident  of  this  kind  is  :  Shall  we  implant  the  ureter 
into  the  bladder  or  into  the  distal  portion  of  the  ureter  ?    Since  the 
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ureter  varies  much  in  size  and  situation,  as  the  result  of  back  pressure 
and  the  influence  of  morbid  growths,  the  conditions  are  bound  to 
vary  in  every  case,  but  it  seems  to  me  that  we  should  prefer  to  im- 
plant the  cut  end  upon  its  original  site.  It  this  is  not  feasible  we  are 
glad  to  have  the  demonstration  that  it  can  be  put  into  the  bladder 
with  safety. 

Dr.  Joseph  Price  :  This  is  one  of  the  most  important  subjects 
that  could  possibly  be  brought  before  this  Society.  The  frequency 
of  this  accident  can  not  be  overstated.  Scarcely  an  abdominal  sur- 
geon of  large  experience  that  has  not  met  with  this  accident.  Dr. 
Krug  has  alluded  to  the  value  of  the  eye  and  what  the  Trendelenburg 
posture  has  contributed  to  gynaecology  and  then  tells  us  how,  in  view, 
he  severed  a  ureter.  I  welcome  the  Trendelenburg  posture  as  demon- 
strating the  fact  that  a  large  number  of  gynaecologists  throughout  the 
country  are  ignorant  of  pathology  and  also  of  complications  of  pelvic 
surgery  to  a  startling  degree.  Injuries  to  the  viscera,  to  the  bladder 
and  ureter,  and  the  absence  of  the  knowledge  that  these  men  should 
have  had  as  to  pathology,  has  been  beautifully  demonstrated  by  the 
use  of  the  Trendelenburg  posture.  It  is  interesting  in  this  connection 
that  they  recorded  no  accidents  of  this  nature  before  adopting  the 
position.  We  all  know  the  historical  case  of  Simon,  occurring  in 
ovariotomy,  whether  simple  or  complicated  we  do  not  know.  The 
patient  recovered  with  a  fistula,  and  later  he  removed  the  kidney  with 
recovery.  A  large  number  of  cases  have  been  recorded  since.  Tait 
did  a  hysterectomy  in  Albany  and  included  a  portion  of  the  bladder. 
The  patient  recovered  and  the  fistula  closed.  Bantock  reports  a  case 
and  Keith  one  or  more.  I  assisted  Dr.  Cushing,  of  Boston,  to  switch 
a  ureter  into  the  bladder  and  anchored  the  bladder  on  that  side  to 
prevent  drag  or  tension  on  the  ureter.  Dr.  Harvey  Reid  has  switched 
both  ureters  of  the  dog  into  the  large  bowel.  Dr.  Ross,  of  Toronto, 
records  the  loss  of  a  pus  case  from  accident  to  the  ureters.  I  have 
often  recognized  the  ureters  in  operating,  and  have  released  them  and 
dropped  them  down  by  the  side  of  the  tumor.  Dr.  Engelmann,  of  St. 
Louis,  has  written  a  paper  of  one  hundred  and  sixty  pages  on  renal 
and  ureteral  disease  due  to  suppurative  forms  of  pelvic  disease  and 
fibroids.  We  do  have  in  these  cases  large  ureters.  We  have  large 
ureters  in  strictures  and  also  in  phimosis.  Dr.  Peck,  of  Youngstown, 
Ohio,  has  a  pair  of  ureters  as  large  as  the  large  bowel,  due  to  phimo- 
sis in  a  boy.  In  suppurative  forms  of  disease,  with  pressure  symp- 
toms well  marked,  we  do  have  thickening  and  dilatation  of  the  ureters. 
Only  recently  I  was  called  to  Norfolk  but  could  not  go.    A  prominent 
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operator  who  was  called  said  to  the  physician  that  there  was  a  little 
dilatation  of  the  ureter  due  to  pressure  and  ureteritis.  I  allude  to 
this  as  an  example  of  refined  diagnosis. 

One  of  Dr.  Penrose's  cases  has  been  referred  to.  In  his  first  case 
both  ureters  were  severed  and  that  patient  died  promptly.  Men 
should  record  their  deaths  as  well  as  their  successes.  I  have  had  a 
good  number,  probably  more  than  my  share,  of  such  accidents — four 
in  number  in  three  thousand  sections  and  vaginal  hysterectomies.  I 
remember  one  case  of  huge  fibroid  that  had  been  punctured  eleven 
times  by  the  electrolytic  trocar.  In  that  case  I  severed  the  ureter 
and  had  a  fistula.  In  that  case  I  made  a  triangular  flap  in  the  blad- 
der and  switched  the  ureter  in.  Then,  after  union  had  occurred,  I 
closed  the  fistula.  That  was  a  success.  I  had  an  accident  to  both 
ureters  and  switched  both  ureters  into  the  bladder  with  success  on 
one  side,  and  I  had  to  repeat  the  operation  on  the  other  side.  The 
patient  is  in  excellent  health.  Anastomosis  of  the  ureters  I  have  done 
twice— one  success,  one  death. 

In  regard  to  anastomosis  :  In  pelvic  inflammatory  troubles  you 
have  often  a  cystitis  and  often  a  contracted  and  thickened  bladder, 
and  there  are  often  dilated  ureters.  Switching  the  ureters  into  the 
bladder,  you  are  switching  them  into  a  muscular  organ.  In  anasto- 
mosis you  are  not,  and  the  risk  from  stenosis  is  greater  than  in  the 
anastomotic  operation.  The  injury  does  not  always  occur  so  very 
low.  In  huge  malignant  tumors  the  injury,  accidental  or  intentional, 
may  be  high  up.  Anastomotic  operations  have  been  successful  and 
not  followed  by  stricture.  I  have  done  some  of  them  myself.  You 
can  do  them  in  two  ways.  You  can  see  how  easy  it  is  by  putting  your 
cuffs  together  after  the  buttons  are  removed.  Split  the  ends  of  the 
ureter,  introduce  your  suture,  and  pull  the  proximal  extremity  into 
the  distal.  Then  approximate  with  a  fine  needle,  as  ladies  do  in  fancy 
work,  and  stitch  over  the  needle.  So  fond  am  I  of  anastomotic  opera- 
tions that  I  wish  we  could  use  the  Murphy  button  in  the  ureter.  Fis- 
tulas due  to  slough  are  not  prone  to  close.  Artificial  vesico-vaginal 
fistula?,  unless  you  stitch  the  vesical  and  vaginal  membrane  together, 
will  close.  Vesico-vaginal  fistula?  due  to  neglected  labor  or  traumatism 
rarely  close.  The  same  holds  good  in  all  fistulae.  Those  by  incision 
contract  and  close.  General  surgeons  do  not  recognize  the  importance 
of  anastomotic  operations  by  slough. 

In  vaginal  hysterectomy  a  large  number  of  patients  have  been 
buried  with  one  or  both  ureters  included.  The  same  is  true  in  fibroids. 
The  death  is  ascribed  to  suppression  of  urine  or  to  heart  failure.  The 
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patient  suffers  for  twenty-four  or  thirty-six  hours  with  scanty  urine 
and  is  buried.  I  believe  that  you  will  find  this  injury  oftener  in  the 
suture  methods  than  where  the  nceud  is  used.  In  the  supravaginal 
method  done  with  the  Koeberle  noeud  the  risks  of  including  the  ureters 
are  less  than  by  amputation,  extirpation  and  suture  in  the  deeper 
methods  with  sutures  in  the  hands  of  men  of  little  experience  and  less 
judgment.  Among  older  operators,  accidents  to  the  ureter  should  be 
of  less  frequency. 

Dr.  B.  F.  Baer  :  The  thanks  of  the  Society  are  due  to  Dr.  Krug 
and  Dr.  Baldy  for  bringing  this  subject  before  us  in  such  a  scientific 
manner,  and  they  are  to  be  congratulated  upon  the  result  obtained. 
I  have  operated  upon  many  cases  of  fibroid,  some  deeply  located  in 
the  broad  ligament,  some  suppurating ;  and  have  also  seen  many 
cases  of  suppurative  disease  of  the  appendages,  and,  so  far  as  I 
know,  I  have  never  wounded  or  tied  a  ureter.  I  have  always  felt, 
however,  exceedingly  thankful  to  Nature,  for  she  seems  to  have  been 
particularly  regardful  of  the  ureters  in  placing  them  anatomically  out 
of  the  way.  But  when  we  consider  the  deeply  located  pathological 
conditions  we  so  often  encounter,  the  wonder  is  that  we  do  not  injure 
the  ureters  oftener  than  we  do.  How  do  I  know  that  I  have  not 
injured  the  ureters  ?  In  the  cases  that  get  well  and  remain  well  it  is 
to  be  presumed  that  the  ureters  have  not  been  injured.  I  have 
operated  upon  sixty-two  fibroids  by  the  supravaginal  method,  drop- 
ping the  pedicle.  In  one  case  that  died  thirty  hours  after  operation 
from  suppression  of  urine  I  feared  injury  of  the  ureter.  But  autopsy, 
made  by  Dr.  Dorland,  showed  that  the  ureters,  traced  from  the  kid- 
neys to  the  bladder,  were  uninjured.  The  death  was  due  to  previous 
disease  of  the  kidneys  which  had  not  been  recognized.  I  have 
therefore  had  no  experience  with  methods  of  repair  ;  but,  as  I  may 
to-morrow  meet  with  such  an  accident,  I  am  glad  to  have  been 
instructed  by  this  case  of  Dr.  Krug's.  The  Trendelenburg  posture 
ought  to  give  an  additional  advantage  in  avoiding  the  ureters. 

I  must  again  take  issue  with  Dr.  Price  in  regard  to  the  method  of 
treating  the  pedicle  in  hysterectomy.  That  injury  to  the  ureters  and 
bladder  is  more  apt  to  occur  where  the  pedicle  is  constricted  with  a 
nceud  and  drawn  through  the  abdominal  incision  is  shown  by  the 
fact  that  the  accident  oftenest  occurs  in  the  practice  of  those  who 
follow  that  method,  as  we  have  just  heard.  To  the  other  manifest 
advantages  of  the  peculiar  method  by  which  I  perform  this  operation 
may  be  added  the  most  important  one  of  greater  safety  to  the  ureters 
and  bladder.    By  passing  the  ligature  under  the  uterine  artery  and 
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close  to  the  cervix,  the  ureter  will  invariably  be  avoided  if  it  is  in  its 
normal  position.  In  the  rare  instances  in  which  it  is  abnormally 
located  it  may  be  seen  if  closely  looked  after.  But  it  is  so  seldom 
displaced  forward  that  it  is  not  often  seen.  This  report  of  the  acci- 
dent, however,  is  a  wholesome  reminder  that  we  should  always  be  on 
the  lookout  for  it,  while  the  method  of  its  repair  makes  the  case  one 
of  extreme  value. 

Dr.  Charles  P.  Noble  :  I  have  had  no  personal  experience  with 
injuries  to  the  ureters,  but  I  think  there  is  another  case  which  has 
not  been  referred  to.  Dr.  Cushing,  within  the  last  two  years,  re- 
ported in  the  Annals  of  Gynecology  a  case  in  which  he  cut  the  ureter 
across,  and,  instead  of  making  an  anastomosis,  he  simply  sewed 
the  two  ends  together  with  two  silk  and  two  catgut  sutures,  with  the 
idea  that  if  the  continuity  of  the  ureter  was  maintained  the  urine 
would  pass  down  to  the  bladder ;  but,  if  it  did  not,  the  catgut  would 
give  way,  and  the  urine  would  escape  by  means  of  the  glass  and 
gauze  drainage  which  was  provided.  There  was  a  temporary  fistula, 
but  the  subsequent  history  was  satisfactory.  That  method  is  not  so 
good  as  switching  the  ureter  into  the  bladder,  or  anastomosis,  as  de- 
scribed in  the  paper.  As  far  as  I  know,  I  have  never  cut  the  ureter  ; 
and  in  the  cases  that  have  died  with  suppression  of  urine,  post-mortem 
examinations  have  shown  that  the  ureter  has  not  been  injured. 

Dr.  Joseph  Price  :  Dr.  Baer  speaks  of  hugging  the  cervix  closely 
in  tying  the  uterine  arteries,  but  he  loses  sight  of  the  fact  that  some- 
times there  is  no  cervix  to  be  found.  I  removed  a  tumor  to-day,  and 
have  not  found  the  cervix  yet.  In  this  connection  reference  might 
be  made  to  the  numerous  methods  of  ligating  the  broad  ligament — ■ 
no  less  than  five  methods  at  present,  above  and  below.  Writers  talk 
about  the  broad  ligament  as  though  it  were  fixed  like  the  ileo- 
pectineal  line.  Sometimes  you  will  find  the  broad  ligament  as  high 
as  the  umbilicus.  Reaching  such  a  broad  ligament  by  any  vaginal 
method  is  out  of  the  question.  In  cases  where  the  fibroid  fills  the 
pelvis,  requiring  a  corkscrew  and  great  strength  of  arm  to  release  it, 
I  scarcely  see  how  you  can  find  the  ovarian  artery  or  any  arteries,  at 
least  until  the  tumor  has  been  delivered. 

Tying  all  lateral  structures  is  an  easy  matter.  All  methods  prac- 
ticed long  ago  by  Schroeder  and  others. 

Dr.  Florian  Krug,  of  New  York  :  There  is  just  one  point  that  I 
should  like  to  emphasize,  and  that  is  the  greater  danger  of  injury  to 
the  ureter  in  doing  vaginal  hysterectomy  as  compared  with  approach- 
ing the  uterus  from  above.    I  was  so  fortunate  as  never  to  tie  the 
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ureter  in  a  large  series  of  cases  of  vaginal  hysterectomy.  I  congratu- 
late myself  upon  that  fact,  but  I  am  shivering  now  thinking  how 
easily  it  might  have  happened.  I  must  say  that  I  now  find  compara- 
tively little  use  for  vaginal  hysterectomy.  I  feel  much  safer  in  ap- 
proaching the  uterus  from  above,  where  I  can  see  everything,  and 
know  that  if  I  should  injure  the  ureter  I  should  recognize  it  and 
adopt  proper  measures  for  its  repair.  When  I  came  to  operate  on 
this  case,  at  the  invitation  of  Dr.  Baldy,  I  made  the  remark  that  I 
had  never  injured  the  ureter,  except  in  one  case  of  cancerous  disease, 
where  I  cut  the  ureter  across  and  fixed  the  end  in  the  vagina.  It 
was  a  hopeless  case,  but  the  woman  lived  five  or  six  months  with  one 
ureter  fixed  in  the  vaginal  opening. 

I  think  that  in  the  case  reported  the  Trendelenburg  posture 
enabled  us  to  recognize  the  exact  condition.  In  the  dorsal  posture 
it  might  have  been  overlooked.  As  to  the  preference  between  im- 
plantation and  anastomosis,  I  must  say  that  in  all  cases  where  the 
ureter  was  sufficiently  long  I  should  prefer  implantation.  There  may 
be  cases  where  the  ureter  is  cut  so  high  that  this  can  not  be  done, 
and  there  anastomosis  will  have  to  be  resorted  to. 

Dr.  J.  M.  Baldy  :  The  objection  that  strangulation  may  occur 
does  not  hold  good,  for  bringing  the  peritonaeum  over  the  ureter 
obviates  this.  The  anchoring  of  the  bladder  is  also  accomplished  by 
this  procedure.  As  far  as  obstruction  from  contraction  of  the  mus- 
cular coat  of  the  bladder  is  concerned,  we  must  remember  that  the 
ureter  naturally  goes  through  the  wall  of  the  bladder  and  there  is  no 
stricture.  I  do  not  see  why  it  should  occur  after  an  operation  of  this 
sort.  We  would  all  use  the  Murphy  button  if  the  ureter  were  large 
enough,  but  here  the  vessel  is  too  small  to  consider  any  such  pro- 
cedure. The  end-to-end  operation  is  much  more  difficult  and  tedious 
than  the  switching  of  the  ureter  into  the  bladder.  Dr.  Price  advo- 
cates the  extra-peritoneal  method  in  the  treatment  of  fibroid  tumors 
of  the  uterus,  because  he  regards  it  as  a  safer  and  quicker  operation, 
and  I  do  not  see  why  he  should  not  apply  the  same  reasoning  to  the 
ureters.  He  has  admitted  that  the  transplantation  method  is  the 
safer  and  quicker.  From  my  own  experience  I  should  prefer  trans- 
plantation of  the  ureter  into  the  bladder  to  other  methods. 

As  to  artificial  fistuloe  being  prone  to  close  and  fistula?  due  to 
slough  not  being  prone  to  closure,  they  are  quite  different  things. 
An  artificial  fistula  is  a  mere  slit,  but  in  a  vesico-vaginal  fistula  from 
slough  there  is  a  big  hole,  and  the  conditions  are  entirely  different. 
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Dr.  Baer's  Specimens. 
Discussion. 

Dr.  Joseph  Price  :  Twisted  pedicle  or  rotation  is  very  common. 
Long  pedicles  favor  free  scope,  particularly  after  parturition.  They 
usually  terminate  successfully  if  removed  early.  I  wish  to  refer  to 
the  natural  history  of  these  cases.  Rokitansky  has  reported  eight 
cases  in  fifty-eight  deaths  from  ovarian  disease — post  mortems  in  all. 

Dr.  Baer  states  that  the  haemorrhage  in  his  case  was  not  due  to 
retracted  pedicle,  notwithstanding  he  reties  the  pedicle  and  controls 
the  haemorrhage.  This  is  a  contradiction  of  the  first  statement.  In 
twisted  pedicle  we  have  obstruction  to  the  return  of  venous  blood, 
and  this  gives  rise  to  venous  tension  and  haemorrhage  into  the  cyst — 
very  common.  In  about  all  cases  of  twisted  pedicle  we  find  haemor- 
rhage into  the  sac  ;  the  sac  dark  and  often  gangrenous  and  uni- 
versally adherent.  Dr.  Baer  tells  us  that  the  haemorrhage  took  place 
below  the  ligature  from  rupture  of  a  vein,  and  then  tells  us  that  he 
reties  the  pedicle  to  control  the  bleeding.  I  scarcely  agree  that  there 
was  a  rupture  of  a  vein  below  the  ligature,  for  in  that  case  he  would 
have  found  it  difficult  to  control  it  by  retying  the  pedicle. 

In  regard  to>  the  extra-uterine  case,  as  to  the  character  of  the  pain. 
The  patient  falls  and  has  all  the  symptoms  of  concealed  haemorrhage  ; 
operation  postponed  twelve  days.  Absence  of  symptoms  of  recurring 
haemorrhage.  We  know  that  the  peritonaeum  will  take  care  of  a  con- 
siderable quantity  of  pure  blood.  In  the  second  case  we  had  recur- 
ring haemorrhage  with  accumulation  of  blood  and  suppuration  and  in- 
flammatory changes  in  the  clot.  I  disagree  in  regard  to  the  first  case. 
I  think. that  there  was  a  rupture  and  haemorrhage,  but  I  think  not  re- 
curring haemorrhage.  The  blood  that  escaped  twelve  days  before 
operation  was  absorbed.  I  have  never  known  a  case  of  extra-uterine 
pregnancy  to  have  the  symptoms  described  without  haemorrhage,  and 
my  extra-uterine  operations  now  number  one  hundred  with  three 
deaths  ;  two  of  the  three  should  have  been  saved.  Some  of  the  recent 
cases  have  had  an  enormous  quantity  of  blood.  Some  have  been  sup- 
purating and  some  offensive. 

The  doctor  states  that  in  one  case  he  had  a  haematoma  of  the 
ovary.  These  blood  cysts  complicating  fibroid  are  very  common.  It 
was  a  case  of  that  character  that  gave  the  death  in  Dr.  Jones's  prac- 
tice. I  have  looked  upon  these  hasmatomata  as  peculiarly  virulent- 
Cases  are  apt  to  behave  badly  if  the  toilet  is  not  satisfactory. 

If  I  had  known  that  the  subject  of  extra-uterine  pregnancy  was  to 
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be  discussed,  I  could  have  brought  several  letters  from  friends  dem- 
onstrating its  frequency  at  other  points.  Dr.  Link  writes  that  on  his 
way  to  Toronto  he  stopped  to  assist  a  friend  with  an  extra-uterine 
operation.  The  patient  had  fallen  over  in  an  acute  haemorrhage. 
Operation  was  done  immediately  and  the  patient  saved.  He  was 
called  to  a  second  case  in  the  same  town  before  he  left.  He  returned 
home  and  was  called  immediately  to  another  extra-uterine  case. 
Operation  was  refused  in  the  last  case  and  the  patient  died  in  sixteen 
hours.    There  were  three  cases  in  one  man's  experience  in  two  days. 

I  want  to  call  attention  to  the  important  point  that  Dr.  Baer  might 
have  lost  his  first  case  by  twelve  days'  delay ;  there  is  no  time  to  be 
lost  in  ruptured  tubal  pregnancy  ;  there  is  but  one  treatment,  that 
practiced  in  the  two  cases  reported,  barring  the  delay  in  the  first  case. 

Dr.  B.  F.  Baer  :  Concerning  the  case  of  haemorrhage,  if  I  had 
not  felt  the  ligature  in  situ  I  also  would  have  thought  that  it  had 
slipped  ;  but  I  feel  sure  that  the  haemorrhage  was  due  to  rupture  from 
weakening  of  the  veins. 

I  reported  the  first  case  of  extra-uterine  gestation  because  it  was 
unusual.  That  the  shock  was  not  due  to  haemorrhage  I  am  sure,  be- 
cause I  removed  the  sac  unruptured,  and  there  was  not  any  evidence 
that  haemorrhage  had  occurred.  I  fully  agree  with  Dr.  Price  and 
those  who  advocate  immediate  interference,  as  a  rule,  but  I  believe 
that  if  I  had  operated  in  this  case  at  once,  the  operation  would  have 
been  the  last  straw,  and  I  should  have  lost  my  patient.  These  are 
cases  in  which  experience  and  judgment  tell.  In  the  other  case  the 
patient  nearly  lost  her  life  from  haemorrhage  before  the  diagnosis  was 
made,  and  then  five  days  more  were  lost  before  I  could  convince  the 
family  of  the  urgent  necessity  for  action,  and  yet  the  patient  made  a 
good  recovery  from  the  operation.  I  do  not  wish  to  be  understood 
as  counseling  delay,  but  I  do  counsel  not  too  much  haste  in  a  con- 
dition of  shock  simply.  That  shock  is  not  always  the  result  of  haem- 
orrhage, but  sometimes  simply  of  pain,  which  shows  that  rupture  is 
imminent,  is  evident.  In  these  exceptional  cases  the  patient  should 
be  given  time  to  rally. 

Dr.  B.  F.  Baer  presented  the  specimens  and  a  report  of  the  fol- 
lowing cases  : 

Extra-uterine  Pregnancy  with  Absence  of  Symptoms  until  Shock,  Un- 
attended with  Rupture  and  Hemorrhage,  occurred.  Diagnosis  and 
Operation  before  Rupture  of  Sac. 

Mrs.  B.  N.,  aged  thirty-six  years  ;  four  children  ;  youngest  three 
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years.  On  August  21,  1893,  I  was  requested  by  Dr.  S.  Solis-Cohen 
to  visit  with  him  at  once  this  lady,  who  had  for  several  weeks  been 
under  his  care  for  some  throat  affection.  Two  hours  before,  while 
walking  in  the  hall,  she  was  seized  with  pain  in  the  left  iliac  region, 
and  immediately  afterward  fell  upon  her  face,  striking  with  such  force 
as  to  fracture  the  bones  of  her  nose.  She  was  immediately  placed  in 
bed,  when  it  was  observed  that  blood  was  flowing  from  her  nostrils. 
She  was  pulseless,  and  presented  an  appearance  of  great  pallor. 
When  Dr.  Cohen  saw  her  shortly  after,  she  had  somewhat  revived, 
but  was  still  in  a  condition  of  extreme  shock.  Active  stimulation  had 
still  further  revived  her  when  I  saw  her  two  hours  afterward.  Al- 
though there  had  not  been  the  slightest  suggestion  made  to  him  on 
the  part  of  the  patient  calling  his  attention  to  the  possible  existence 
of  pregnancy,  Dr.  Cohen  was  at  a  loss  to  account  for  the  sudden  and 
vioJent  symptoms,  except  from  the  probable  rupture  of  an  extra-uterine 
gestation  sac,  and  hence  asked  me  to  see  the  patient. 

I  found  her  extremely  pale  and  almost  pulseless  at  the  wrist,  the 
pulse  being  very  slow.  In  reply  to  questions,  she  stated  that  she  did 
not  think  she  was  pregnant,  as  the  catamenia  had  been  regular,  and 
she  had  not  had  any  other  signs  of  pregnancy  or  unusual  pelvic 
symptoms.  Vaginal  examination  revealed  a  mass  about  the  size  of  a 
hulled  walnut  posterior  to  the  left  broad  ligament.  The  tumor  was 
not  fixed,  but  it  was  quite  tender  on  pressure.  The  uterus  was  in 
normal  position,  but  slightly  enlarged.  The  cervix  was  not  soft,  and 
the  os  uteri  was  not  patulous.  There  were  not  any  physical  signs  of 
haemorrhage— as  distention  and  fullness  in  Douglas'  pouch.  How- 
ever, a  diagnosis  of  tubal  gestation  was  decided  upon,  and  the  belief 
expressed  that  the  shock  had  not  been  due  to  haemorrhage  from  rup- 
ture of  the  sac,  but  that  rupture  was  imminent.  Operation  was  ad- 
vised ;  but,  as  the  patient  was  not  bleeding  and  was  rallying  from  the 
shock,  it  was  decided  that  she  should  be  constantly  watched  and 
time  given  her  to  still  further  regain  the  lost  strength. 

She  gradually  improved  from  day  to  day,  and  operation  was  de- 
ferred until  twelve  days  had  elapsed. 

During  this  time  the  patient  was  kept  quietly  in  bed,  the  bowels 
were  kept  soft,  and  her  diet  was  that  suited  to  a  patient  who  is 
hourly  expected  to  undergo  laparotomy. 

In  the  twelve  intervening  days  between  the  first  examination  and 
that  of  the  operation  there  was  perceptible  increase  in  size  of  the 
little  tumor  posterior  to  the  broad  ligament ;  but  the  physical  signs  of 
extra-uterine  pregnancy  were  not  marked. 
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Operation,  September  2d. — Incision  revealed  a  tumor  the  size  of  a 
small  orange,  unruptured,  and  there  was  not  any  loose  blood  in  the 
pelvis.  The  tumor  was  located  in  the  infundibulum  of  the  left  tube, 
from  which  it  was  about  to  escape,  as  is  seen  in  the  specimen  I  here 
present.  It  shows  the  little  embryo  of  probably  not  more  than  five 
weeks.  It  is,  as  you  see,  still  contained  in  the  amniotic  sac.  The 
membranes  were  incised  after  removal  so  as  to  expose  the  embryo. 

The  tube  and  ovary  were  removed  with  the  sac,  and  after  cleans- 
ing the  pelvic  cavity  the  abdomen  was  closed  without  drainage.  The 
patient  made  an  uninterrupted  recovery,  the  convalescence  being 
afebrile. 

The  case  is  interesting,  first,  because  of  the  absence  of  symptoms 
of  pregnancy  until  the  sudden  and  violent  shock  occurred,  which  was 
proved  to  be  not  due  to  haemorrhage  ;  second,  because  of  the  diag- 
nosis and  operation  before  rupture  of  the  sac. 

Extra-uterine  Gestation  ;  Rupture  in  the  Sixth  W eek ;  Operation  Four 
Weeks  after  Rupture. 

B.  B.,  aged  thirty-eight,  married  ;  one  child  sixteen  years  ago 
after  a  difficult  labor  ;  has  suffered  from  "  womb  trouble  "  ever  since. 
Her  catamenia  had  been  regular  until  April  16,  1894.  Suppression 
from  that  time  until  June  1st.  During  the  latter  part  of  this  interval 
she  complained  of  pain  in  the  right  iliac  region,  cramplike  in  charac- 
ter, pain  in  the  sacral  region,  with  pelvic  fullness  and  great  irritability 
of  the  bladder.  She  also  had  mammary  irritation  with  morning  nau- 
sea and  vomiting.  She  thought  herself  pregnant,  but  felt  sure  that 
she  was  not  in  a  normal  condition.  About  June  1st  she  began  to 
lose  blood  and  suffer  laborlike  pains  ;  she  then  believed  miscarriage 
was  threatened.  After  a  few  days  these  symptoms  subsided  and  she 
was  able  to  go  about.  On  June  14th,  while  on  a  shopping  tour,  she 
was  attacked  with  a  sudden  and  sharp  pain  above  the  right  groin,  and 
almost  immediately  had  a  profuse  haemorrhage.  She  suffered  from 
shock  but  did  not  lose  consciousness,  and  was  able  to  reach  home  in 
a  carriage. 

From  this  time  on  there  was  almost  constant  pain,  with  periods  of 
exacerbation.  The  irregular  bleeding  also  continued,  and  at  one 
time  there  was  discharge  of  decidual  membrane.  This  led  to  the 
belief  that  miscarriage  had  occurred  and  that  the  trouble  was  over  ; 
but  the  symptoms  persisted  and  the  patient  became  progressively 
worse. 

I  first  saw  her  on  July  7th.    She  was  then  suffering  from  occasional 
35 
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chills,  elevation  of  temperature,  and  great  pelvic  pain  with  consid- 
erable abdominal  distention.  The  abdomen  was  excessively  tender, 
over  the  iliac  region  especially.  Per  vaginam,  the  uterus  was  fixed 
and  crowded  to  the  left  by  a  mass  which  occupied  the  right  side  of 
the  pelvis,  extending  upward  to  the  right  iliac  region. 

Diagnosis. — Extra-uterine  pregnancy  which  began  to  rupture  in 
the  sixth  week,  somewhere  from  the  ist  to  the  14th  of  June,  resulting 
in  repeated  haemorrhages  into  the  pelvic  cavity;  blood  now  undergo- 
ing suppurative  change. 

Operation,  July  12th,  at  my  incision,  showed  an  adventitious  wall 
sealing  the  pelvic  contents  from  those  of  the  abdomen.  Breaking 
through  this,  old  fluid  and  clotted  blood  gushed  through  the  ab- 
dominal opening.  After  this  was  removed  a  tumor  the  size  of  the 
fist  was  found  to  extend  deeply  into  Douglas'  pouch  from  the  right. 
It  was  soft  and  had  the  odor  of  commencing  decomposition.  It  was 
brought  up  and  found  to  be  a  mass  of  membranes,  clotted  blood,  and 
a  ragged  Fallopian  tube.  The  broad  ligament  and  Fallopian  tube 
were  ligated,  and  the  mass  removed,  with  the  right  ovary.  The  em- 
bryo could  not  be  found.  After  thoroughly  cleansing  the  pelvic 
cavity  by  sponging,  and  removing  all  clots,  the  abdomen  was  closed 
without  drainage. 

The  patient  made  a  rapid  recovery,  the  temperature  and  pulse  be- 
ing at  once  reduced  to  the  normal. 

Ovarian  Papilloma  ivhich  had  displaced  the  Uterus  into  the  Abdominal 
Cavity  so  that  it  extended  to  the  Umbilicus. 

M.  F.,  aged  thirty-four,  single.  First  noticed  enlargement  of  the 
abdomen  seven  months  ago,  at  which  time  her  health  began  to  fail 
and  there  were  loss  of  strength  and  color  keeping  pace  with  the  pro- 
gressive enlargement  of  the  abdomen,  which  is  now  the  size  of  the 
eighth  month  of  gestation.  The  abdomen  is  irregular  in  shape,  larger 
on  the  left.  Several  months  ago  she  began  to  complain  of  pressure 
on  the  bladder,  with  difficulty  in  micturition  and  a  feeling  of  fullness 
in  the  pelvis,  and  this  distress  has  increased.  She  has  at  no  time 
suffered  pain  in  the  tumor. 

Per  vaginam,  the  cervix  was  far  up  behind  the  symphysis  pubis, 
almost  out  of  reach.  The  entire  pelvis  was  occupied  by  a  large,  firm 
mass  the  size  of  a  full-term  child's  head.  Bimanual  examination 
shows  it  to  be  connected  with  the  abdominal  tumor.  Dullness  all 
over  the  abdomen  except  in  the  line  of  the  colon,  where  resonance 
exists.    Marked  fluctuation  on  palpation. 
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Diagnosis. — Semisolid  ovarian  tumor,  pelvic  portion  being  prob- 
ably papillary. 

Operation,  September  29,  1894,  at  the  Polyclinic  Hospital.  Ab- 
dominal section  brought  into  view  the  uterus  and  right  broad  liga- 
ment, which  were  spread  out  and  stretched  beneath  the  abdominal 
wall  and  over  the  tumor.  A  careless  incision  would  have  wounded  the 
uterus.  Pushing  these  organs  aside  exposed  the  tumor.  The  tumor 
was  tapped,  and  two  gallons  of  chocolate-colored  fluid  were  evacu- 
ated. The  solid  mass  was  then  extracted  from  the  pelvis  and  a  large 
pedicle  ligated.  The  tumor  was  of  the  right  ovary.  The  left  was 
found  in  a  state  of  cystic  degeneration.  It  was  also  removed  and  the 
abdomen  closed  without  irrigation  or  drainage. 

The  patient  recovered  without  event. 

Papillary,  Dermoid  Ovarian  Tumor,  removal  of  which  rvas  neglected 
until  Acute  Peritonitis  etiforced  Action. 

M.  W.,  aged  sixty-two,  married ;  two  children  ;  one  miscarriage. 
Menopause  occurred  at.  forty-four.  Six  years  after  there  was  an 
offensive  discharge  of  blood  from  the  vagina  lasting  a  week.  She 
had  nervous  prostration  for  three  months  ten  years  ago,  and  has  had 
the  grip  three  successive  winters.  For  eight  or  nine  years  she  has 
had  leucorrhcea,  and  about  two  years  ago  a  pessary  was  introduced 
to  relieve  a  "  dragging  feeling."  This  was  forgotten,  and  remained 
in  situ  a  year  and  a  half,  during  which  time  she  had  occasional 
haemorrhages — a  black  discharge  alternating  with  bright  blood.  The 
pessary  was  removed  last  February,  the  haemorrhage  continuing  at 
intervals.  Three  years  ago  she  began  to  suffer  with  pain  in  the  left  iliac 
region  and  it  has  been  growing  worse,  so  that  it  had  finally  confined 
her  to  bed.  About  the  same  time  a  "lump"  was  perceptible  in  the 
same  region.  This  gradually  increased.  The  growth  has  been  rapid 
during  the  last  few  months. 

I  was  called  to  see  this  lady  on  September  27,  1894,  because  of 
the  development  of  symptoms  of  acute  peritonitis.  The  abdomen 
was  then  as  large  as  at  the  eighth  month  of  gestation.  It  was  irregu- 
lar, larger  on  the  left.  Dullness  all  over  the  abdomen  except  in  the 
line  of  the  colon.  Marked  fluctuation.  Hard,  flattened  mass  in  left 
iliac  region,  very  tender  and  fixed.  Per  vaginam,  the  uterus  was 
found  to  be  retroverted,  the  tumor  resting  upon  it.  I  advised  imme- 
diate operation.  It  did  not  seem  wise  to  wait  for  the  acute  symptoms 
to  subside,  as  the  inflammatory  condition  was  progressing. 

Operation,  October  1st. — Abdominal  section  showed  the  tumor 
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closely  adherent  to  the  parietal  peritonaeum,  and  greatly  congested 
and  inflamed  in  the  portion  occupying  the  left  ileum.  The  cyst  was 
tapped  and  two  gallons  of  fluid  evacuated.  It  was  then  separated 
with  difficulty  and  removed.  The  hard  mass  in  the  left  ileum  proved 
to  be  undergoing  degenerative  changes.  It  was  made  up  of  dermoid 
and  papillary  elements,  and  had  developed  from  the  left  ovary.  The 
right  was  atrophied  and  in  a  healthy  condition.  The  abdomen  was 
closed  without  irrigation  or  drainage.  The  patient  has  made  a 
smooth  recovery,  the  acute  symptoms  immediately  subsiding  on  re- 
moval of  the  tumor. 

The  patient  was  advised  repeatedly  to  have  the  tumor  removed  as 
long  ago  as  two  years,  and  urged  many  times  since  to  act,  but  de- 
ferred until  forced  to  undergo  the  operation  as  a  last  resort  to  save 
her  life. 

Large  Ovarian  Tumor  with  Twisted  Pedicle ;  Acute  Peritonitis  j 
Hamorrhage  Three  Hours  after  Operation  from  Rupture  of  Veins 
in  Degenerated  Pedicle. 

M.  P.,  aged  fifty-four,  married  ;  two  children,  youngest  twenty- 
two  years  ;  menopause  at  forty-seven.  Enjoyed  good  health  until 
within  the  last  year.  Six  months  ago  first  noticed  that  her  abdomen 
was  increasing  in  size,  but  gave  it  no  attention,  thinking  it  was  due  to 
increased  fat.  In  June  of  this  year  the  patient  began  to  suffer  pain 
in  the  left  side  of  the  abdomen,  which  gradually  increased  in  severity. 
She  then  called  the  family  physician,  Dr.  D.  M.  Bartine,  of  Merchant- 
ville,  N.  J.,  who  recognized  that  she  had  an  abdominal  tumor,  and 
that  the  pain  was  probably  due  to  localized  peritonitis. 

On  June  14,  1894,  Dr.  Bartine  requested  me  to  see  the  patient 
with  him.  Diagnosis  of  ovarian  tumor  was  confirmed,  and  the  belief 
expressed  that  the  tumor  had  been  injured  by  some  means,  and  that 
it  was  undergoing  degenerative  change  of  an  inflammatory  nature. 
This  was  supported  by  a  statement  of  the  patient's,  to  direct  ques- 
tioning, that  she  had  made  a  misstep  from  the  porch  and  had  partially 
fallen  to  the  ground  several  months  previously.  From  this  time  on 
she  was  aware  of  an  inconvenience  in  the  abdominal  cavity,  which 
had  been  growing  progressively  worse  until  the  acute  symptoms  super- 
vened. Immediate  operation  was  advised,  and  she  was  removed  to 
my  private  hospital. 

Operation,  June  21st. — When  the  tumor  was  exposed  it  was  seen 
to  be  intensely  injected,  giving  it  a  blackened  appearance  almost  over 
its  entire  surface.    A  trocar  was  introduced  and  about  three  gallons 
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of  dark  fluid  evacuated.  It  was  now  found  that  the  trouble  was  due, 
as  had  been  suspected,  to  twisting  of  the  pedicle.  After  the  cyst  wall 
had  been  separated  from  the  recently  formed  adhesions  the  tumor 
was  removed  and  the  pedicle  ligated.  It  was  noticed  that  the  tissues 
of  the  pedicle  were  quite  darkened  from  extravasation  of  blood,  but 
there  was  no  indication  of  cutting  of  the  ligature,  and,  as  everything 
seemed  safe,  the  abdomen  was  closed  and  the  patient  returned  to 
bed. 

I  saw  the  patient  an  hour  afterward,  when  she  seemed  to  be  in  a 
perfectly  normal  condition,  with  a  good  pulse.  The  nurse,  a  most  in- 
telligent one,  who  had  charge  of  her,  reported  that  she  remained  in 
good  condition  until  two  hours  later,  when  I  was  hurriedly  called.  A 
few  minutes  before  she  had  suddenly  become  pale,  and  expressed 
herself  as  feeling  very  weak.  This  occurred  soon  after  a  slight  retch- 
ing. When  I  entered  the  room  I  realized  at  once  that  haemorrhage 
was  occurring,  for  the  patient  was  blanched  and  pulseless  and  gasping 
feebly.  Fortunately,  my  instruments  were  at  hand,  having  just  been 
removed  from  the  sterilizer,  and  in  less  time  than  it  takes  me  to  tell 
it  the  dressings  were  removed  and  the  sutures  all  out  of  the  incision. 
Blood  poured  through  the  opening  in  appalling  quantity.  My  fingers 
at  once  sought  the  pedicle  and  found  the  ligature  in  situ  ;  but  there 
was  a  ragged  condition  of  the  posterior  surface  of  the  broad  ligament 
below  the  ligature.  The  difficulty  at  once  seemed  plain  to  me.  The 
degenerated  veins,  from  the  twisting  of  the  pedicle,  were  too  weak  to 
hold  the  stagnated  blood,  and  rupture  had  occurred  as  a  result.  A 
forceps  was  passed  down  on  my  fingers  and  the  ligament  grasped. 
The  blood  was  now  sponged  away,  when  it  was  found  that  the  haemor- 
rhage was  controlled,  but  the  patient  was  almost  lifeless.  Active 
stimulation  was  liberally  used  during  this  brief  but  apparently  long 
period,  and  the  patient  began  to  show  signs  of  life.  A  ligature  was 
then  passed  deeply  below  the  forceps  and  tied.  The  bleeding  was 
controlled.  After  removing  the  blood  by  sponging,  and  making  as 
good  a  toilet  as  possible  under  the  circumstances,  the  incision  was 
again  closed  and  the  dressing  reapplied.  When  I  tell  you  that  this 
experience  occurred  on  one  of  the  hottest  days  of  last  June,  with  the 
patient  flat  on  the  bed,  and  only  the  assistance  of  the  nurses,  who, 
however,  responded  intelligently,  you  will  appreciate  the  trying  situa- 
tion. Fortunately,  the  patient  was  within  immediate  reach,  or  she 
would  certainly  have  succumbed.  As  it  was,  she  had  the  narrowest 
possible  escape.  But  she  gradually  rallied,  and  afterward  made  a 
quick  recovery,  going  home  within  four  weeks. 
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AMERICAN  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS. 

Abstract  of  the  Proceedings  of  the  Seventh  Annual  Alee  ting,  held  in 
»      Toronto,  Ontario,  September  19,  20,  and  21,  1894. 

FIRST  DAY— MORNING  SESSION. 

The  Association  met  in  the  Council  Chamber  of  the  College  of 
Physicians  and  Surgeons  at  10.15  a.  m.,  and  was  called  to  order  by 
the  Second  Vice-president,  Dr.  George  F.  Hulbert,  of  St.  Louis,  Mo. 

An  Address  of  Welcome  on  behalf  of  the  local  medical  profession 
was  delivered  by  Dr.  James  Thorburn,  which  was  responded  to  by 
Dr.  Hulbert. 

The  reading  of  papers  was  proceeded  with,  and  the  first  paper 
read  was  by  Dr.  J.  Henry  Carstens,  of  Detroit,  entitled 

The  Incision  in  Abdominal  Surgery — Methods  and  Results. 
The  author  summarized  as  follows  : 

1.  With  a  small,  narrow-bladed,  sharp  knife,  make  a  clean  incision 
through  the  skin  of  the  necessary  length  and  with  another  sweep  or 
two  cut  through  the  linea  alba,  muscle,  etc.  Lift  the  peritonaeum 
with  your  fingers,  open  it  and  enlarge  the  incision.  The  use  of  the 
forceps  to  lift  the  tissues,  or  the  grooved  director,  is  unnecessary. 

2.  In  closing  the  abdominal  incision  use  animal  ligature  :  kangaroo 
tendon  and  catgut.  First  carefully  bring  together  the  peritonaeum  in 
a  running  stitch,  then  the  transversalis  fascia  and  the  rectus,  if  the 
incision  is  through  this  muscle.  Then  carefully  bring  together  edge 
to  edge  the  tendinous  insertion  of  the  oblique  muscles.  The  fat 
and  loose  cellular  tissue  above  can  be  brought  together  in  one  or  two 
tiers,  according  to  thickness.  Bring  the  skin  together  carefully  with 
Marcy's  cobbler  stitch,  thus  burying  all  your  sutures. 

3.  Then  seal  with  collodion  and,  if  everything  connected  with  the 
operation  has  b'een  carefully  aseptic,  absolute  primary  union  will  take 
place,  the  different  layers  of  the  abdominal  wall  will  have  been  brought 
together  as  near  as  possible  as  they  were  in  the  first  place  and  no 
hernia  will  result. 

4.  In  cases  of  extensive  umbilical,  ventral  or  other  hernias,  it  is 
best  to  bring  the  peritonaeum  together  with  an  over-and-over  stitch 
of  kangaroo  tendon  or  catgut  ;  to  make  a  flap-splitting  operation  of 
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the  ring,  which  is  brought  together  with  silkworm  gut,  or  silver  wire, 
which  are  buried,  and  then  the  fat  and  skin  are  united  with  the 
buried  animal  suture. 

Plastic  Surgery  in  Gynaecology. 

Dr.  Joseph  Price,  of  Philadelphia,  read  a  paper  on  this  subject, 
in  which  he  said  that  the  practice  of  surgery  in  all  its  branches  re- 
quired a  mechanical  trend  and  an  ability  to  devise  means  to  accom- 
plish a  given  end.  In  order  to  mend  a  perineum  intelligently,  the 
mechanism  of  labor  must  be  understood  and  the  lines  of  fracture 
appreciated.  In  cases  of  serious  pelvic  invasion  with  accompanying 
lacerated  cervix,  it  is  often  better  or  imperative,  first,  to  do  the  pelvic 
operation  and  to  follow  this  at  another  time  with  the  cervical  repair. 
The  author  condemns  the  plan,  advised  by  some,  to  perform  internal 
and  external  operations  at  one  sitting.  Perineal  tears  always  occur 
at  certain  parts  of  the  perineal  structure.  These  tears  are  either 
lateral,  under  the  ramus  of  the  pubes,  or  central,  extending  from  the 
vagina  toward  the  rectum.  The  tears  toward  the  rectum  tend  to  run 
around  it  rather  than  through  it,  owing  to  the  differentiation  of  struc- 
ture in  these  two  tubes  ;  the  tears  of  the  vagina  are  always  from 
within  outward,  from  above  downward,  and  that  therefore  the  ex- 
ternal or  skin  operations  for  perineal  lacera'cions  are  essentially  unsci- 
entific procedures.  All  operations  for  the  restoring  of  the  integrity 
of  these  parts  should  be  done  in  the  lines  of  their  destruction,  and 
therefore  from  within  outward  and  from  above  downward.  When 
the  skin  of  the  perinseum  is  involved,  mending  of  this  is  merely  a  cos- 
metic procedure.  The  cosmetic  element  too  often  predominates  in 
many  of  the  so-called  perineal  devices.  The  silkworm  gut  with  shot 
is  by  far  the  most  preferable  material  to  be  used  for  sutures.  As  little 
tissue  as  possible  is  to  be  included  within  the  ligature,  and  strangula- 
tion is  to  be  avoided. 

Dr.  W.  B.  Dewees,  of  Salina,  Kansas,  read  a  paper  entitled 

The  Care  of  Pregnant  Women. 

The  paramount  duties  of  the  obstetrician  in  the  study  and  care  of 
pregnant  women  may  be  classified  as  follows  :  1.  To  discover  if  the 
patient  be  actually  pregnant.  2.  To  determine  positively  if  the  im- 
pregnation be  uterine  or  normal,  as  contradistinguished  from  tubal, 
abdominal  or  abnormal  pregnancy.  3.  To  carefully  note  the  preg- 
nant woman's  history,  including  her  age,  primiparity  or  multiparity, 
environments,  station  in  life,  general  condition  of  health,  period  of 
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gestation,  as  well  as  her  dress,  food,  drink  and  habits  of  life.  To 
make  repeated  examinations  of  the  urine,  and  ascertain  the  tempera- 
ture from  the  time  pregnancy  is  established  to  the  termination  of 
gestation.  4.  To  make  a  physical  examination  for  the  purpose  of 
accurately  determining  the  diameter  of  the  pelvic  straits  ;  the  sym- 
metry and  size  of  the  bony  outlet ;  the  integrity,  condition  and  posi- 
tion of  the  vagina,  uterus  and  other  intrapelvic  viscera  and  adjacent 
structures  ;  the  state  of  the  abdominal  muscles  ;  the  presence  or  ab- 
sence of  hernia,  varicose  veins,  tumors,  etc. ;  the  shape,  size,  and  con- 
dition of  the  breasts  and  nipples  ;  the  condition  of  the  heart,  lungs, 
mind,  stomach,  bowels,  etc.  5.  To  observe  the  state  of  the  foetus,  its 
strength  and  viability,  as  well  as  the  implantation  of  the  placenta. 
The  thoughtful  obstetrician  will  advise  his  patient  as  to  the  requisite 
regime.  The  consciousness  of  his  full  duty  will  impel  him  to  insist 
upon — 1.  Absolutely  regular  hours  and  wholesome  environments.  2. 
Plain  but  nutritious  and  wholesome  food  and  drink,  being  principally 
composed  of  fresh  lean  meats,  fresh  fruits,  pure  milk  and  distilled 
water.  3.  A  proper  amount  of  exercise,  by  walking  or  light  labor  on 
foot  and  maintaining  the  correct  erect  posture.  4.  An  open  condi- 
tion of  the  bowels  and  skin,  which  is  to  be  chiefly  maintained  by 
proper  diet,  exercise,  and  bathing,  the  wearing  of  flannels,  warm,  low- 
heeled  shoes,  and  loose  garments,  and  in  rare  cases  the  proper  use  of 
laxatives  and  hot-water  enemas. 

Appendicitis,  with  Report  of  Cases, 

Dr.  Geo.  S.  Peck,  of  Youngstown,  Ohio,  read  this  paper. 

Case  I. — Operation  during  interval  of  attacks  ;  obstruction  July 
6th;  did  second  operation  ;  recovery.  Operation  July  27,  1894.  Ap- 
pendix buried  in  mass  of  strong  adhesions  between  ileum  and  caecum, 
containing  large  faecal  concretion.  Appendix  removed  in  segments. 
Ileum  returned  to  abdominal  cavity.  During  first  six  days  highest 
temperature  ioo°,  pulse  100.  On  the  fifth  day  four  attacks  of  vomit- 
ing, fourth  containing  faecal  matter.  August  4th  reopened  incision  ; 
found  about  three  feet  from  ileo-caecal  valve  complete  obstruction  by 
band  of  dense  adhesions.  Obstruction  liberated,  ileum  brought  out 
in  the  incision  and  abdominal  cavity  packed  with  gauze.  During 
entire  day  of  August  1st  pulse  ranged  from  140  to  160  ;  vomiting 
faecal  matter  continued  at  frequent  intervals  ;  tympanites  increasing  ; 
7  P.  M.,  symptoms  of  obstruction  continued,  becoming  worse  every 
hour.  As  a  temporary  expedient  a  small  opening  was  made  in  ileum  ; 
faecal  matter  and  flatus  came  away  in  large  amount ;  vomiting  ceased 
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and  tympanites  disappeared.  From  the  thirteenth  day  to  the  present 
time  patient  has  had  from  one  to  three  daily  passages  per  rectum ; 
sat  up  for  the  first  time  the  thirty-third  day.  Discharged  from  the 
hospital  on  the  fifty-fifth  day  after  first  operation. 

Case  II. — Operation  during  fourth  day  of  the  first  attack.  Large 
appendix  removed,  containing  two  drachms  of  pus  and  faecal  concre- 
tion. Adhesions  broken  up  ;  incision  packed  with  iodoform  gauze. 
Uninterrupted  recovery.  Discharged  from  hospital  twenty-eighth  day- 
after  operation. 

Case  III. — Operation  third  day  of  the  third  attack.  Peritoneal 
cavity  opened  ;  adhesions  broken  up  ;  large  appendix  removed  ;  un- 
interrupted recovery. 

Case  IV. — Operation  during  tenth  day.  Death  from  septic  peri- 
tonitis in  sixty-five  hours.  Large  abscess  cavity  evacuated  ;  appen- 
dix gangrenous  and  detached  ;  washed  out  by  irrigation.  Autopsy 
revealed  general  septic  peritonitis. 

Case  V. — Perforating  appendicitis.  Operation  during  third  day 
of  attack.  Death  from  septic  peritonitis  twenty-seven  hours  or  more 
after  operation. 

Case  VI,  similar  to  previous  one,  died  from  general  septic  peri- 
tonitis. 

Dr.  W.  G.  McDonald,  of  Albany,  contributed  a  paper  on 

Appendicitis  j  Observatio7is  based  on  a  Clinical  Study  of  Eighty-four 

Cases. 

Out  of  the  great  amount  of  literature,  controversial  and  otherwise, 
three  important  landmarks  are  established  :  (1)  That  for  all  practical 
purposes  all  inflammatory  processes  in  the  right  iliac  fossa  arise  from 
the  appendix.  (2)  That  practically  the  appendix  is  always  intra- 
peritoneal, and  that  any  operation  undertaken  for  appendicitis  that 
does  not  involve  the  entering  of  the  peritonaeum  is  false  in  its  surgi- 
cal conception.  (3)  That  idiopathic  peritonitis  does  not  occur.  That 
many  cases  diagnosticated  as  such  are  really  cases  of  perforating  ap- 
pendicitis. The  author  classified  the  varieties  as  (a)  acute  perforat- 
ing, fulminating  appendicitis  with  general  peritonitis  ;  (b)  acute  sup- 
purating appendicitis  with  local  plastic  peritonitis  and  abscess  ;  (c) 
subacute  appendicitis,  variously  termed  catarrhal,  chronic,  relapsing, 
or  obliterating  appendicitis,  or  appendicular  colic.  The  perforation 
occurs  very  much  earlier  than  is  commonly  believed.  That  acute 
.suppurative  appendicitis,  with  local  peritonitis,  presents  the  most  fa- 
vorable field  for  operation  during  the  attack.   The  removal  of  the  ap- 
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pendix  is  to  be  undertaken  with  great  circumspection  when  it  lies  in 
the  wall  of  an  abscess  cavity.  The  third  group  of  cases  do  not  re- 
quire operations  during  the  first  attack,  but  if  repeated  attacks  occur, 
operation  during  quiescence  is  demanded.  Operative  results  in  these 
cases  are  most  favorable. 

Dr.  Joseph  Hoffman,  of  Philadelphia,  followed  with  a  paper  on 

Surgical  Appendicitis. 


SECOND  DAY— MORNING  SESSION. 
Dr.  W.  B.  Dorsett,  of  St.  Louis,  read  a  paper  entitled 

Ligation  of  the  Uterine  Arteries  for  the  Cure  of  Fibroid  Tumors  and 
Checking  Hemorrhage. 

The  object  of  this  paper  was  for  the  purpose  of  establishing  the 
author's  priority  as  well  as  originality  of  ligation  of  the  uterine 
arteries  for  the  cure  of  fibroids.  He  made  observations  during  De- 
cember, 1889,  and  January  and  February,  1890,  and  reported  a  case  of 
atrophy  of  the  genitalia,  and  described  the  technique  of  the  operation 
of  ligation  of  the  uterine  arteries  for  the  cure  of  fibromatous  growths 
in  a  paper  read  before  the  St.  Louis  Medical  Society,  May  17,  1890, 
which  was  published  in  the  St.  Louis  Courier  of  Medicine. 

Dr.  Henry  Howitt,  of  Guelph,  Ont.,  read  a  paper  entitled 

Remarks  on  the  Surgical  Treatment  of  Lntussusception  in  the  Lnfant 
based  on  Two  Successful  Cases. 

In  it  he  recommends  early  abdominal  section  as  being  the  best 
method  of  treatment  to  reduce  the  high  mortality  rate  of  intussuscep- 
tion in  early  infancy.  Of  the  two  cases  cited,  one  child  was  at  the 
time  of  operation  under  three  and  the  other  under  six  months  of  age. 
In  regard  to  the  steps  of  the  operation,  among  other  things  he  advises 
a  small  median  incision  ;  evisceration  ;  reduction  by  pressure  on  apex 
of  intussusceptum,  while  the  intussuscipiens  is  drawn  in  the  opposite 
direction  ;  and  forcing  the  contents  of  the  ileum  into  colon  before  re- 
turning the  intestines  to  the  abdomen. 

Dr.  Robert  T.  Morris,  of  New  York,  demonstrated  a  method  of 
intussusception  in  rabbits. 

Treatment  of  Distention  of  the  Fallopian  Tubes  without  Laparotomy 
and  Removal.  By  Dr.  Frank  A.  Glasgow,  of  St.  Louis.  (See 
page  498). 
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Inflammatory  Disease  of  the  Uterus  and  Appendages  and  of  the  Pelvic 
Peritonmum.  Introductory  remarks  by  Dr.  William  W.  Potter,  of 
Buffalo. 

Dr.  Potter  began  by  recalling  the  well-known  fact  that  the  pa- 
thology of  pelvic  disease  had  been  entirely  reconstructed  since  i860, 
and  that  now  we  had  come  to  regard  inflammation  of  the  pelvic  peri- 
tonaeum as  generally  symptomatic  of  disease  of  the  ovaries  or  Fallo- 
pian tubes  or  both.  Mr.  Tait  within  the  last  ten  or  twelve  years,  to- 
gether with  men  who  have  worked  abreast  of  him — some  of  whom  are 
members  of  this  Association — have  driven  out  the  theory  of  pelvic 
cellulitis  that  for  so  long  held  sway,  and  now  perimetritis  and  para- 
metritis have  been  dropped  from  the  gynaecological  vocabulary.  The 
struggle  has  been  a  long  one,  but  abdominal  surgeons  have  demon- 
strated the  truth  of  this  proposition — viz.,  that  pus  originating  outside 
of  the  tubes  or  ovaries  in  the  non-puerperal  state  is  a  very  rare  condi- 
tion, and  that,  speaking  generally,  pelvic  abscesses  are  pus  tubes.  The 
largest  number  of  women  in  the  consulting  rooms  of  gynaecologists 
are  those  suffering  from  pelvic  inflammation  or  its  residue  ;  hence 
the  importance  of  the  subject  under  discussion  can  not  be  overesti- 
mated. But,  he  asserted,  it  is  only  within  the  past  seven  or  eight 
years  that  anything  like  uniformity  of  opinion  as  to  the  causes  and 
proper  treatment  of  pelvic  inflammation  have  been  adopted.  Now, 
just  as  we  are  beginning  to  agree  as  to  the  essentials  governing  these 
cases,  we  are  told  by  a  number  of  agreeable  gentlemen  who  call  them- 
selves conservatives  that  these  diseases  do  not  demand  operation, 
but  that  they  can  be  cured  in  most  instances  by  tentative  measures) 
such  as  diet,  rest,  electricity,  and  the  like.  By  denouncing  the  work 
of  abdominal  surgeons  as  unnecessary  mutilation,  and  stigmatizing  it 
as  castration  or  unsexing  women,  they  have  created  a  panic  among 
the  medical  journals  that  is  reaching  far  into  the  ranks  of  the  pro- 
fession. The  effect  of  this  is  to  turn  back  the  wheels  of  time  and 
stay  the  advance  of  progress  with  harmful  results  to  suffering  women. 
It  must  be  admitted  that  these  so-called  conservative  men  are  clever, 
which  makes  their  subtle  and  dangerous  doctrine  all  the  more  damag- 
ing in  its  results. 

Dr.  C.  A.  L.  Reed,  of  Cincinnati,  discussed  the  Clinical  History  of 
Inflammatory  Disease  of  the  Uterus  and  Appendages  and  of  the  Pelvic 
Peritonaeum  ;  Dr.  L.  S.  McMurtry,  of  Louisville,  the  Causation  and 
Pathology;  Dr.  James  F.  W.  Ross,  of  Toronto,  Diagnosis  and  Prog- 
nosis ;  Dr.  M.  Rosenwasser,  of  Cleveland,  the  Treatment,  along  with 
Dr.  A.  Vander  Veer,  Dr.  J.  Henry  Carstens,  and  Dr.  Joseph  Price. 
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Dr.  Joseph  Hoffman,  of  Philadelphia,  read  a  paper  entitled 

Pus  in  the  Pelvis  and  Abdomen  :  its  Diagnosis  and  Treatment. 

He  said  that  pus  in  the  abdominal  and  pelvic  cavities  had  been 
treated  and  considered  with  far  more  leniency  than  pus  anywhere 
else  in  the  human  economy.  It  was  the  tramp  manifestation  of  all 
disease.  He  considered  briefly  the  various  organs  in  which  pus 
makes  its  appearance,  and  in  the  order  of  frequency  he  mentioned 
the  kidneys,  appendix  vermiformis,  tubes  and  ovaries,  liver,  pancreas, 
and  spleen.  Each  case  should  be  treated  according  to  the  demands 
it  makes  and  according  to  its  complications.  There  was  no  rule  in 
doing  an  ideal  operation  and  have  the  patient  die  when  it  was  over. 
Ideal  work  was  that  which  gives  the  best  result  in  the  line  for  which 
it  was  done.  Surgery  of  the  abdomen  was  a  work  of  self-denial,  of 
trial,  of  unexpected  complication,  and  lurking  disaster.  He  best  can 
rise  to  it  who  has  for  his  motto  "  My  Patient."  Nothing  but  for  the 
good  of  her  who  trusts  me.  Self-seeking  carelessness  of  lives  has  its 
place  in  the  carnage  of  internecine  strife,  not  in  the  shadowy  sorrows 
of  suffering  humanity,  of  dying  women. 

Dr.  E.  W.  Cushing,  of  Boston,  made  some  remarks  on 

Hysterectomy  for  Cancer  of  the  Uterus. 

Dr.  James  F.  W.  Ross,  of  Toronto,  read  a  paper  entitled 

Personal  Experience  with  Pus-tubes,  When  to  operate,  How  to  operate, 
and  the  Results  of  Operation. 

Dr.  H.  T.  Machell,  of  Toronto,  contributed  a  paper  on 

Congenital  Diaphragmatic  Hernia, 

in  which  he  reported  two  interesting  cases. 

A  New  Operation  for  the  Radical  Cure  of  Inguinal  and  Femoral  Hernia. 

This  paper  was  read  by  Dr.  C.  A.  L.  Reed,  of  Cincinnati. 
The  operation  which  the  author  devised  is  as  follows  :  The  incision 
in  inguinal  hernia  is  made  from  a  point  two  inches  above  Poupart's 
ligament  midway  between  the  anterior  surperior  spinous  process  of 
the  ilium  and  the  spine  of  the  pubis,  obliquely  downward  and  inward 
as  nearly  as  possible  consistent  with  the  access  of  the  inguinal  canal 
to  a  point  at  the  base  of  the  scrotum.  The  dissection  is  then  carried 
into  both  scrotal  and  pelvic  cavities.    The  protruding  viscus  is  then 
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reduced,  and  carefully  inspected  after  being  brought  out  above.  The 
sac  is  then  carefully  dissected  from  its  scrotal  connections,  and  re- 
versed by  invagination.  It  is  then  opened  by  two  incisions,  one 
toward  the  pubes,  the  other  toward  the  ileum,  being  thus  converted 
into  an  anterior  and  a  posterior  flap.  The  cord  is  now  dissected 
loose  and  placed  in  the  canal,  now  denuded  of  its  peritonaeum  at  its 
outer  angle.  The  internal  ring  is  closed  by  several  interrupted  su- 
tures, animal  or  buried  silk,  these  sutures  being  applied  beneath  the 
peritoneal  flaps  formed  by  splitting  the  sac,  care  being  taken  that  in 
the  closure  of  the  ring  undue  pressure  shall  not  be  brought  to  bear 
upon  the  cord.  The  posterior  peritoneal  flap  is  now  excised,  the 
stump  being  ligated  should  there  be  any  necessity  for  doing  so.  The 
anterior  flap  is  carried  across  the  now  obliterated  internal  ring,  and 
stitched  by  interrupted  sutures  to  the  posterior  parietal  peritonaeum. 
The  external  ring  is  now  closed  by  passing  a  number  of  sutures 
through  its  pillars  externally  to  the  cord,  which  is  fixed  in  the  internal 
(pubic)  angle  of  the  outlet  of  the  canal.  The  incision  into  the  ab- 
domen is  closed  by  interrupted  figure-of-eight  sutures,  the  internal 
loop  embracing  the  peritonaeum,  the  aponeurosis  of  the  transversalis 
and  of  both  oblique  muscles,  and  the  external  loop  embracing  the 
superficial  fascia?,  fat,  and  skin.  These  sutures  should  not  be  more 
than  three  quarters  of  an  inch  apart.  The  incision  into  the  scrotum 
may  be  closed  in  the  ordinary  way.  Drainage  should  not  be  employed, 
except  in  the  presence  of  marked  oozing  or  obvious  infection. 

Dr.  A.  Vander  Veer,  of  Albany,  presented  a  report  of  one  hun- 
dred and  forty-five  operations  done  for  removal  of  ovarian  tumors 
and  pathological  conditions  associated  with  the  ovaries  and  uterine 
appendages  only.  He  gave  a  careful  review  of  the  subject  of  the 
preparation  of  the  patient,  embodying  all  the  strong  points  pertaining 
to  the  technique  of  such  work,  placing  great  stress  upon  the  impor- 
tance of  the  room  in  which  the  operation  was  to  be  done  being  put  in 
a  thoroughly  aseptic  condition,  and  thorough  cleanliness  of  the  patient 
herself.  The  operations  comprise  all  the  varieties  of  pathological 
conditions  met  with  in  connection  with  the  ovaries  and  tubes.  The 
histories  of  the  cases  were  somewhat  interesting.  Thirty-nine  gave  a 
history  of  phthisis,  fifteen  of  cancer,  fifty-seven  of  irregularity  of 
menstruation.  The  mortality  amounts  to  eleven  per  cent.  While 
not  criticising  adversely  the  methods  of  other  operators  in  closing  the 
wound  by  means  of  different  rows  of  sutures — kangaroo  tendon,  and 
other  forms  of  sutures — yet  he  has  no  reason  to  give  up  his  usual 
method  of  closing  the  wound  by  deep  sutures  of  silkworm  gut,  plac- 
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ing  them  three  or  four  to  the  inch,  taking  in  carefully  only  a  margin 
of  the  skin,  a  portion  of  the  fascia  and  muscles,  and  not  to  exceed 
a  quarter  of  an  inch  in  width  of  the  peritonaeum  itself,  placing  much 
stress  upon  the  importance  of  careful,  thorough,  complete  appo- 
sition. The  causes  of  death  in  the  seventeen  cases. were  as  follows  : 
Obstruction  of  the  bowels  due  to  a  coil  of  small  intestine  becoming 
attached  to  the  stump  of  the  pedicle,  causing  death  on  the  fourth  and 
fifth  day,  two  cases.  Septic  peritonitis,  two  cases.  Immediate  haem- 
orrhage from  the  pedicle,  slipping  of  the  knot,  within  six  hours 
after  the  operation,  though  the  wound  was  reopened,  the  vessels  se- 
cured, abdomen  flushed,  and  haemorrhage  controlled,  one  case.  Un- 
doubted haemorrhage  from  the  pedicle,  causing  general  peritonitis, 
although  no  distention  of  the  bowels  was  present,  death  on  four- 
teenth day,  one  case.  Shock  within  twelve  hours  after  operation,  one 
case.  Shock  within  twenty-four  hours  after  operation,  one  case.  Au- 
topsy in  both  cases  revealed  everything  in  good  condition.  Pul- 
monary infarction  on  sixth  day,  one  case.  Aggravated  diabetes,  one 
case.  Exhaustion  on  the  sixth  day,  no  other  apparent  cause  found, 
one  case.  Another  cause  of  exhaustion  on  the  third  day,  symptoms 
in  the  last  two  cases,  including  an  autopsy,  not  revealing  any  other 
cause.  Multilocular  ovarian  cyst,  tapped  twice,  operation  compli- 
cated with  four  months'  pregnancy,  one  case.  Puerperal  septicaemia, 
one  case.  Intestinal  obstruction  on  twenty-first  day,  one  case.  Ad- 
vanced age  complicated  with  the  recent  effect  of  an  attack  of  la 
grippe,  one  case.  Delayed  operation  in  a  case  of  extra-uterine  preg- 
nancy, possibly  four  months,  one  case. 

Dr.  A.  H.  Cordier,  of  Kansas  City,  read  a  paper  on 

Hydrosalpinx. 

He  said  articles  had  appeared  in  medical  journals  by  the  so-called 
conservative  writers  in  the  last  few  months  in  which  aspiration  or 
catheterization  of  the  Fallopian  tubes  filled  with  liquid  of  any  char- 
acter had  been  advocated  as  a  procedure  of  relief  and  cure.  Such 
articles  had  engendered  a  retrograde  tendency  on  the  part  of  many, 
and  it  is  sure  to  be  at  the  expense  of  an  increased  mortality  from 
subsequent  operative  procedures  to  cure  these  cases  after  abandoning 
the  unsurgical  and  uncertain  tinkering.  Hydrosalpinx  had  been 
looked  upon  as  the  least  hazardous  of  all  inflammatory  results  to  the 
Fallopian  tubes.  The  writer  claimed  that  hydrosalpinx  was  a  sequel 
of  some  old  inflammatory  diseases  of  the  tubes,  an  offspring  of  a  viru- 
lent process  that  had  wrought  permanent  and  irreparable  injury  to 
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the  delicate  structures  of  the  tubes.  The  writer  did  not  consider 
hydrosalpinx  as  a  retention  cyst.  Cases  were  rarely  diagnosed  prior 
to  operation.  A.  digital  examination  of  one  of  these  cases  causes  less 
pain  than  is  produced  in  examining  a  pyosalpinx.  In  one  case  occur- 
ring in  the  essayist's  practice  the  uterine  extremity  of  the  tube  was 
largely  dilated  and  filled  with  a  clear  fluid,  while  in  the  ampulla  there 
existed  a  collection  of  pus  separated  from  the  clear  fluid  by  a  closed 
stricture.  . 

Inflammatory  Disease  of  the  Uterus  and  Appendages  under  Various 
Modes  of  Treatment.    By  Dr.  Joseph  Price,  of  Philadelphia. 

The  methods  of  treatment  of  pelvic  disease  may  be  broadly  classed 
as  those  that  are  proved  and  those  that  are  experimental.  Many  of 
the  operations  now  successful  were  formerly  failures  because  of  the 
insufficient  knowledge  of  how  to  deal  with  a  wounded  gut,  how  to 
make  an  anastomosis,  or  to  do  a  bowel  resection.  Hence  it  is  to  be 
put  down  as  a  postulate  in  pelvic  surgery  that  no  man  has  a  right  to 
attempt  it  who  does  not  know  how  to  deal  with  all  the  complexities 
of  intestinal  surgery.  To  know  when  to  stitch  and  when  not  to  stitch 
the  intestine  is  as  necessary  as  to  know  when  and  when  not  to  oper- 
ate. The  leaving  of  pus-tubes  to  recover  of  themselves  is  just  one 
step  removed  to  stuffing  them  with  gauze  and  trusting  to  Providence. 
To  puncture  and  evacuate  and  stitch  a  suppurating  cyst — say  a  real 
ovarian  cyst — would  be  derided  out  of  sight,  and  yet,  said  the  essay- 
ist, we  have  operators  who  do  not  hesitate  to  do  this  with  the  smaller 
pus-tube. 

Dr.  George  H.  Rohe,  of  Catonsville,  Md.,  said  that  conservative 
surgeons  were  very  much  shocked  at  first  by  the  proposition  to  re- 
move the  uterus  together  with  the  annexa  in  cases  of  inflammatory 
disease  in  the  pelvis.  However,  the  operation  has  won  its  way  against 
opposition  and  must  now  be  considered  as  an  elective  procedure  in 
cases  of  extensive  suppuration  with  adhesion,  and  especially  in  those 
cases  so  numerous  in  which  the  endometrium  is  likewise  the  seat  of 
purulent  inflammation.  Gonorrhceal,  puerperal,  or  tubercular  inflam- 
mations and  dense  adhesions,  with  displacement  of  the  uterus,  demand 
removal  of  this  organ  as  well  as  of  the  appendages  if  permanent  good 
results  are  expected.  Total  extirpation  of  the  uterus  and  append- 
ages by  the  vaginal  method  for  pelvic  suppuration  was  first  done  by 
Pean  in  1886.  Pean,  Segond,  Doyen,  Jacobs,  and  Landau  have  per- 
formed the  operation  upward  of  five  hundred  times  with  an  average 
mortality  of  less  than  five  per  cent.    The  operation  by  the  vagina  is 
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easier  than  abdominal  extirpation,  and,  in  the  hands  of  most  surgeons 
who  have  performed  it,  is  attended  by  less  shock.  It  leaves  the  parts 
in  condition  for  perfect  drainage.  The  after-treatment  is  simple. 
Patients  may  sit  up  in  a  week  or  ten  days.  Forceps  are  preferred  to 
the  ligature  for  heemostasis. 

The  Present  Status  of  the  Treatment  of  Pelvic  Inflammation,  or  how 
shall  we  deal  with  Pelvic  Inflammatory  Troubles?  By  Dr.  W.  B. 
Dorsett,  of  St.  Louis,  Mo. 

The  author  drew  the  following  deductions  : 

1.  Pus  in  quantities  is  hard  to  deal  with  down  in  the  pelvis  in 
laparotomy  cases,  and  if  possible  should  be  evacuated  prior  to  taking 
out  the  tubes  and  ovaries,  either  through  the  cul-de-sac  of  Douglas, 
or  if  between  the  layers  of  the  broad  ligament  at  the  side  of  the 
uterus,  laparotomy  should  be  done  at  some  future  time. 

2.  Pus  sacs  in  the  tube  near  its  uterine  end  can  be  evacuated 
through  the  uterus  by  packing  the  horn. 

3.  Parametritis,  or  cellulitis  of  the  ancients,  is,  except  under  rare 
instances,  a  secondary  trouble,  due  to  a  foul  uterine-  cavity.  Clean 
out  the  cavity  and  stop  the  source  of  poison,  and  you  do  the  best 
thing  possible  to  be  done. 


SECOND  DAY— AFTERNOON  SESSION. 

Abstract  of  a  paper  entitled 

THE  RELATIONS  OF  RENAL  INSUFFICIENCY  TO 
SURGICAL  OPERATIONS. 

By  C.  C.  Frederick,  B.  S.,  M.  D., 

Adjunct  Professor  of  Obstetrics,  Medical  Department,  Niagara  University  ;  Surgeon  in  Chief, 
Buffalo  Woman's  Hospital ;  Obstetrician,  St.  Mary's  Widows'  and  Infants'  Asylum  ; 
Gynaecologist,  Erie  County  Hospital,  Buffalo,  N.  Y. 

Observations  based  on  nearly  Three  Hundred  Operations  at  the  Buffalo 
Woman's  Hospital,  supplemented  by  the  Experience  of  Several  Promi- 
nent Operators. 

By  renal  insufficiency  is  meant  any  state  or  condition  of  the  urine 
which  shows  deficient  elimination  of  waste  products,  whether  from 
functional  inactivity  or  from  disease  of  the  kidneys. 

Whether  renal  insufficiency  is  a  contraindication  to  operation  de- 
pends on  the  consideration  of  three  factors  :  1.  The  amount  and 
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nature  of  the  insufficiency.  2.  The  character  of  the  lesions  for  which 
operation  is  proposed.  3.  The  causal  relation  which  the  patient's 
disease  holds  to  the  renal  insufficiency.  Every  patient's  urine  before 
operation  should  be  collected  for  twenty-four  hours,  except  when 
operation  is  urgent,  as  in  ruptured  ectopic  pregnancy,  for  example. 

To  avoid  contamination  by  bloody  or  muco-purulent  discharges 
the  urine  should  be  obtained  by  catheterization.  It  should  be  meas- 
ured, specific  gravity  and  reaction  taken,  then  examined  chemically 
for  albumin  and  sugar. 

If  albumin  is  found,  or  the  specific  gravity  low  in  comparison  to 
the  whole  amount  passed,  microscopical  examination  of  sediments  for 
blood,  pus,  and  casts  should  be  made.  Differential  diagnosis  should 
be  made  between  albuminuria  dependent  on  bladder  or  ureteral  dis- 
ease and  that  which  originates  in  the  kidney. 

In  examination  of  urine,  the  important  fact  to  ascertain  is  whether 
the  kidneys  are  crippled  or  in  full  or  nearly  normal  functional  activity. 

Women  with  chronic  endometritis  are  especially  liable  to  func- 
tional insufficiency.  Most  gynaecological  patients  who  are  run  down 
physically  present  the  same  condition.  They  should  have  some  prep- 
aration for  operation.  They  should  drink  water  freely  to  flush  out 
the  kidneys,  and  the  bowels  and  skin  should  be  made  to  act  thoroughly. 

A  knowledge  of  the  state  of  a  patient's  kidneys  is  of  value  to  the 
operator  and  anaesthetizer.  The  duration  of  an  operation  may  be 
shortened,  and  the  quantity  of  ether  or  chloroform  reduced  to  the 
minimum,  thereby  saving  lives  that  otherwise  might  be  lost. 

With  a  knowledge  of  incipient  kidney  disease,  due  perhaps  to  intra- 
pelvic  pressure  upon  the  ureters,  the  surgeon  may  advise  an  early 
operation  not  indicated  by  any  other  symptom,  thereby  avoiding  the 
dangers  of  future  more  pronounced  renal  disease. 

Albumin,  hyaline,  and  even  granular  casts,  do  not  contraindicate  a 
necessary  operation  if  the  quantity  of  urine  is  above  twenty  ounces 
per  diem,  the  specific  gravity  1.015  to  1.020,  and  the  quantity  of  urea 
not  more  than  twenty-five  per  cent,  below  normal. 

If  the  quantity  of  urine  be  persistently  small,  of  low  specific  grav- 
ity, albumin  and  casts  present,  and  the  urea  notably  deficient,  the 
kidney  disease  is  more  serious  than  many  of  the  diseases  for  which 
we  operate.  Under  such  circumstances  operations  should  be  done 
only  for  pus  collections  or  large  tumors  which  produce  these  pressure 
symptoms.  A  hurriedly  done  operation  for  either  of  these  conditions 
is  justifiable  in  the  most  desperate  of  circumstances,  and  the  results 
usually  do  justify  the  chances  taken. 
36 
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Contracted  kidney,  chronic  interstitial  nephritis,  offers  the  only 
real  contraindication  to  all  operations  of  magnitude.  The  results  are 
usually  fatal.  Contracted  kidney  is  liable  to  be  overlooked.  It  is 
difficult  to  diagnose.  The  quantity  of  urine  is  usually  large,  the  spe- 
cific gravity  very  low  ;  no  albumin  or  only  a  trace,  perhaps ;  very  few 
or  no  tube  casts. 

Most  gynaecological  cases  pass  less  urine  after  operation  than  be- 
fore, the  causes  being  probably  shock  and  the  anaesthetic.  Many 
cases  of  suppression  are  only  apparent,  not  real,  due  to  withholding 
water  in  abdominal  sections,  combined  with  the  shock  and  anaesthetic. 

Renal  insufficiency  renders  the  patient  more  liable  to  shock  from 
operation  and  a  slower  convalescence. 

Dr,  George  B.  Wood  has  shown  that  ether  exists  free  in  the  blood 
during  inhalation,  but  is  not  excreted  by  the  kidneys.  It  produces, 
however,  renal  congestion  and  cloudy  swelling  of  the  cells.  The  ex- 
periences of  many  observers  prove  that  acute  renal  congestion,  albu- 
minuria, and  exfoliation  of  epithelium  frequently  follow  the  inhalation 
of  either  ether  or  chloroform  when  no  renal  disease  existed  previous 
to  operation.  Deaths  from  suppression  are  reported  from  both  ether 
and  chloroform.  The  general  belief  is  that  ether  is  contraindicated 
in  renal  insufficiency,  and  that  chloroform  is  the  only  anaesthetic  to 
use  on  such  occasions. 

The  clinical  reports  do  not  accord  with  this  belief,  as  chloroform 
is  credited  by  several  observers  as  producing  more  renal  disturbance 
de  novo  than  does  ether.  It  is  contended  by  some  that  ether  is  safer 
at  the  time  of  administration,  and  at  least  no  more  liable  to  produce 
acute  congestion  or  acute  suppression. 

Dr.  I.  S.  Stone,  of  Washington,  D.  C,  followed  with  a  paper  en- 
titled 

Some  Results  of  Ether  Anesthesia  in  Abdominal  Operations. 
Dr.  Eugene  Boise,  of  Grand  Rapids,  Mich.,  read  a  paper  on 

The  Cause  of  Thirst  following  Abdominal  Section. 

The  author,  after  stating  the  generally  accepted  proposition  that 
thirst  is  a  sensation  indicating  that  the  tissues  of  the  body  are  in  want 
of  more  water,  argues  that  the  sensation  as  felt  in  the  mouth  and 
throat  is  reflex,  and  that  the  real  point  from  which  the  sensation  arises 
is  in  the  abdominal  viscera  ;  that  from  these  the  sensation  is  conveyed 
to  the  consciousness  by  fibers  of  the  sympathetic  system  of  nerves  ; 
that  while  ordinary  thirst  is  caused  by  the  withdrawal  of  water  from 
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the  tissues  to  refill  the  veins  depleted  by  excessive  perspiration  or 
otherwise,  the  thirst  following  abdominal  section  is  caused  by  the 
withdrawal  of  water  from  the  abdominal  viscera  to  fill  veins  partially 
collapsed  by  reason  of  diminished  blood  supply  because  of  contrac- 
tion of  the  arteries  of  the  viscera.  He  briefly  stated  those  physi- 
ological facts  which  are  universally  accepted  or  have  been  experiment- 
ally proved  on  which  the  theory  is  based  :  1.  Thirst  is  a  sensation 
indicating  that  the  tissues  need  more  water.  2.  The  sensation  felt  in 
the  throat  is  reflex.  3.  The  origin  of  the  sensation  is  believed  by 
leading  physiologists  to  lie  in  the  sympathetic  system  of  nerves,  be- 
cause (a)  no  cerebro-spinal  nerves  can  be  found  which  convey  the 
sensation  to  the  consciousness,  and  (b)  nutrition  is  presided  over  by 
the  sympathetic  system,  and  thirst  is  a  disturbance  of  nutrition.  4. 
The  origin  of  the  sensation  is  probably  from  the  abdominal  organs, 
because  (a)  these  are  so  rich  in  sympathetic  fibers,  and  (b)  introduc- 
tion of  water  into  the  stomach  so  instantaneously  allays  thirst.  5.  The 
sensation  invariably  follows  the  withdrawal  of  any  considerable  amount 
of  fluid  from  the  body  ;  the  withdrawal  of  such  fluid  causes  propor- 
tionate collapse  of  veins  and  capillaries.  6.  Capillaries  tend  to  remain 
at  normal  tension,  and  when  suddenly  collapsed  in  any  degree  attempt 
to  regain  that  tension  by  taking  water  from  the  surrounding  tissues. 
7.  Irritation  of  sympathetic  nerves  causes  contraction  of  the  arterioles 
supplied  by  such  nerves.  8.  Sudden  contraction  of  the  arterioles  sup- 
plying any  organ  is  followed  by  lessened  tension  in  the  capillaries  and 
small  veins  of  that  organ.  9.  Abdominal  section  invariably  causes 
direct  and  reflex  irritation  of  the  abdominal  sympathetic  nerves.  10. 
Such  irritation  causes  contraction,  in  some  degree,  of  the  arterioles  of 
the  abdominal  viscera,  with  consequent  lessened  tension  in  their  cap- 
illaries, and  compensatory  withdrawal  of  water  from  their  tissues. 
And  is  it  not  probable  that  such  circulatory  disturbances  give  rise  to 
the  sensation  of  thirst? 

Dr.  Hulbert,  Second  Vice-President,  took  the  chair,  and  Presi- 
dent Rohe  delivered  his  address.    He  selected  for  his  subject 

Intestinal  Obstruction  following  Operations  in  which  the  Peritoneal 

Cavity  is  opened. 

He  said  obstruction  of  the  bowels  causes  between  one  and  two  per 
cent,  of  the  deaths  following  ovariotomy  and  other  operations  involv- 
ing opening  of  the  peritoneal  cavity.  Sir  Spencer  Wells  lost  eleven 
out  of  his  first  series  of  a  thousand  cases  of  ovariotomy  from  this 
cause.    Fritsch  places  his  mortality  from  ileus  post-laparotomian  at 
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one  and  six  tenths  per  cent.  Klotz  has  reported  thirty-one  cases  of 
intestinal  obstruction,  with  five  deaths,  due  to  this  complication  in  a 
series  of  four  hundred  and  twenty-one  abdominal  sections,  and  one 
hundred  and  forty-eight  vaginal  extirpations  of  the  uterus.  The 
speaker  had  seen  a  case  where  the  small  intestine  was  doubled  upon 
itself,  and  so  firmly  adherent  that  the  gut  was  entirely  impervious. 
Similar  _cases  have  been  reported  by  Skutsch  and  Tuttle.  Joseph 
Price  quotes  an  interesting  case  from  Louis,  where  an  adherent  ova- 
rian cyst,  emptied  by  the  trocar,  so  dragged  upon  the  bowel  as  to 
cause  obstruction.  Volvulus  sometimes  occurs  after  abdominal  sec- 
tion, but  probably  only  after  some  previous  adhesion  or  constriction 
of  the  bowel.  Two  cases  reported  by  Nieberding  illustrate  this.  The 
symptoms  of  intestinal  obstruction  post-laparotomian  are  essentially 
the  same  as  those  of  primary  obstruction.  Klotz  has  had  much  suc- 
cess in  treating  acute  obstruction  following  abdominal  section  by  the 
following  method  :  As  soon  as  symptoms  indicating  obstruction  ap- 
pear he  washes  out  the  stomach  with  from  four  to  six  quarts  of  warm 
salt  solution.  Should  this  fail  to  relieve  the  symptoms,  he  repeats  it, 
and  then  passes  into  the  stomach,  through  a  tube,  a  large  dose  (one 
and  a  half  to  two  ounces)  of  castor  oil.  In  all  cases  so  treated  the 
active  peristaltic  movements  set  up  caused  passage  of  flatus  and  faeces 
within  ten  hours.  Evidently  it  is  only  in  cases  of  fresh  and  friable 
adhesions  that  this  method  can  be  successful.  Rectal  injections  of 
water  or  air  may  at  times  be  curative  when  the  obstruction  is  due  to 
intussusception,  volvulus,  or  soft  adhesions  of  the  lower  portion  of  the 
intestine,  but  where  the  obstruction  is  due  to  cords  or  bands  they  can 
manifestly  be  of  no  avail. 


THIRD  DAY- MORNING  SESSION. 
Dr.  L.  H.  Dunning,  of  Indianapolis,  Ind.,  contributed  a  paper  on 
Nephrectomy.    (See  page  504.) 

Progressive  Cutaneous  Atrophy  of  the  Vulva  {Kraurosis  Vulva). 

Dr.  C.  A.  L.  Reed,  of  Cincinnati,  read  a  paper  with  this  caption. 
He  reported  six  cases  in  which  the  pathological  and  clinical  features 
were  characteristic.  The  first  changes  obvious  to  the  naked  eye  con- 
sist of  small  vascular  areas  around  the  introitus  vaginae.  These  areas 
are  not  elevated,  as  if  seats  of  merely  inflammatory  engorgement,  but 
are  slightly  depressed  relatively  to  the  adjacent  epithelial  surfaces. 
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They  are  exquisitely  painful  to  the  touch,  and  efforts  at  sexual  inter- 
course are  generally  agonizing  and  futile.  About  this  same  time  in- 
spection will  reveal  a  narrowing  of  the  vaginal  orifice  associated  with 
diminished  elasticity  of  the  structures.  The  cutaneous  or  muco- 
cutaneous surfaces  will  now  be  observed  to  have  lost  a  certain  pro- 
portion of  their  pigment,  giving  them  a  more  or  less  translucent  ap- 
pearance, which  increases  until  it  becomes  so  transparent  that  the 
larger  capillaries  and  minute  ecchymoses  may  be  readily  discerned 
beneath  it.  The  skin  thus  affected  becomes  tense,  effacing  in  a 
more  or  less  degree  all  of  the  normal  folds  of  the  vulva  and  narrow- 
ing the  vaginal  orifice  until,  in  the  case  of  a  multipara,  "incredulity 
may  be  excused  when  the  patient  states  that  she  has  borne  children." 

Knowledge  relative  to  progressive  cutaneous  atrophy  of  the  vulva 
is  too  nebulous  to  justify  final  conclusions.  That  which  seems  to  be 
conclusively  demonstrated  may  be  summarized  as  follows  : 

i.  Progressive  cutaneous  atrophy  of  the  vulva  is  a  distinct  disease. 
2.  It  is  of  very  rare  occurrence.  3.  It  is  essentially  inflammatory  in 
character,  differing  from  other  inflammations  of  the  skin  in  the  marked 
progressive  atrophy  which  succeeds  the  stage  of  hyperasmia  and  in- 
filtration. 4.  It  is  limited  in  its  manifestations  to  the  vulva.  5.  It  is 
manifestly  not  of  syphilitic  origin.  6.  Its  aetiology  is  so  obscure  as  to 
suggest  a  primary  causal  lesion  in  the  trophic  nerve  supply  of  the 
vulva.    7.  The  affected  areas  may  be  successfully  excised. 

Dr.  George  F.  Hulbert,  of  St.  Louis,  read  an  interesting  paper  on 

The  Element  of  Habit  in  Gynacic  Disease, 

an  abstract  of  which  would  not  do  justice  to  its  author. 

One  of  the  interesting  features  of  the  meeting  were  remarks  on 
intestinal  anastomosis  and  a  beautiful  demonstration  of  the  uses  of 
the  Murphy  button,  by  Dr.  J.  B.  Murphy,  of  Chicago. 

Restoration  of  Intestinal  Continuity  without  Mechanical  Devices. 
By  Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. 

The  purpose  of  this  paper  was  not  to  claim  originality  for  any 
special  technique,  but  rather  to  consider  the  various  operations  and 
to  show  that  mechanical  devices  can  in  a  great  proportion  of  cases 
be  better  dispensed  with  by  the  surgeon  who  has  had  much  expe- 
rience in  intestinal  work,  either  on  the  lower  animals  or  on  the  human 
intestine.  Still,  there  is  a  place  in  anastomotic  work  for  bone  plates, 
catgut  plates,  and  other  devices  of  this  sort,  and  the  Murphy  button  ; 
but  the  experienced  surgeon  will  find  a  field  of  their  application  very 
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limited.  These  devices  are  of  great  assistance  to  the  surgeon  of 
limited  experience  in  this  class  of  work,  and  should  be  recommended 
in  the  event  of  an  operation  having  to  be  done  by  one  who  has  not 
had  the  opportunity  of  becoming  familiar  and  skilled  in  suturing  of 
the  intestines.  The  Murphy  button  is  a  valuable  device  for  chole- 
cystenterostomy,  and  is  superior  to  anything  yet  suggested  for  that 
purpose.  The  button  is  so  small  that  it  can  pass  through  the  intes- 
tine without  causing  any  trouble,  and  it  can  be  depended  upon  with 
almost  absolute  certainty  to  produce  satisfactory  adhesion  and  a 
competent  ©pening  between  the  gall  bladder  and  intestine.  The  end- 
to-end  operation,  or  circular  enterorrhaphy,  is  a  dangerous  proce- 
dure, from  the  fact  that  injury  to  the  mesenteric  border  is  liable  to 
produce  sloughing,  and  it  is  never  possible  to  say  that  a  surgeon  will 
not  have  this  complication  follow  the  operation.  Besides,  any  stitch 
method  in  the  end-to-end  operation  requires  so  much  time  that  it 
should  be  objected  to  usually  on  that  account.  The  Murphy  button 
can  be  used  very  satisfactorily  for  this  purpose,  and  where  end-to-end 
operation  is  to  be  resorted  to  Dr.  Davis  is  of  the  opinion  that  this 
device  should  be  used,  unless  the  surgeon  is  an  expert  in  intestinal 
suturing.  The  operation  of  Abbe  is  a  plausible  one,  but  is  not  so  re- 
liable as  the  one  which  has  proved  satisfactory  in  the  experimental 
work  of  the  author.  The  incision  is  not  made  so  long  as  in  the  case 
of  Abbe,  and  is  about  three  inches  in  length.  In  the  case  of  gastro- 
enterostomy the  intestine  and  stomach  are  both  brought  into  the 
wound,  and  the  incision,  three  inches  in  length,  made  in  both. 
Interrupted  sutures  are  taken  through  coats  of  the  bowel  and 
stomach  around  the  entire  length  of  the  incisions  and  are  tied  on  the 
inside,  the  last  stitch  being  tied  on  the  outside  and  turned  in.  A  con- 
tinuous outside  safety  stitch  is  then  taken  through  the  peritoneal  and 
muscular  walls.  In  bringing  the  small  intestine  together  the  same 
procedure  is  followed,  the  interrupted  through-and-through  stitch  of 
large  silk  being  taken  instead  of  an  overhand  stitch,  as  recommended 
by  Abbe,  and  only  one  row  of  outside  sutures,  which  may  be  inter- 
rupted or  continuous,  preferably  the  latter.  This  operation  can  be 
done  very  quickly,  and  is  more  reliable  than  the  various  ones  with 
mechanical  aids  to  anastomosis.  Particularly  is  this  method  of  oper- 
ating valuable  in  cases  of  simple  stricture  of  the  bowel,  and  there  will 
be  a  great  many  of  these  cases  now,  inasmuch  as  there  are  more  oper- 
ations done  on  the  intestines. 

Dr.  F.  Blume,  of  Allegheny,  Pa.,  reported  a  very  interesting  case 
of  cholelithiasis  in  a  woman  thirty-seven  years  of  age  in  which  the 
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number  of  calculi  removed,  besides  minute  concretions,  was  one  hun- 
dred and  twenty-three,  weighing  fourteen  drachms.  The  stone  re- 
moved from  the  gall  bladder  weighed  four  and  three  quarter  drachms. 

The  Reason  why  Patients  recover  from  Tuberculosis  of  the  Peritonaeum 
after  Operation.    By  Dr.  Robert  T.  Morris,  of  New  York. 

The  author  stated  that  he  had  been  experimenting  with  a  view  to 
determining  the  reason  for  the  cure  of  tuberculosis  of  the  peritonaeum 
after  operation,  it  being  a  well-known  fact  that  more  than  eighty  per 
cent,  of  these  cases  recover  as  a  result  of  simply  exposing  the  peri- 
toneal cavity  to  the  air.  Dr.  Morris  collected  fluid  from  the  ab- 
dominal cavity  of  patients  with  tuberculosis  of  the  peritonaeum,  placed 
it  in  an  incubator  for  forty-eight  hours,  and  developed  the  bacteria  of 
putrefaction  which  would  ordinarily  enter  in  such  fluid  exposed  to 
the  air.  From  this  fluid  Dr.  Eiloart  then  isolated  a  toxalbumin  the 
product  of  the  growth  of  putrefactive  bacteria  in  this  peritoneal 
fluid.  The  toxalbumin  employed  to  destroy  tubercle  bacilli  in  cul- 
ture tubes  destroyed  them  very  promptly.  A  control  experiment, 
which  was  not  yet  completed,  was  in  progress  for  determining  if  these 
bacteria  were  absolutely  dead.  However,  enough  had  been  proved 
to  show  that  tuberculosis  of  the  peritonaeum  recovers  after  operation 
because  putrefactive  bacteria  produce  a  toxalbumin  in  the  fluid  which 
is  fatal  to  tubercle  bacilli  in  the  peritonaeum.  The  reason  why  it  is 
more  effective  in  curing  cases  of  tuberculosis  of  the  peritonaeum  than 
tuberculosis  of  the  knee  joint  is  because  the  lymphatic  anatomy  of 
the  peritonaeum  is  such  that  any  toxic  agent  absorbed  by  the  lym- 
phatics of  the  peritonaeum  is  brought  into  close  contact  with  the  en- 
tire structure,  whereas  in  the  knee  joint  the  lymphatics  are  fewer 
and  with  more  definite  channels. 

The  following  officers  were  elected  : 

President — Dr.  J.  Henry  Carstens,  of  Detroit. 

First  Vice-President — Dr.  W.  E.  B.  Davis,  of  Birmingham,  Ala. 

Second  Vice-President — Dr.  Henry  Hovvitt,  of  Guelph,  Ont. 

Secretary — Dr.  William  Warren  Potter,  of  Buffalo. 

Treasurer — Dr.  X.  O.  Werder,  of  Pittsburgh. 

The  place  of  meeting  for  1895  was  referred  to  the  Executive 
Council  for  decision. 
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TRANSACTIONS   OF   THE   OBSTETRICAL   SOCIETY  OF 

LONDON. 

February  7,  1894. 

Abscess  in  Abdominal  Wall.    Shown  by  R.  J.  Probyn-Williams,  M.  D. 

The  patient,  aged  forty,  was  admitted  to  the  General  Lying-in 
Hospital  for  her  fourth  confinement.  Labor  was  well  advanced,  but 
the  head  had  not  engaged  in  the  brim  owing  to  contraction  of  the 
pelvis,  the  true  conjugate  being  afterward  found  to  be  three  inches. 
She  had  been  advised  to  have  labor  induced  at  the  seventh  month. 
For  the  last  month  of  the  pregnancy  she  had  frequently  complained 
of  intense  pain  over  the  pubes.  Forceps  were  applied  without  result, 
and  the  prolapsed  cord  being  pulseless,  the  child  was  delivered  by 
cephalotripsy,  which  was  easily  accomplished.  The  temperature  on 
the  following  morning  was  1020,  but  fell  to  normal  the  same  evening, 
and  remained  so  till  death,  on  the  morning  of  the  fourth  day.  There 
was  blood  and  pus  in  the  urine  on  admission. 

After  delivery  the  patient  suffered  from  incontinence,  so  that  no 
urine  could  be  saved  for  examination  till  just  before  death,  when 
about  half  an  ounce  of  almost  pure  blood  was  withdrawn  by  catheter. 
This  incontinence,  together  with  pain  and  tenderness  over  the  pubes, 
constituted  the  only  symptoms  she  presented,  except  rapidity  of  pulse 
and  breathing.  The  lochia  were  normal,  and  the  bowels  acted  freely 
on  the  third  day.  The  patient  seemed  to  be  going  on  well  till  the 
morning  of  the  fourth  day,  when  she  suddenly  became  collapsed  and 
comatose,  and  in  spite  of  all  efforts  she  sank  and  died  in  five  hours. 

Two  years  previously  she  had  had  severe  pain  in  the  left  loin, 
which  suddenly  ceased,  and  soon  afterward  she  passed  a  small  stone 
by  the  urethra. 

On  post-mortem  examination  there  was  found  a  diffuse  abscess 
burrowing  among  the  layers  of  muscle  and  connective  tissue  of  the 
anterior  abdominal  wall.  This  evidently  communicated  with  the 
bladder,  which  was  found  contracted  and  contained  pus. 

Some  sticky  lymph  was  found  connecting  the  anterior  surface  of 
the  uterus  and  adjacent  coils  of  small  intestine  to  the  anterior  ab- 
dominal wall,  but  there  was  no  general  peritonitis.  The  uterus  and 
vagina  were  normal  and  uninjured. 

In  the  lower  part  of  the  pelvis  of  the  left  kidney  a  small  calculus 
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was  imbedded,  similar  to  the  one  the  patient  passed  two  years  ago. 
Apart  from  this,  both  kidneys  and  all  the  other  organs  were  normal. 

The  course  of  events  in  this  case  was  not  quite  clear,  but  probably 
the  continuous  pressure  of  the  large  and  firmly  ossified  head  before 
delivery  assisted  in  producing  this  abscess,  as  the  result  of  ulceration 
of  the  bladder  and  extravasation  of  urine  into  the  connective  tissue. 
The  abscess  probably  ruptured  either  during  labor  or  soon  after,  and 
this  allowed  of  fatal  septic  absorption. 

Uterine  Fibroids  removed  by  Enucleation  Fifteen  Days  after  Delivery. 
By  Robert  Boxall,  M.  D.,  M.  R.  C.  P. 

There  are  three  fibroids,  one  as  large  as  an  orange  and  two  smaller 
ones  not  much  larger  than  a  walnut,  of  soft  consistence,  removed  by 
enucleation  from  the  uterus  of  a  woman  thirty-five  years  of  age.  She 
had  had  five  children,  and  one  miscarriage  before  the  last  child.  All 
the  labors  had  been  difficult  and  mostly  required  forceps.  The  last 
birth  took  place  at  term.  Owing  to  difficulty  in  removing  the  placenta 
and  to  the  unusual  size  of  the  uterus,  Dr.  E.  J.  Nix,  who  attended  the 
labor,  inserted  his  hand  and  discovered  three  fibroid  masses  situated 
in  the  upper  part  of  the  anterior  uterine  wall.  For  six  days  the  pa- 
tient went  on  well,  then  laborlike  pains  set  in,  followed  by  a  persistent 
high  temperature  varying  from  1030  to  1040  or  1050  F.  The  pains 
became  so  severe  that  in  spite  of  morphine,  given  both  by  mouth  and 
subcutaneously,  she  was  unable  to  sleep.  A  slight  sanguineous  loss 
continued.  The  pains  increased  in  duration  and  severity,  and  the 
patient  became  worn  out  and  exhausted  as  in  a  prolonged  labor.  The 
cervix  was  sufficiently  dilated  to  admit  the  index  finger,  and  high  up 
the  mass  could  just  be  reached.  Under  the  circumstances  it  was 
hopeless  to  expect  expulsion  of  the  mass  by  natural  efforts  with  the 
aid  of  ergot.  The  cervix  was  accordingly  stretched  by  hydrostatic 
dilators  under  an  anaesthetic.  Attached  to  the  large  mass  a  small 
polypus  was  found,  which,  when  pulled  upon,  broke  away  from  its  at- 
tachment. The  capsule  of  the  main  mass  was  broken  through  and 
enucleation  effected  by  the  finger,  an  ^craseur  wire  being  employed 
as  a  snare  for  the  purpose  of  bringing  the  upper  part  within  reach. 
Another  small  mass  imbedded  in  the  wall  immediately  below  the  main 
fibroid  was  enucleated  in  like  manner.  The  patient  has  since  done 
well. 

Spontaneous  expulsion,  or  attempt  at  expulsion  of  uterine  fibroids 
after  delivery,  is  well  known.  The  interest  of  this  case  lies  in  the 
severity  of  the  laborlike  process  by  which  the  uterus  endeavored  to 
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expel  the  growth,  and  in  the  shortness  of  the  interval  which  had 
elapsed  since  the  birth  of  the  child. 

Dr.  Braxton  Hicks  described  a  case  which  occurred  to  an  old 
friend  of  his  many  years  ago,  where,  three  or  four  days  after  delivery, 
there  were  severe  after-pains  with  haemorrhage.  The  uterus  was  ex- 
plored by  the  hand,  and  a  large  polypus  attached  to  the  fundus  was 
found  ;  the  pedicle  was  small  ;  it  was  fretted  through  with  the  thumb- 
nail, and  then  it  came  away.    The  specimen  was  in  Guy's  Museum. 

Dr.  Champneys  said  that  he  had  collected  cases  of  the  kind  and 
had  discussed  them  in  the  St.  Bartholomew's  Hospital  Reports  some 
years  ago  (vol.  xiii.  1877,  page  109).  The  common  time  after  labor 
for  their  expulsion  seemed  to  be  five  to  six  weeks  (page  121).  This 
was  explained  by  the  fact  that  a  real  polypus  of  the  body  was  incom- 
patible with  pregnancy,  and  that  it  usually  took  a  considerable  time 
for  the  interstitial  fibroid  to  work  its  way  into  the  uterine  cavity  and 
be  expelled. 

Acephalous  Acardiac  Fcetus.    Shown  by  Dr.  Herman,  for  A.  W. 

Grogono. 

A  committee,  consisting  of  Mr.  Bland  Sutton,  Dr.  Giles,  and  Mr. 
Grogono,  was  appointed  to  report  on  this  specimen. 

Tubal  Gestation  of  Ni?ie  Weeks'  Duration  successfully  removed  Three 
Hours  after  Rupture.    By  William  Duncan,  M.  D. 

Dr.  William  Duncan  showed  this  specimen,  and  gave  the  follow- 
ing history  of  the  case  :  Mrs.  H.,  aged  thirty-five,  has  had  two  children 
(ten  and  eight  and  a  half  years  old).  No  miscarriages.  After  the 
last  confinement  she  is  said  to  have  had  an  attack  of  pelvic  peritonitis. 
On  January  19,  1894,  she  consulted  Mr.  Evan  Jones,  of  the  Goswell 
Road,  saying  that  she  had  (a)  morning  sickness  ;  (b)  cessation  of  the 
menses  for  seven  weeks  ;  (c)  pain  after  food  ;  (d)  loss  of  appetite  ; 
(e)  swelling  and  tenderness  of  the  breasts;  and  (f)  more  or  less  pain 
in  the  lower  abdomen  for  the  last  four  or  five  weeks.  Mr.  Jones  con- 
sidered her  to  be  pregnant  and  treated  the  sickness  and  dyspepsia. 
On  January  24th  Mr.  Jones  was  sent  for,  and  found  the  patient  suf- 
fering from  pains  (like  labor  pains)  in  the  abdomen  and  back,  with  a 
slight  discharge  of  blood  per  vaginam.  The  os  was  soft,  not  dilated, 
and  the  uterus  apparently  enlarged.  No  clots  or  membrane  of  any 
kind  were  passed.  She  was  treated  by  rest  in  bed  and  opium,  so  that 
five  days  later  all  pains  had  gone,  and  she  felt  well.  On  January  30th 
she  went  for  a  walk,  and  did  so  for  the  next  three  days. 
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On  February  2d,  at  10.30  p.  m.  (after  supper),  she  went  upstairs, 
and  almost  immediately  after  her  husband  heard  a  groan,  and  on 
going  to  her  found  her  on  the  floor,  apparently  dying.  Mr.  Jones 
(who  lives  close  by)  saw  her  in  a  few  minutes,  and  found  her  perfectly 
collapsed,  pulseless,  and  extremely  pale.  A  small  quantity  of  brandy 
and  water  was  administered,  soon  after  which  she  was  sick,  and  her 
pulse  became  perceptible.  Mr.  Jones  diagnosed  ruptured  tubal  gesta- 
tion, and  at  once  sent  for  me  ;  meanwhile  the  patient  was  gently 
lifted  from  the  floor  on  to  the  bed,  her  head  being  kept  low. 

On  my  arrival  at  1 1 .30  p.  m.,  I  found  her  blanched,  pulse  extremely 
rapid  and  just  perceptible.  The  abdomen  was  slightly  distended,  ten- 
der to  touch,  especially  on  the  left  side,  and  dull  on  percussion  every- 
where.   Nothing  abnormal  was  made  out  on  vaginal  examination. 

I  agreed  with  the  diagnosis,  and  advised  speedy  abdominal  sec- 
tion. As,  however,  she  had  rallied  somewhat,  it  seemed  to  me  that 
the  haemorrhage  had  probably  stopped  for  the  time  being,  so  before 
operation  I  got  the  transfusion  apparatus  with  saline  solution  ready, 
also  obtained  a  trained  nurse,  and  arranged  a  table  for  the  operation. 

At  1.30  a.  m.  (three  hours  after  the  seizure)  ether  was  administered 
by  Mr.  Jones,  and  with  the  assistance  of  Mr.  S.  H.  Lee  (my  obstetric 
house  physician)  I  performed  abdominal  section.  On  opening  the 
peritonaeum  a  large  quantity  of  fluid  blood  gushed  out.  I  rapidly 
examined  the  left  uterine  appendage  ;  this  felt  normal,  but  on  passing 
to  the  right  side  a  tumor  was  at  once  felt;  this  was  easily  drawn  out, 
and  proved  to  be  the  Fallopian  tube  distended  ;  the  broad  ligament 
was  transfixed  in  the  usual  way,  and  the  tube  and  ovary  removed. 
Several  very  large  clots  were  squeezed  out,  and  smaller  ones  removed 
by  means  of  sponges  held  in  ovum  forceps  ;  some  of  the  clots  were  found 
near  the  liver.  No  flushing  of  the  peritoneal  cavity  was  resorted  to. 
The  wound  was  sewed  up,  dressed  with  salicylic  wool,  and  the  patient 
removed  to  bed.  During  the  administration  of  the  ether  the  patient's 
pulse  distinctly  improved,  so  that  I  did  not  think  it  necessary  to  per- 
form transfusion. 

The  patient  made  an  excellent  and  uninterrupted  recovery. 

There  were  three  points  of  interest  in  the  case  : 

(a)  The  positive  and  accurate  diagnosis  made  by  the  general  prac- 
titioner. 

(/;)  The  abdomen  was  not  flushed. 

(c)  Transfusion  was  not  performed  ;  had  it  been  done,  doubtless 
the  patient's  recovery  would  have  been  said  (by  some)  to  be  due  in 
great  measure  to  this. 
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Description  of  Specimen. 

The  specimen  consists  of  the  right  ovary  and  Fallopian  tube.  The 
ovary  appears  normal,  measures  4.5  cm.  long  by  2  cm.  broad.  On 
section  it  presents  a  large  corpus  Juteum  2  cm.  in  diameter,  but  1.5 
cm.  of  this  represents  a  cyst  containing  a  whitish  fluid,  which  under 
the  microscope  shows  numerous  fat  granules.  The  border  of  the  cyst 
is  of  a  yellow  color.  The  Fallopian  tube  is  distended  in  its  outer  two 
thirds,  measuring  8  cm.  long,  4  cm.  broad,  and  4  cm.  thick. 

On  its  posterior  and  inferior  aspect  is  an  irregular  aperture  1  cm. 
in  diameter  through  which  blood-clot  is  protruding.  On  longitudi- 
nal vertical  section  the  interior  of  the  tube  is  occupied  by  a  blood- 
clot,  which  is  thickest  at  the  outer  part,  where  it  measures  2  cm.  In 
this  clot  is  situated  a  cyst  3  cm.  in  diameter  containing  clear  fluid, 
lined  by  a  distinct  smooth  membrane,  and  having  a  foetus  1  cm.  long, 
attached  by  a  distinct  umbilical  cord  to  the  wall  opposite  the  thickest 
portion  of  the  blood-clot. 

The  foetus  itself  shows  a  distinct  cephalic  process,  which  is  flexed 
and  on  the  anterior  surface  of  which  two  depressions  can  be  made 
out  (eyes).    There  are  also  rudimentary  limbs. 

Dr.  Culling  worth  asked  Dr.  Duncan  if  any  of  the  effused  clot 
had  become  adherent. 

Dr.  Boxall  remarked  that  in  some  cases  advantage  might  be 
taken  of  the  absorbing  power  of  the  peritonaeum  to  restore  fluid  to 
the  blood.  In  one  case  where  the  patient  had  lost  a  considerable 
amount  of  blood  from  a  ruptured  tubal  sac  he  noticed  a  marked  im- 
provement in  the  pulse  consequent  upon  pouring  hot  water  into  the 
abdomen.  The  operation  took  place  in  a  farm-house  where  the 
quality  of  the  water  was  not  above  suspicion,  but  care  was  taken  to 
boil  it  previously.  No  special  apparatus  was  required,  the  water  be- 
ing poured  from  a  ewer  directly  into  the  abdomen. 

Dr.  Horrocks  hoped  that  this  case  would  not  deter  any  one  from 
using  saline  injection.  He  pointed  out  that  it  was  a  case  in  which 
not  much  blood  was  effused,  and  the  patient's  symptoms  might  have 
been  largely  due  to  shock,  seeing  that  the  operation  was  performed 
three  hours  after  rupture,  and  it  was  his  experience  that  the  saline 
intravenous  injection  was  not  so  useful  in  cases  of  shock  as  in  cases 
of  haemorrhage. 

Mr.  Alban  Doran  asked  for  Dr.  Duncan's  opinion  on  primary 
haematosalpinx — that  is  to  say,  haemorrhage  into  the  tube  not  caused 
by  the  rupture  of  a  fcetal  cyst.    The  majority  of  cases  of  haematosal- 
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pinx  were  undoubtedly  due  to  tubal  gestation.  Whatever  the  pathol- 
ogy of  a  ruptured  tube  might  be,  the  surgical  indication  was  imme- 
diate operation. 

Dr.  Braxton  Hicks  said  that  in  estimating  the  comparative  value 
of  transfusion  in  the  various  cases  which  came  before  them  as  obstet- 
ricians they  must  bear  in  mind  the  different  conditions  under  which 
blood  was  lost.  In  cases  of  the  surgical  kind  where  they  had  the 
flow  under  complete  control,  as  in  the  case  narrated,  it  was  very  dif- 
ferent to  the  floodings  of  labor,  where,  although  they  might  have  re- 
strained it,  yet  they  were  not  certain  that  the  uterus  might  not  relax 
again. 

Dr.  Daktn  wished  to  ask,  in  reference  to  the  infusion  of  saline 
fluid  contemplated  by  Dr.  Duncan,  whether  he  had  intended  to  do 
this  before  operating  or  after.  If  it  were  done  before  the  bleeding 
vessels  in  the  broad  ligament  were  secured,  the  raised  blood-pressure 
would  undoubtedly  increase  the  haemorrhage  into  the  abdominal 
cavity  and  cause  further  loss  of  corpuscles.  Such  an  infusion  done 
simultaneously  or  almost  simultaneously  with  treatment  of  the  bleed- 
ing vessels,  as  in  one  or  more  of  the  cases  recently  recorded  by  Dr. 
Horrocks,  would,  no  doubt,  be  the  most  valuable  procedure  ;  or  in- 
fusion afterward  would  be  useful  in  preventing  the  death  from 
"shock"  which  sometimes  follows  in  such  cases.  No  doubt  Dr. 
Duncan  would  have  adopted  the  simultaneous  method,  but  this  had 
not  been  made  quite  clear  in  his  description,  and  it  was,  of  course,  a 
matter  of  great  importance. 

Dr.  William  Duncan  said  that  none  of  the  clots  were  adherent, 
for  they  were  all  freshly  formed.  He  did  not  flush  the  peritoneal 
cavity  because  he  did  not  think  it  necessary  ever  to  do  so  when  it 
contained  simply  recent  blood  ;  although,  no  doubt,  some  of  the  fluid 
used  in  flushing  would  get  absorbed,  he  considered  it  of  more  impor- 
tance to  rapidly  finish  the  operation.  He  did  not  object  to  transfu- 
sion, but  he  pointed  out  that  this  case  (in  which  several  pints  of 
blood  had  been  suddenly  poured  out)  recovered  just  as  surely  and 
rapidly  as  if  the  patient  had  been  transfused,  while  she  escaped  the 
risks  incidental  to  this  procedure.  He  thought  that  transfusion 
should  never  be  done  before  the  abdomen  had  been  opened  and  the 
bleeding  vessels  secured,  otherwise  the  increased  blood-pressure 
brought  on  by  the  transfusion  would  in  all  probability  cause  fresh 
bleeding.  If,  however,  plenty  of  assistance  was  obtainable,  both 
operations  might  be  done  simultaneously.  The  question  as  to  whether 
the  case  was  one  of  merely  a  haematosalpinx  rupturing  or  one  of  tubal 
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gestation  could  only  be  positively  decided  on  opening  the  specimen 
(this  had  not  been  done  at  the  time  it  was  shown),  but  he  did  not 
think  a  simple  hsematosalpinx  if  it  ruptured  would  give  rise  to  such  a 
profuse  loss  of  blood  as  had  occurred  in  this  case.  Although  Dr. 
Spencer  objected  to  a  diagnosis  of  ruptured  tubal  gestation  having 
been  so  positively  made  before  operation,  he  (Dr.  Duncan)  would 
like  to  know  what  else  it  was  likely  to  be  ;  here  was  a  woman  who 
had  seen  nothing  for  nine  weeks,  who  complained  of  morning  sick- 
ness, swelling  of  the  breasts,  pain  in  the  lower  abdomen,  and  an  irregu- 
lar discharge  of  blood  per  vaginam,  and  who  was  suddenly  seized  with 
all  the  signs  of  profound  internal  haemorrhage.  He  trusted  that  in 
every  case  with  a  similar  history  which  came  under  Dr.  Spencer's 
care,  if  he  did  not  diagnose  ruptured  tubal  gestation  he  would  at  all 
events  open  the  abdomen  to  find  out  the  cause  of  the  haemorrhage. 
He  agreed  with  Dr.  Spencer  that  it  was  unnecessary  to  flush  the  ab- 
domen when  blood  had  been  recently  effused  into  it,  but  he  was  sur- 
prised to  hear  any  one  say  that  flushing  should  never  be  adopted 
under  any  circumstances.  Surely  in  those  cases  where  a  Fallopian 
tube  full  of  pus  or  a  suppurating  ovarian  tumor  ruptured  during  re- 
moval, and  the  pus  escaped  all  over  the  intestines  and  into  the  pelvic 
cavity,  the  only  chance  of  saving  the  patient's  life  was  to  thoroughly 
and  freely  flush  out  the  abdominal  cavity.  In  conclusion,  he  wished 
to  say  that  all  the  merit  in  the  case  related  was  undoubtedly  due  to 
Mr.  Evan  Jones  for  his  accurate  diagnosis  and  the  prompt  measures 
he  took  to  have  the  operation  performed,  thus  saving  the  woman's 
life. 

ANNUAL  ADDRESS. 

In  the  annual  address  of  its  President  the  Society  has  been  accus- 
tomed to  expect  a  survey  of  its  year's  history  from  three  points  of 
view  :  First,  its  material  prosperity  ;  secondly,  the  work  it  has  done; 
thirdly,  its  losses  by  death. 

First,  as  to  its  material  prosperity.  I  have  to  congratulate  the 
Society  upon  an  increase  in  the  number  of  its  Fellows.  By  death, 
resignation,  and  erasures  we  have  lost  41  during  the  year;  but  we 
have  elected  64  new  Fellows,  making  a  net  gain  of  23 — a  larger  addi- 
tion to  the  Society's  Fellowship  than  has  been  the  case  for  several 
years  past.  We  now  number  731  Fellows  :  715  ordinary  and  16  hon- 
orary. 

An  increase  in  the  number  of  Fellows  brings  with  it  some  addition 
to  our  income,  and  therefore  improvement  in  our  financial  position. 
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Our  balance-sheet  this  year  is  better  than  that  of  last  year  :  but  this 
improvement  is  not  entirely  due  to  a  larger  subscription  list  ;  it  has 
been  partly  brought  about  by  the  self-sacrifice  of  the  members  of  the 
Board  for  the  Examination  of  Midwives.  It  is  a  source  of  legitimate 
pride  to  the  Society  that  for  many  years  its  Fellows  conducted  exam- 
inations for  midwives  without  any  remuneration  other  than  the  satis- 
faction of  having  acted  for  the  public  good.  As  soon  as  the  Council 
found  that  it  was  able  to  remunerate  those  who  worked  at  its  request, 
this  was  done.  In  view  of  the  unsatisfactory  balance-sheet  of  last 
year,  the  members  of  the  Examining  Board  have,  in  order  to  put  the 
Society's  finances  in  a  sound  condition,  relinquished  part  of  their 
honorarium. 

The  report  of  the  Chairman  of  the  Midwives  Board  has  been  read. 
The  steady  increase  of  applicants  for  the  Society's  certificate  shows 
that  it  is  valued,  and  that  the  Society  meets  a  public  want  by  holding 
its  examinations. 

The  report  of  the  Honorary  Librarian  has  informed  you  of  the 
growth  of  our  Library. 

The  Council  has  spent  much  time  during  the  year  in  revising  the 
laws  of  the  Society.  The  revised  laws  have  been  submitted  for  your 
adoption  this  evening.  Although  the  alterations  are  many,  they  do 
not  make  any  important  change  in  the  practice  of  the  Society.  Most 
of  them  are  verbal,  aiming  at  greater  clearness  and  conciseness. 
Those  which  may  seem  to  inaugurate  new  modes  of  transacting  the 
Society's  business,  in  reality  only  formulate  that  which  has  already 
been  its  unwritten  law,  sanctioned  either  by  resolutions  of  the  Coun- 
cil or  by  custom. 

The  facts  in  our  history  that  I  have  just  summarized  represent 
only  the  means  to  the  great  end  for  which  we,  as  a  Society,  exist — 
viz.,  "  the  promotion  of  knowledge  in  all  that  relates  to  obstetrics  and 
the  diseases  of  women  and  children."  I  now  come  to  the  most  im- 
portant part  of  the  year's  record,  which  is  the  work  that  we  have  done. 
I  take  the  various  subjects  we  have  considered  in  the  order  usually 
followed  in  systematic  works. 

First,  the  physiology  and  pathology  of  pregnancy.  The  digestive 
disturbances  of  pregnancy  stand  on  the  border-line  between  physi- 
ology and  pathology.  The  morning  sickness,  which  is  a  familiar 
symptom  of  pregnancy,  is  so  common  that  it  may  be  considered 
physiological,  and  yet  it  is  often  a  cause  of  impairment  of  health 
important  enough  to  call  for  treatment.  The  different  ways  in  which 
this  vomiting  has  been  treated  are  innumerable,  and  I  doubt  if  a  treat- 
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ment  has  ever  been  recommended  that  was  not  supported  by  cases  of 
what  appeared  to  be  success  from  its  use.  But  before  we  can  draw 
any  sound  conclusion  from  what  seems  to  be  the  effect  of  treatment 
upon  any  morbid  condition,  we  need  some  knowledge  as  to  the  nat- 
ural history  of  that  condition  ;  the  causes  which  have  set  it  up,  and 
the  course  it  is  likely  to  run  if  left  untreated. 

Common  as  the  sickness  of  pregnancy  is,  we  have  hitherto  known 
next  to  nothing  of  the  causes  on  which  it  depends,  although  theories, 
based  either  upon  a  priori  deduction  or  upon  a  small  number  of 
selected  observations,  have  been  plentiful  enough. 

At  our  meeting  in  July  Dr.  Giles  presented  to  us  a  paper  which 
adds  some  new  facts  to  our  knowledge.  From  an  analysis  of  three 
hundred  cases  he  showed  that  the  proportion  of  pregnant  women  who 
suffer  from  sickness  is  about  two  thirds.  He  showed  also  that  the 
women  who  suffer  most  from  sickness  during  pregnancy  are  those 
who  in  the  non-pregnant  condition  suffer  from  menstrual  pain. 
Whether  this  is  simply  an  example  of  a  general  law,  that  persons 
with  unduly  sensitive  nervous  systems  are  liable  to  many  kinds  of 
nervous  disorders  ;  that  they  are  sensitive  not  only  to  pain  but  also 
to  reflex  gastric  disturbances  ;  or  whether  there  is  in  these  patients  a 
peculiarity  in  the  uterus  which  produces  both  the  menstrual  pain  and 
the  vomiting  of  pregnancy,  we  at  present  can  not  tell.  But  our  best 
thanks  are  due  to  Dr.  Giles  for  the  fact,  although  Ave  have  not  yet 
reached  its  explanation.  The  dependence  of  the  sickness  upon  gen- 
eral rather  than  local  conditions  is  seen  in  another  broad  fact  brought 
out  by  Dr.  Giles,  which  is,  that  the  sickness  is  least  in  those  preg- 
nancies, and  at  those  ages,  which,  according  to  the  statistical  tables  of 
the  late  Dr.  Matthews  Duncan,  result  in  the  largest  and  strongest  chil- 
dren. The  distention  of  the  uterus  by  the  growing  ovum  has  been 
by  several  theorists  invoked  as  the  explanation  of  the  vomiting  of 
pregnancy  ;  and  it  has  been  pointed  out  in  opposition  to  this  view 
that  the  vomiting  as  a  rule  occurs  before  the  uterus  is  distended,  and 
ceases  as  the  uterus  gets  larger.  This  objection  is,  I  think,  unan- 
swerable when  applied  to  the  theory  that  the  usual  vomiting  in  the 
early  months  is  due  to  stretching  of  the  uterus.  Dr.  Giles  has,  how- 
ever, shown  us  good  reason  for  thinking  that  in  the  exceptional  cases 
in  which  vomiting  occurs  toward  the  end  of  pregnancy  it  is  due  to 
distention  of  the  uterus ;  for  he  demonstrates  that  the  tendency  to 
vomiting  in  the  later  months  of  pregnancy  increases  with  the  size  of 
the  child. 

Dr.  Giles'  paper  not  only  contains  these  additions  to  our  knowl- 
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edge,  the  fruit  of  his  own  research,  but  an  epitome  (with  references  to 
the  original  publications)  of  the  different  theories  put  forth  in  the 
past  to  explain  the  vomiting  of  pregnancy.  The  paper  is  one  which — 
proving  as  it  does,  by  the  investigation  of  cases,  facts  which  were  not 
known  before — can  never  lose  its  importance. 

In  another  paper,  read  to  us  at  our  meeting  in  June,  Dr.  Giles 
brought  a  venerable  tradition  concerning  healthy  pregnancy  to  the 
test  of  numerical  record.  The  belief  has  for  ages  been  current  among 
women,  and  lingered  long  among  doctors  also,  even  if  it  be  quite  ex- 
tinct, that  women  during  pregnancy  had  "longings,"  and  that  if  these 
longings  were  not  gratified  some  harm  followed.  Dr.  Giles  has  in- 
vestigated this  question  in  three  hundred  cases.  He  finds  that  about 
a  third  of  pregnant  women  have,  while  in  this  condition,  a  craving, 
unusual  at  other  times,  for  some  article  of  diet,  and  that  this  craving 
is  in  most  cases  for  fruits  or  vegetables.  His  figures  thus  show  that  the 
popular  belief  in  the  existence  of  "longings  "  is  not  without  founda- 
tion, and  the  fact  that  the  articles  of  diet  which  the  majority  of  wom- 
en longed  for  were  essentially  the  same  in  nature,  I  think  strongly 
suggests  that  the  craving  is  Nature's  indication  of  a  physiological 
need. 

At  our  meetings  in  March,  April,  and  June,  the  important  subject 
of  extra-uterine  gestation  was  brought  before  us.  In  the  text-books 
of  twenty  years  ago  primary  and  secondary  abdominal  pregnancy 
were  described  as  generally  recognized  varieties  of  extra-uterine  preg- 
nancy. The  knowledge  of  these  conditions  possessed  at  that  time 
was  almost  entirely  gained  from  the  dissection  of  dead  bodies.  Since 
then,  operations  on  the  living  subject  have  so  added  to  our  facts  that 
views  founded  largely  on  the  dissection  of  cases  in  which  pregnancy 
had  ended  in  chronic  retrogressive  changes  have  had  to  be  recon- 
sidered. The  surgeon  who  has  added  most  to  our  knowledge  of  the 
subject  has  expressed  complete  disbelief  in  the  existence  of  primary 
abdominal  pregnancy,  on  the  ground  that  the  digestive  powers  of  the 
peritonaeum  are  so  extraordinary  that  no  fertilized  ovum  dropped 
into  it  would  have  a  chance  of  surviving.  Still,  a  number  of  cases 
have  been  recorded  which,  in  the  opinion  of  those  who  examined 
them,  were  instances  of  primary  abdominal  pregnancy  ;  and  most 
teachers  have,  I  think,  hesitated  to  reject,  simply  on  the  ground  of 
a  priori  improbability,  a  fact  which  seemed  supported  by  evidence. 

This  question  was  brought  under  our  notice  at  the  June  meeting. 
Mr.  Doran  exhibited  a  specimen  of  a  foetus  in  the  peritoneal  cavity. 
He  at  the  same  time  put  before  the  Society  a  collection  of  all  the 
37 
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cases  he  could  find  recorded  in  which  the  reporter  thought  the  preg- 
nancy was  of  the  primary  abdominal  variety.  Mr.  Doran  criticised 
each  case,  appraised  the  evidence  and  indicated  the  weak  points.  I 
think  we  rise  from  the  perusal  of  this  most  laborious  and  valuable  re- 
port able  to  agree  with  Mr.  Doran  in  saying  that  the  existence  of  pri- 
mary abdominal  gestation  has  not  hitherto  been  proved  ;  that  in  every 
case  that  has  been  thought  to  prove  it,  the  evidence  is  insufficient  to 
establish  the  fact.  Mr.  Doran  has  said  the  latest  word  on  the  subject, 
and  the  question  will  stand  as  he  has  left  it  until  some  new  and  more 
convincing  evidence  is  put  before  the  profession. 

Ectopic  pregnancy  occupied  us  also  at  the  \pril  meeting  ;  but  the 
part  of  the  subject  then  considered  was  the  operative  treatment  of  ad- 
vanced extra-uterine  gestation.  Papers  by  Dr.  Cullingworth,  Dr. 
John  Phillips,  and  Mr.  Sinclair  Stevenson  were  read.  These  papers 
were  clinical  records  of  cases  under  the  care  of  their  respective  au- 
thors. Dr.  Cullingworth  successfully  removed  the  foetus  and  placenta 
four  weeks  after  the  death  of  the  foetus  at  eight  months'  pregnancy; 
and  Dr.  Phillips  did  the  same  thing  two  and  a  half  months  after  the 
death  of  the  foetus  at  six  months'  pregnancy.  Mr.  Stevenson  in  one 
of  his  cases  was  about  to  operate  a  week  after  the  death  of  the  foetus, 
but  the  patient  died  before  he  could  do  so.  In  another  case  albumi- 
nuria developed  near  full  term  ;  Mr.  Stevenson  operated,  and  delivered 
a  living  child.  The  operation  was  a  remarkable  instance  of  boldness 
and  promptness.  The  gestation  was  subperitoneo-pelvic,  the  pla- 
centa being  situated  in  a  hernialike  protrusion  of  the  broad  ligament. 
In  extracting  the  foetus  the  sac  was  torn,  and  the  haemorrhage  was 
terrific.  Mr.  Stevenson  pulled  the  sac  up,  ligatured  it  below  the  pla- 
centa with  India-rubber  tubing,  and  fixed  it  outside.  The  patient 
recovered  without  a  bad  symptom.  The  discussion  on  these  papers 
elicited  accounts  of  other  cases  in  the  practice  of  different  Fellows, 
which  it  is  to  be  hoped  may  one  day  be  more  fully  put  on  record.  It 
is  only  by  the  accumulation  of  carefully  reported  cases,  such  as  those 
to  which  I  have  referred,  that  we  can  learn  to  treat  similar  cases 
rightly. 

The  later  results  of  extra-uterine  pregnancy  were  illustrated  by  a 
specimen  shown  to  us  in  March  by  Dr.  E.  J.  Maclean.  This  case 
ended  in  death  of  the  foetus  at  about  the  fifth  month  of  pregnancy, 
and  the  subsequent  death  of  the  mother  after  two  years'  continual 
illness. 

We  have  been  indebted  to  Dr.  Rasch  for  the  opportunity  of  con- 
vincing ourselves  of  the  reality  of  one  of  the  most  remarkable  thera- 
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peutic  discoveries  of  modern  times — viz.,  the  cure  of  osteomalacia  by 
the  removal  of  the  ovaries.  Many  instances  of  this  inexplicable  but 
unquestionable  fact  have  been  reported  by  operators  who  practice  in 
places  where  this  disease  is  endemic  ;  but  Dr.  Rasch's  case  is,  I  be- 
lieve, the  first  in  England.  Dr.  Rasch  brought  the  patient  to  our 
meeting  in  December,  1892,  and  she  was  subsequently  examined  by  a 
committee  appointed  by  that  meeting,  who  reported  to  us  in  February, 
so  that  there  can  be  no  question  in  this  case  of  the  completeness  of 
the  cure. 

Four  contributions  to  teratology  have  been  put  before  us.  In 
February  we  had  the  report  of  a  committee  appointed  in  December  to 
examine  a  specimen  exhibited  by  Dr.  Amand  Routh.  The  careful 
dissection  made  showed  ectopia  viscerum,  with  retroflexion  of  the  ver- 
tebral column,  and  a  remarkable  deformity  of  the  pelvic  viscera,  the 
result  (1)  of  non-development  of  the  normal  cloacal  orifice,  (2)  per- 
sistent communication  of  the  bowel  with  the  allantoic  cavity,  and  (3) 
consequent  formation  of  a  vesical  anus. 

Two  specimens  of  anencephalus  have  been  shown  to  us — one  by 
Dr.  Amand  Routh  in  June,  and  one  by  Dr.  Stanley  Ballance  in  July. 
Both  have  been  carefully  dissected.  Although  there  was  no  defect 
in  the  spinal  bony  canal,  the  canal  of  the  spinal  cord  in  each  case 
was  dilated,  and  in  each  case  the  suprarenal  bodies  were  very  small, 
a  fact  the  frequency  of  which  was  pointed  out  in  the  discussion  by 
Dr.  Herbert  Spencer.  It  seems  to  me  probable  that  the  coexistence 
of  the  spinal-cord  disease  and  the  smallness  of  the  adrenals  may  be 
more  than  coincidence,  for  Charcot  has  pointed  out  the  frequency  of 
haemorrhage  into  the  suprarenal  bodies  in  myelitis.  In  October,  Dr. 
Eden  exhibited  to  us  a  foetus  the  subject  of  spina  bifida,  which  he 
had  dissected.  The  case  had  another  point  of  interest,  which  was 
that  the  mother  had  suffered  during  pregnancy  from  hydrorrhcea 
gravidarum. 

It  is  to  be  wished  that  Fellows  of  the  Society  generally  would 
bear  in  mind  that  the  best  possible  use  that  can  be  made  of  any  kind 
of  monstrous  birth  is  to  send  it  to  this  Society  for  examination. 

The  diseases  of  pregnancy  which  lead  to  abortion  have  been  illus- 
trated by  a  blighted  embryo  exhibited  by  Dr.  Remfry  at  our  April 
meeting.  In  this  specimen  there  was  reason  to  think  that  the  chorion 
had  gone  on  developing  although  the  embryo  had  died.  Dr.  Griffith 
showed  in  February  a  specimen  of  abortion  in  which  it  appeared  as  if 
the  placental  site  was  below  the  decidual  cavity,  and  that,  had  the 
pregnancy  gone  on,  the  placenta  would  have  been  pra;via.    The  din- 
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ical  history  of  placenta  pragvia  at  a  later  stage  was  illustrated  by 
specimens  shown  by  Dr.  Herbert  Spencer  and  Dr.  Pollock.  These 
two  cases  were  alike  in  the  clinical  point  that  delivery  was  accelerated 
by  tearing  through  the  placenta  in  order  to  extiact  the  foetus.  The 
results  were  good  so  far  as  the  mothers  were  concerned,  and  in  Dr. 
Spencer's  case,  one  of  triplets,  the  children  were  born  living  ;  thus 
showing  that  this  mode  of  delivery  does  not  necessarily  involve  fcetal 
death.  Dr.  Muir  exhibited  at  our  October  meeting  a  placenta  from 
a  case  of  accidental  haemorrhage,  which  showed  how  the  placenta  had 
been  detached  by  successive  haemorrhages  at  different  dates. 

It  seems  to  me  that  in  such  cases  what  we  most  want  is  informa- 
tion as  to  the  state  of  the  decidua.  The  old  theories  of  the  mechan- 
ical causation  of  placenta  prjevia  and  accidental  haemorrhage  seem 
to  me  unsatisfactory.  The  production  of  abnormal  situation,  and 
abnormally  easy  detachment,  of  the  placenta  by  decidual  disease  is 
quite  easy  to  understand.  Disease  of  the  decidua  coexisting  with 
placenta  praevia  has  been  described  ;  but  before  we  can  accept  as 
types  isolated  cases  of  decidual  disease  along  with  placental  abnor- 
mities we  need  examination  of  a  large  number  of  cases.  Repeated 
abortion  also  appears  to  me  to  be  more  reasonably  explained  by  dis- 
ease of  the  decidua  than  by  any  other  local  cause. 

We  have  only  had  one  communication  relating  to  practical  mid- 
wifery, beside  the  placenta  praevia  cases  to  which  I  have  referred  ; 
but  that  one  is  an  important  one.  Dr.  Lewers  brought  before  us  in 
October  the  first  patient  upon  whom  symphysiotomy  has  been  per- 
formed in  this  country  ;  and  the  Fellows  present  had  the  oppor- 
tunity of  satisfying  themselves  as  to  the  patient's  undiminished  power 
of  locomotion. 

The  subject  which  we  discussed  in  December  is  one  of  the  great- 
est importance  to  practitioners  in  midwifery,  although  its  range  of 
utility  is  so  wide  that  we  can  hardly  claim  it  as  belonging  to  obstet- 
rics. Dr.  Horrocks  described  to  us  the  method  of  injecting  saline 
fluid  into  veins,  and  related  cases  affording  convincing  evidence  of  its 
value.  By  this  method  we  get  not  only  all  the  good  effect  of  trans- 
fusion of  blood,  but  a  far  greater  effect,  and  we  avoid  the  chief  dan- 
gers of  the  old  method.  Dr.  Spencer  exhibited  his  ingenious  con- 
trivances for  securing  the  absolute  purity  of  the  fluid  injected.  The 
utility  and  safety  of  this  method  of  rallying  patients  from  collapse 
after  severe  haemorrhage  has  now,  I  think,  received  sufficient  testi- 
mony from  competent  persons  to  take  its  place  as  a  mode  of  treat- 
ment which  every  one  who  enters  on  midwifery  practice  ought  to  be 
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ready  to  use.  It  may  be  useful  to  remember  that  Dr.  Horrocks  was 
induced,  as  he  told  us  in  his  paper,  to  try  the  effect  of  the  intra- 
venous injection  of  quantities  of  saline  fluid  much  larger  than  years 
ago  would  have  been  thought  safe,  by  the  late  Dr.  Wooldridge,  and 
that  Wooldridge's  conclusions  on  the  subject  were  reached  by  vivi- 
section. It  may  be  said  that  if  Wooldridge  had  not  experimented  on 
dogs,  the  benefits  of  this  mode  of  treatment  would  in  time  have  been 
gradually  found  out  by  experiments  on  human  beings.  This  may  be 
so,  but  it  is  by  virtue  of  experiments  on  animals,  so  unwisely  hindered 
by  our  Legislature,  that  we  to-day  can  use  this  mode  of  treatment 
with  confidence. 

Our  volume  of  Transactions  for  last  year  contains  three  papers  on 
the  puerperal  state  :  one  relating  to  its  physiology,  two  to  its  pa- 
thology. The  first — a  paper  by  Dr.  Giles,  on  the  lochia — has  supplied 
a  definite  want  in  our  knowledge  of  that  subject.  It  is  remarkable, 
considering  the  amount  of  labor  and  ability  that  has  been  given  to 
many  small  points  in  the  physiology  of  the  puerperal  state,  that  it 
should  have  been  left  for  Dr.  Giles,  in  1893,  to  ascertain  the  average 
quantity  of  the  lochial  discharge.  The  statements  on  this  point  in 
our  text-books  are  all  based  on  a  paper  by  Gassner.  Now  Gassner 
only  measured  the  quantity  of  the  lochia  in  two  patients — a  small 
foundation  on  which  to  base  general  statements.  It  now  appears  that 
in  these  two  patients  the  quantity  of  the  lochia  was  much  in  excess  of 
the  average.  Gassner's  estimate  was  that  the  average  amount  of 
lochial  discharge  is  fifty-two  ounces.  The  quantity  lost  at  an  01  di- 
nary  menstruation  is  believed  to  be  from  two  to  six  ounces.  Accord- 
ing to  Gassner,  therefore,  the  quantity  of  the  lochial  discharge  is  at 
least  ten  times  as  much  as  that  of  ordinary  menstruation.  A  monthly 
nurse,  if  told  that  the  amount  lost  by  a  lying-in  woman  was  ten  times 
that  lost  at  a  monthly  period,  would,  I  think,  say  that  it  was  a  mistake, 
(riles'  estimate,  ten  ounces  and  a  half,  or  between  two  and  three 
times  as  much  as  at  a  menstruation,  is  consonant  with  the  experience 
of  women.  His  statement  is  based,  not  like  Gassner's  upon  two  cases, 
but  upon  sixty-four.  One  of  his  cases  had  an  amount  of  discharge  a 
little  in  excess  of  Gassner's  estimate,  and  in  this  case  there  was  a 
retained  bit  of  placenta.  In  no  other  case  did  the  discharge  reach 
half  the  amount  observed  by  Gas'sner.  Giles  attributed  the  discrep- 
ancy to  the  use  in  his  cases  of  vaginal  douching,  and  so  did  others  in 
the  discussion.  Some,  indeed,  seemed  to  think  that  the  use  of  douches 
invalidated  Giles'  observations  as  representative  of  natural  lying-in. 
The  douches  may  have  made  some  trifling  difference  ;  but  to  my 


574 


Transactions  of  Societies. 


mind  it  is  clear  that  the  cause  of  the  discrepancy  between  the  con- 
clusion of  Gassner  and  that  of  Giles  is  that  Gassner  measured  two 
exceptional  cases,  while  Giles  took  a  number  large  enough  to  prevent 
one  exceptional  case  from  greatly  affecting  the  result.  Giles'  results 
are  in  harmony  with  the  rough  impressions  of  daily  experience,  while 
Gassner's  are  not. 

At  our  October  meeting  Dr.  Boxall  submitted  to  us  a  part  of  the 
splendid  contribution  to  the  knowledge  of  puerperal  diseases  which 
he  is  putting  before  the  profession  in  installments,  the  slow  appear- 
ance of  which  is  due  to  its  magnitude.  A  family  tree  that  was  begun 
with  the  founders  of  the  house,  and  then  had  the  names  of  successive 
children  entered  on  it  as  they  arrived,  carries  greater  conviction  of 
its  authenticity  with  it  than  one  that  began  with  the  children  and 
found  out  their  supposed  pedigree  by  inquiry  into  the  past.  Most 
theories  as  to  the  origin  of  puerperal  disease  have  been  constructed 
according  to  the  latter  method — beginning  with  the  disease,  and  then 
extending  inquiry  back  for  its  supposed  causes.  Boxall,  on  the  con- 
trary, begins  with  the  parents — that  is,  with  the  conditions  supposed 
to  cause  disease,  and  then  traces  the  offspring — that  is,  the  kind  and 
amount  of  illness  produced.  In  former  papers  he  has  shown  us,  as  I 
think,  in  an  incontrovertible  manner,  (i)  the  influence  of  the  scarlet- 
fever  poison  on  lying-in  women,  and  (2)  the  influence  of  antiseptics 
and  general  hygienic  measures.  In  this  paper,  which  we  heard  in 
October,  we  were  instructed  as  to  the  effect  of  external  meteorological 
conditions.  Dr.  Boxall  demonstrated  that  the  death-rate  from  puer- 
peral fever,  and  also  the  amount  of  septic  illness  in  childbed,  is  greater 
during  the  winter  than  during  the  summer  months ;  that,  although 
more  prevalent,  septic  illness  is  of  less  severity  in  winter  than  in  sum- 
mer ;  that  febrile  illness  during  the  lying-in  not  due  to  septic  causes 
is  more  prevalent  in  summer  than  in  winter,  but  shows  no  difference 
in  severity  according  to  season.  Dr.  Boxall  contented  himself  with 
marshaling  the  evidence  in  favor  of  these  broad  facts,  and  refrained 
from  speculating  as  to  their  explanation.  That  evidence  consists  of 
statistical  tables,  the  compilation  of  which  must  have  involved  the 
examination  of  enormous  masses  of  detail.  These  tables  Dr.  Boxall 
put  in  the  iorm  of  diagrammatic  charts  constructed  with  great  in- 
genuity so  as  to  enable  the  reader  to  take  in  at  a  glance  the  import  of 
the  numerical  tables. 

At  our  meeting  in  November  we  had  before  us  a  paper,  by  Dr. 
Braxton  Hicks,  entitled  A  Further  Contribution  to  our  Knowledge 
of  Puerperal  Diseases.    This  was  a  clinical  record  of  cases,  not  writ- 
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ten  to  support  any  theory,  but  rather  because,  as  every  theory  must 
stand  or  fall  by  its  relation  to  clinical  facts,  the  accumulation  of  facts 
must  precede  final  conclusions.  Dr.  Hicks  related  cases  illustrating 
modes  of  production  and  propagation  of  puerperal  fever.  This  paper, 
and  the  discussion  which  followed  it,  will,  it  is  to  be  hoped,  help  to 
impress  upon  those  engaged  in  midwifery  practice  the  safety  con- 
ferred by  antiseptics,  and  the  danger  of  omitting  their  use. 

The  diseases  of  women  apart  from  pregnancy  have  come  before 
us  during  the  year,  chiefly  by  way  of  the  exhibition  of  specimens  and 
the  relation  of  the  cases  furnishing  the  specimens.  We  have  only  had 
two  papers  of  larger  scope  than  this,  and  for  both  of  these  we  have 
had  to  thank  the  industry  of  Mr.  Doran.  At  our  meeting  in  April 
he  put  before  us  an  exhaustive  examination  of  a  practical  matter. 
Of  all  the  details  upon  which  the  success  of  ovariotomy  depends, 
, there  is  nothing  more  important  than  the  securing  of  the  pedicle  ; 
and  by  common  consent  the  ligature  is  the  most  trustworthy  way  of 
securing  it.  This  granted,  the  choice  of  the  best  material  for  ligature, 
and  of  the  best  knot  ;  and  the  various  accidents  that  may  possibly 
happen  when  a  ligature  is  used,  become  matters  of  high  importance. 
These  points  were  discussed  by  Mr.  Doran  in  his  paper,  in  the  light 
both  of  large  personal  experience  and  of  laborious  examination  of  the 
experience  of  others.  I  need  not  attempt  to  epitomize  the  informa- 
tion it  gives  ;  it  is  enough  to  say  that  it  is  a  paper  which  no  one  can 
read  without  being  instructed. 

Two  interesting  specimens  of  ovarian  disease  have  been  exhibited 
to  us.  One  was  shown  in  February  by  Mr.  Malcolm.  It  was  a  case 
of  non-malignant  papilloma  springing  from  a  small  piece  of  an  ovary 
left  behind  eleven  years  before  at  an  operation  at  the  time  supposed 
to  have  been  a  complete  double  ovariotomy.  This  case  presented  an 
additional  feature  of  interest.  It  afforded  another  demonstration  of 
a  fact,  to  which  years  ago  the  late  Dr.  Matthews  Duncan  drew  atten- 
tion— viz.,  that  peritoneal  adhesions  sometimes  completely  disappear. 
In  this  case,  after  the  first  operation  drainage  was  used,  the  discharge 
was  offensive,  and  the  wound  did  not  heal  till  the  escape  of  some 
ligatures  several  weeks  afterward.  Nevertheless,  at  the  second  opera- 
tion, eleven  years  afterward,  not  a  sign  of  an  adhesion  anywhere  was 
present.  Another  specimen  was  shown  at  the  November  meeting  by 
Dr.  Eden,  which  exemplified  a  rare  transition  form  between  malig- 
nant and  non  malignant  ovarian  tumors.  It  was  an  ordinary  ovarian 
cyst  with  a  small  nodule  of  sarcomatous  growth  in  its  wall  ;  as  Dr. 
Eden  put  it,  "a  tumor  just  overstepping  the  borders  of  malignancy." 
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At  our  meeting  in  June  we  had  again  to  thank  Mr.  Doran  for  a 
paper  of  the  highest  scientific  value.  He  brought  before  us  the 
question  of  the  spontaneous  cure  of  uterine  fibroids  by  absorption. 
He  related  a  case  which  he  had  watched,  and  in  which  he  was  sure 
that  a  fibroid  had  been  present  and  had  been  absorbed.  He  collected 
in  this  paper  a  number  of  published  cases  in  which  a  similar  event 
had  been  fully  reported  by  other  observers.  He  classified  these  cases 
according  to  the  different  circumstances  in  which  the  absorption  had 
taken  place.  Any  subsequent  worker  who  wishes  to  judge  for  him- 
self of  the  strength  of  the  evidence  that  fibroids  are  sometimes  spon- 
taneously removed  by  absorption,  will  find  in  Mr.  Doran's  paper  that 
evidence  in  a  compendious  form,  together  with  the  opinion  of  an  acute 
critic  and  experienced  observer  as  to  the  value  of  each  piece  of  evi- 
dence quoted.  The  question  is  not  one  of  merely  pathological  im- 
portance ;  for  during  the  last  few  years  we  have  heard  much  of  the 
power  of  electricity  in  making  these  tumors  disappear.  Mr.  Doran's 
paper  teaches  us  that  if  this  happens  it  does  not  follow  that  it  is  due 
to  the  electricity. 

Specimens  have  been  exhibited  illustrating  other  points  in  the 
natural  history  of  uterine  fibroids.  Dr.  Cullingworth  showed  at  our 
February  meeting  a  large,  rapidly  growing  cedematous  fibroid  of  the 
uterus  ;  Dr.  Hayes,  in  May,  a  similar  specimen  ;  Dr.  Boxall,  in  No- 
vember, a  soft,  rapidly  growing  fibro-myoma  of  the  broad  ligament. 
Neither  of  these  patients  had  reached  the  menopause.  Dr.  Hand- 
field-Jones  brought  under  our  notice  in  June  a  growth  of  the  broad 
ligament  which  was  described  as  a  "  simple  fibro-myoma,"  and  had 
been  growing  rapidly  during  the  last  six  months,  the  menopause  hav- 
ing occurred  three  years  previously.  In  view  of  the  statements  made 
by  Mr.  Lawson  Tait  as  to  the  differences  between  soft  fibroids  and 
the  white  nodular  variety — that  the  soft  tumors  grow  after  the  meno- 
pause and  are  not  cured  by  removal  of  the  ovaries,  while  the  reverse 
is  true  of  the  hard  white  tumors — we  want  all  the  information  we  can 
get  illustrating  the  life-history  of  these  growths.  Dr.  Griffith,  in  Feb- 
ruary, showed  a  large  fibroid  cured  by  spontaneous  extrusion  through 
the  vagina.  Dr.  Routh,  in  November,  showed  a  fibroid  spontaneously 
enucleated,  which  was  referred  to  a  committee,  the  report  of  which 
will  appear  in  the  volume  for  1894.  Dr.  Lediard,  in  July,  exhibited 
a  sessile  fibro-myoma  from  the  supravaginal  portion  of  the  cervix 
which  he  had  removed  by  abdominal  section,  simply  enucleating  the 
tumor  from  its  bed  and  tying  the  vessels. 

Two  communications  illustrating  diseases  of  the  Fallopian  tube 
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have  been  made  to  us.  A  paper  was  read  at  our  meeting  in  May  in 
which  Dr.  Lawford  Knaggs  related  a  case  of  hsematosalpinx.  The 
fact  that  this  condition  was  present  was  placed  beyond  doubt  by  open- 
ing the  abdomen.  The  main  peculiarity  of  the  case  was  that  the  pa- 
tient before  the  operation  had  repeatedly  had  sudden  unexpected  dis- 
charges of  a  large  quantity  of  decomposing  blood.  Dr.  Knaggs 
thought  these  discharges  were  due  to  the  distended  tube  emptying 
itself  into  the  uterus,  and  he  gave  in  his  paper  good  reasons  for  this 
belief.  Another  point  of  interest  in  the  case  was  that  it  seemed  to 
be  quite  independent  of  pregnancy.  The  rarity  of  such  cases  and 
the  closeness  with  which  this  one  was  observed  make  it  one  of  great 
interest.  The  other  contribution  to  our  knowledge  of  tubal  disease 
was  a  specimen  of  hydrosalpinx  shown  at  our  meeting  in  November 
by  Dr.  Hayes,  with  a  brief  clinical  history,  which  it  is  to  be  hoped 
Dr.  Hayes  will  at  a  future  time  make  complete. 

To  complete  the  tale  of  our  work  during  the  year,  I  have  only  to 
mention  two  cases  of  vesical  calculus — one  brought  before  us  in  May 
by  Dr.  Hayes,  and  the  other  in  June  by  Dr.  Amand  Routh.  One  was 
formed  round  a  hairpin,  the  other  round  a  bodkin.  In  one  case  ulcer- 
ation of  the  bladder  opening  into  the  vagina  had  been  produced. 
Both  cases  were  easily  cured. 

Looking  back  over  the  year,  I  think  the  Society  is  to  be  congratu- 
lated upon  the  amount  and  the  quality  of  the  work  that  has  been  put 
before  it.  I  doubt  if  in  any  year  of  the  Society's  existence  it  has  pro- 
duced a  volume  of  Transactions  richer  in  contributions  of  the  char- 
acter which  will  stand  the  test  of  time. 

I  come  now  to  that  part  of  the  President's  duty  which  consists  in 
acknowledging  the  debt  which  we  can  not  pay — our  debt  to  the  dead. 
Shakespeare's  words — 

The  evil  that  men  do  lives  after  them, 
The  good  is  oft  interred  with  their  bones — 

seem  to  me,  as  applied  to  scientific  matters,  to  be  the  reverse  of  the 
truth.  For  all  good  scientific  work  lives  and  bears  fruit  long  after  he 
who  did  it  has  passed  away,  while  all  else  is  quickly  forgotten. 

We  have  lost  by  death  ten  Fellows  during  the  year  1893,  and  some 
of  them  had  done  work  which  powerfully  influenced  the  practice  of 
their  day.    I  take  them  in  the  chronological  order  of  their  deaths. 

Dr.  Featherstone  Phibbs,  of  Elgin  Avenue,  died  on  January  15, 
l893»  aged  forty-four.  He  was  educated  at  King's  College  Hospital, 
and  became  a  Member  of  the  Royal  College  of  Surgeons  in  1875,  and 
a  Licentiate  of  the  Royal  College  of  Physicians  of  Edinburgh,  and 
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Licentiate  in  Midwifery,  in  the  same  year.  In  1879  he  became  a 
Member  of  the  latter  body.  In  the  same  year  he  became  a  Fellow  of 
this  Society.  He  afterward  was  appointed  Physician  to  the  Infirm- 
ary for  Consumption  in  Margaret  Street.  He  published  a  report  of  a 
case  in  which  a  patient  lived  for  two  months  without  any  sustenance 
but  alcohol  ;  a  case  which  in  his  opinion  proved  the  value  of  alcohol 
as  a  food. 

Mr.  Robert  James  Hutton,  of  Stroud  Green,  was  educated  at  St. 
Bartholomew's  Hospital.  He  became  a  Member  of  the  Royal  College 
of  Surgeons  in  1869,  and  a  Licentiate  of  the  Royal  College  of  Physi- 
cians of  Edinburgh,  and  Licentiate  in  Midwifery,  in  the  same  year. 
He  became  a  Fellow  of  this  Society  in  1882.  He  seems  to  have  taken 
some  interest  in  anthropology,  for  he  was  a  Member  of  the  Anthropo- 
logical Institute.  He  was  at  one  time  a  Member  of  the  Honorary 
Staff  of  the  Hollovvay  and  North  Islington  Dispensary.  He  died  on 
February  12,  1893. 

Dr.  Henry  Candlish,  of  Ayr,  was  educated  at  the  University  of 
Glasgow.  He  took  prizes  as  a  student,  and  graduated  M.  D.  in  1858 
"with  commendation."  In  the  same  year  he  was  admitted  a  Licen- 
tiate of  the  Faculty  of  Physicians  and  Surgeons  of  Glasgow.  In  i860 
he  went  to  Alnwick  as  House  Surgeon  to  the  Alnwick  Infirmary,  which 
post  he  held  for  three  years  and  a  half.  On  retiring  from  it  he  re- 
ceived a  written  expression  of  the  high  esteem  in  which  he  was  held 
by  the  governing  body.  He  then  commenced  practice  in  Alnwick. 
He  was  admitted  a  Fellow  of  this  Society  in  1861.  He  was  for  twelve 
years  Medical  Officer  to  the  Workhouse,  District  Medical  Officer  and 
Public  Vaccinator,  and  for  several  years  Medical  Officer  of  Health. 
He  sent  occasional  contributions  to  the  medical  journals.  He  died 
on  March  18,  1893. 

Dr.  William  Hope,  of  Curzon  Street,  Mayfair,  died  on  March  27, 
1893.  He  received  his  professional  education  at  St.  George's  Hos- 
pital, becoming  qualified  to  practice  in  1861.  He  was  appointed  As- 
sistant House  Surgeon  and  then  House  Surgeon  to  his  hospital,  and 
afterward  studied  in  Paris.  He  traveled  for  some  time  in  charge  of 
a  patient  intrusted  to  his  care  by  Dr.  Brodie.  He  then  graduated  at 
the  University  of  Aberdeen,  taking  his  M.  B.  degree  in  1868,  and 
M.  D.  in  1870.  In  1869  he  became  a  Member  of  the  Royal  College 
of  Physicians.    In  1872  he  was  admitted  a  Fellow  of  this  Society. 

For  some  time  he  was  Senior  Obstetric  Assistant  at  St.  Bartholo- 
mew's Hospital,  taking  charge  of  the  out-patient  and  maternity  de- 
partments under  the  supervision  of  the  late  Dr.  Greenhalgh.  He 
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was  also  for  a  time  Physician-Accoucheur  to  the  St.  George's,  Hano- 
ver Square,  Dispensary.  He  served  for  some  years  on  the  active 
staff  of  the  Belgrave  Hospital  for  Children,  and  at  the  time  of  his 
death  was  Consulting  Physician  to  that  institution.  He  was  for 
many  years  on  the  Staff  of  Queen  Charlotte's  Hospital,  first  in 
charge  of  out-patients,  then  of  in-patients.  He  took  a  warm  interest 
in  the  training  of  nurses  and  midwives,  and  gave  much  labor  to  this 
end  at  Queen  Charlotte's  Hospital. 

Dr.  Hope  was  a  man  of  modest  and  retiring  disposition  ;  he  might 
even  have  been  called  diffident.  Probably  from  this  cause  he  wrote 
little,  his  published  works  consisting  only  of  a  few  reports  of  cases. 
His  chief  interest  was  in  theology  rather  than  in  medicine.  He  was 
a  man  of  culture  and  refinement,  and  was  much  beloved  by  those  who 
had  the  privilege  of  his  friendship. 

Mr.  Key  Hardey,  of  Wardrobe  Place,  Doctors'  Commons,  E.  C, 
died  on  May  18,  1893,  aged  seventy-eight.  He  came  of  an  old 
Cheshire  family,  and  was  born  at  Toddington,  in  Bedfordshire.  He 
was  apprenticed  according  to  the  old-fashioned  plan,  and  then  studied 
his  profession  at  St.  Bartholomew's  Hospital.  He  became  a  Member 
of  the  Royal  College  of  Surgeons  in  185 1,  and  was  then  for  a  time 
Assistant  Medical  Officer  to  the  Junior  School  of  Christ's  Hospital. 
He  settled  in  the  Castle  Baynard  Ward  of  the  City  of  London  forty 
years  ago,  and  practiced  there  for  the  remainder  of  his  life.  He  be- 
came a  Fellow  of  this  Society  in  i860.  He  was  Medical  Officer  to 
the  Provident  Association  of  Warehousemen,  Travelers,  and  Clerks. 
He  was  also  Surgeon  to  the  West  City  Dispensary.  His  energy  in  the 
discharge  of  social  duties  is  evidenced  by  the  fact  that  he  was  an 
active  Freemason,  and  was  for  twenty-four  years  a  churchwarden.  He 
is  described  as  having  been  a  man  of  powerful  physique  and  strong 
will,  of  genial  and  kindly  disposition,  hospitable  and  generous. 

Dr.  Dennis  Sidney  Downes,  or  Moreton  Villa,  Kentish  Town,  died 
on  August  2,  1893,  aged  fifty.  He  was  born  at  Limerick,  and  was  a 
nephew  of  the  Very  Reverend  Dr.  Downes,  Vicar-General  of  the  Dio- 
cese. He  was  educated  at  the  Catholic  University,  Dublin,  and  be- 
came a  Licentiate  of  the  Royal  College  of  Surgeons  in  Ireland  in 
1862,  and  of  the  Royal  College  of  Physicians  of  Ireland,  and  Licen- 
tiate in  Midwifery,  in  1863.  He  came  to  London  when  a  young 
man.  He  was  admitted  a  Fellow  of  this  Society  in  1880.  He  was 
Surgeon  to  the  Camden  Town  Dispensary,  Honorary  Surgeon  to 
the  Governesses'  Asylum,  and  Divisional  Surgeon  to  the  Police, 
the  band  of  which  accompanied  his  funeral  procession,  at  which  an 
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unusual  concourse  of  mourners  testified  to  the  esteem  in  which  he 
was  held. 

Dr.  William  Morse  Graily  Hewitt  was  born  at  Badbury,  Wilts,  in 
1828.  His  preliminary  education  was  at  the  College  School  of  Glou- 
cester. At  the  age  of  seventeen  he  became  the  pupil  of  Mr.  H. 
Burford  Norman.  In  1846  he  matriculated  at  the  University  of  Lon- 
don, taking  honors  in  chemistry,  and  in  October  of  that  year  he  en- 
tered as  a  medical  student  at  University  College.  His  career  as  a 
student  was  a  most  brilliant  one  ;  he  won  many  academical  distinc- 
tions, both  at  his  hospital  and  at  the  University  of  London.  He  be- 
came qualified  to  practice  in  1850.  In  this  year  he  went  to  Paris, 
and  attended  the  clinic  of  Trousseau.  A  commission  in  the  army 
was  about  this  time  offered  him,  and  he  passed  an  examination  for  it, 
but  went  no  further.  In  1852  he  commenced  practice  at  Radnor 
Place,  Gloucester  Square,  and  in  1853  he  married.  In  1855  he  took 
his  M.  D.  degree,  and  in  1856  became  a  member  of  the  Royal  College 
of  Physicians.  After  commencing  practice  he  still  continued  to 
study  pathology  and  clinical  medicine  at  University  College  Hospital, 
St.  Mary's  Hospital,  and  the  Marylebone  Infirmary.  Ing:;855  he  was 
appointed  Surgical  Registrar  to  St.  Mary's  Hospital,  and  while  hold- 
ing this  office  he  published  reports  of  cases  of  fractured  spine  {Lancet, 
1855,  vol.  i),  of  perforation  of  the  small  intestine,  and  of  calculi  re- 
moved by  lithotrity.  He  soon  turned  from  surgery  ;  first  to  diseases 
of  children,  and  then  to  that  which  was  to  be  the  main  work  of  his 
life.  During  1854  and  1855  he  closely  watched  an  epidemic  of 
whooping-cough  at  the  St.  Marylebone  Infirmary,  and  in  1855  read 
a  paper  upon  it  before  the  Harveian  Society,  which  was  afterward 
published  as  a  small  volume  of  thirty-nine  pages.  At  this  time  he 
seems  to  have  given  great  attention  to  the  diseases  of  children,  for 
the  Lancet  about  this  time  contains  some  papers  from  his  pen  which 
display  the  characteristic  excellencies  of  his  mode  of  work.  He  wrote 
On  Infantile  Jaundice  {Lancet,  1856,  vol.  ii,  page  8)  ;  On  a  Case  of 
Bronchial  Phthisis  in  a  Child,  with  Remarks  on  the  Diagnosis  and 
Prognosis  of  that  Affection  {ibid.,  page  484)  ;  On  the  Lungs  of  Chil- 
dren dying  from  Whooping  Cough  {ibid.,  page  200,  and  in  the  Trans- 
actions of  tJie  Pathological  Society) ;  On  Acute  Tubercular  Peritonitis 
{Lancet,  1857,  vol.  i,  page  29)  ;  On  Bronchitis  and  Apneumatosis  {ibid., 
page  625)  ;  and  others  on  similar  subjects.  These  papers  are  each 
based  either  on  one  case  or  on  a  small  number  of  cases,  investigated 
most  thoroughly  and  systematically,  and  fully  and  exactly  reported. 
Hewitt  pondered  over  his  cases,  sought  out  and  studied  all  the  literature 
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relating  to  them  which  was  accessible  to  him,  and  produced  a  logical, 
complete,  and  coherent  explanation  of  those  striking  or  unusual 
features  of  the  disease  which  he  thought  demanded  attention,  in  lan- 
guage always  accurate  and  carefully  weighed. 

In  1856  Dr.  Hewitt  obtained  the  Lectureship  on  Comparative 
Anatomy  at  St.  Mary's  Hospital.  In  1858  he  was  appointed  Physician 
to  the  Samaritan  Hospital,  and  in  1859  to  the  British  Lying-in  Hos- 
pital. In  i860  he  undertook  the  duties  of  Joint  Lecturer  on  Mid- 
wifery at  St.  Mary's  Hospital  Medical  School  along  with  the  late  Dr. 
Tyler  Smith  ;  and  in  1864  he  became  Assistant  Physician-Accoucheur 
to  the  Hospital.  In  1861  he  purchased  the  lease  of  Dr.  Rigby's  house 
at  36  Berkeley  Square,  and  removed  thence  from  Radnor  Place,  and 
in  this  house  he  practiced  throughout  the  rest  of  his  professional 
career. 

In  1858  Dr.  Hewitt  was  associated  with  Dr.  Tyler  Smith  in  the 
foundation  of  this  Society.  He  was  its  first  Secretary  ;  and  its  suc- 
cessful start  was  due  very  largely  to  his  energy,  courtesy,  and  pru- 
dence. I  have  no  doubt  whatever  that  he  himself  regarded  this  as 
one  of  the  greatest  and  best  things  that  he  had  done  ;  and  it  is  with- 
out doubt  the  most  permanent,  for  his  writings,  like  all  those  that  be- 
long to  a  stage  in  a  progressive  science,  must  in  time  be  superseded 
by  others  embodying  new  knowledge.  But  the  life  of  the  Society  that 
Hewitt  helped  to  found  outlasts  that  of  the  individuals  who  compose 
it  ;  its  corporate  life  and  its  corporate  usefulness  will  continue  and 
grow,  fulfilling  in  larger  and  larger  measure  the  wish  of  its  founders, 
long  after  they  and  their  writings  have  ceased  to  interest  any  but  the 
medical  historian.  Dr.  Hewitt  was  Secretary  from  1859  to  1864  ; 
Treasurer  in  1865  and  1866;  Vice-President  in  1867  and  1868,  and 
President  in  1869  and  1870.  He  contributed  twenty-one  papers  to 
our  Transactions,  besides  many  reports  on  specimens. 

Hewitt's  high  motives  in  helping  to  found  this  Society  will  be  ap- 
preciated if  I  recall  his  own  views  as  to  the  functions  and  utility  of 
such  a  society.  There  were  four  things  he  thought  this  Society  should 
do — teaching,  recording,  discussing,  and  uniting. 

1.  On  its  teaching  function  he  laid  especial  stress.  He  said  :  "  As 
a  school  of  obstetric  medicine  it  has  exercised,  and  will  continue  to 
exercise,  a  powerful  influence.  The  teaching  of  the  Society  I  can 
not  but  regard  as  one  of  its  most  important  functions."* 

Referring  again  to  this  subject  he  said  :  "  This  Society  exists,  not 
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simply  for  the  purpose  of  discovering  new  facts  and  new  principles  ; 
it  has  another  function,  and  one  not  likely  soon  to  cease — viz.,  the  dis- 
semination of  these  principles;  in  other  words,  the  education  of  the 
rising  generation  of  practitioners.  This  Society  is  eminently  a  teach- 
ing Society,  offering  opportunities  for  that  correction  and  verification 
of  experience  which  is  so  invaluable  to  those  whose  experience  is  lim- 
ited ;  upholding  also  what  is  right,  and  exercising  a  wholesome  influ- 
ence on  the  entire  body  of  obstetric  practitioners."* 

2.  As  to  recording  Dr.  Hewitt  wrote:  "We  have  become,  as  the 
Transactions  will  testify,  the  depository  of  the  carefully  obtained  ex- 
perience of  eminent  observers  in,  it  may  truly  be  said,  all  parts  of  the 
world."  f 

3.  On  discussion  he  said  :  "  The  discussions  which  have  taken 
place  at  our  meetings  have  contributed,  we  can  not  say  how  much,  to 
the  mutual  improvement  of  those  who  have  taken  part  in  them,  to  the 
dissipation  of  prejudice  and  the  discovery  of  truth."  f 

4.  As  to  union  Dr.  Hewitt's  words  upon  the  Society  were  :  "  It 
has  formed  a  center  and  bond  of  union  for  obstetric  practitioners 
throughout  the  country."  \ 

I  think  that  in  these  sentences  Dr.  Hewitt  well  described  what 
should  be  the  objects  of  our  Society.  We  want  them  all,  discussion 
as  well  as  publication,  and  for  publication  not  scientific  novelties 
only,  but  anything  likely  to  help  Fellows  of  the  Society  in  their  daily 
work.  I  can  not  pass  the  last-quoted  sentence  without  remarking 
that  at  the  time  Dr.  Hewitt  wrote  it  the  Society  was  eleven  years  old 
and  numbered  about  six  hundred  Fellows.  It  is  now  thirty-four 
years  old,  and  we  have  only  seven  hundred  and  thirty-one  Fellows. 
It  is  as  yet  "  a  center  and  bond  of  union  "  only  for  a  small  number  of 
obstetric  practitioners  throughout  the  country  ;  and  the  continued 
activity  of  Fellows  of  the  Society  in  inducing  others  to  unite  with  us 
is  much  needed. 

Dr.  Hewitt's  first  paper  in  the  department  of  medical  science 
which  he  made  his  own  was  On  the  Coagula  formed  in  the  Veins 
during  the  Puerperal  State.  This  was  published  in  the  Lancet  of 
1858.  It  is  not  a  report  of  cases,  but  a  careful  digest  and  clear  pres- 
entation of  the  work  of  Virchow  and  others  upon  the  subject.  The 
first  paper  he  read  before  this  Society  was  upon  the  vesicular  mole. 


*  Annual  Address,  Transactions,  vol.  xii. 
f  Inaugural  Address,  Transactions,  vol.  xi. 
%  Annual  Address,  Transactions,  vol.  xii. 
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In  it  he  questioned  the  opinion  of  Virchow  that  in  this  condition  the 
disease  of  the  chorion  caused  the  death  of  the  fcetus,  and  he  urged 
that  the  chorionic  degeneration  was  subsequent  to  fcetal  death. 

Dr.  Hewitt's  well-known  work  on  the  pathology,  diagnosis,  and 
treatment  of  the  diseases  of  women  appeared  in  1863.  The  first 
edition  he  described  as  mainly  a  summary  and  criticism  of  the  then 
existing  knowledge  ;  it  was  chiefly  remarkable  for  its  novel  arrange- 
ment, the  book  being  divided  into  two  parts — the  first  treating  of 
diagnosis,  the  second  of  treatment.  Pathology  was  not  discussed. 
Dr.  Hewitt  was  appointed  Professor  of  Midwifery  in  University  Col- 
lege, London,  and  Obstetric  Physician  to  University  College  Hospital, 
in  succession  to  the  late  Dr.  Murphy,  in  1865.  In  1866  he  was  elected 
a  Fellow  of  the  Royal  College  of  Physicians.  The  second  edition  of 
his  book  appeared  in  1868  ;  its  arrangement  was  modified,  pathology 
was  introduced,  and  it  was  illustrated.  In  1872  appeared  the  third 
edition,  in  which  he  fully  enunciated  the  views  upon  uterine  pathology 
with  which  his  name  was  associated.  In  1878  he  delivered  the  Har- 
veian  Lectures,  in  which  he  more  fully  expounded  those  views  under 
the  title  of  The  Mechanical  System  of  Uterine  Pathology.  The 
fourth  edition  of  his  book  was  published  in  1882,  and  differed  from 
its  predecessors  mainly  in  containing  Hewitt's  views  as  to  malnutri- 
tion as  a  cause  of  uterine  disease. 

Dr.  Hewitt  resigned  his  appointments  as  Professor  of  Midwifery 
at  University  College  and  Obstetric  Physician  to  the  Hospital  in 
1886,  and  was  then  made  Emeritus  Professor.  His  last  important 
communication  to  medicine  was  in  1892,  when  he  wrote  a  paper  on 
seasickness,  detailing  experiments  which  showed  that  sickness  might 
be  produced  by  disturbed  visual  sensations. 

I  have  enumerated  only  a  small  part  of  the  work  that  he  did. 
Although  his  theories  upon  uterine  displacements  were  the  most 
novel  and  the  most  distinctive  of  the  work  that  he  did,  yet  he  was  far 
from  confining  his  attention  to  this  subject.  It  is  only  necessary  to 
turn  over  the  leaves  of  our  Transactions  to  find  out  that  there  were 
few  subjects  embraced  under  the  head  of  obstetrics  and  gynaecology, 
in  discussion  upon  which  Dr.  Hewitt  had  not  something  worth  hear- 
ing to  say. 

Dr.  Hewitt  was  known  all  over  the  world  as  the  originator  and 
upholder  of  certain  views  as  to  the  pathological  importance  of  alter- 
ations in  the  shape  and  position  of  the  uterus,  which  he  regarded  as 
morbid,  and  which  he  believed  to  be,  directly  or  indirectly,  the  great 
cause  of  most  of  the  minor  derangements  of  health  peculiar  to  worn- 
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en.  These  views  were  much  criticised.  They  can  not  be  said  to  be 
universally  accepted.  They  are  fully  accepted  by  few,  if  by  any  ;  and 
by  some  they  are  not  accepted  at  all.  This  is  not  the  occasion  for 
discussing  their  pathological  correctness.  But  I  shall  occasion  no 
controversy  if  I  say  this  :  that  Dr.  Hewitt's  writings  caused  a  great 
deal  more  attention  to  be  given  to  uterine  displacements  by  gynaecolo- 
gists all  over  the  civilized  world  than  had  been  the  case  before.  He 
urged  his  views  with  an  ability  that  impressed  the  reader,  and  a  tem- 
perateness  of  statement  that  gave  weight  to  his  judgment.  Even  one 
who  does  not  accept  all  his  opinions  may  derive  instruction  from  his 
accurate  descriptions  of  conditions,  some  of  which  are  admitted  to  be 
abnormal,  and  from  his  clear  and  cautious  recommendations  as  to 
treatment.  I  venture  to  predict  that  his  later  writings,  in  which  he 
drew  attention  to  the  dependence  of  displacement  on  conditions  of 
the  general  health,  are  destined  to  receive  more  consideration  than 
they  have  yet  done.  Not  only  was  his  work  able  and  valuable  in  it- 
self, but  his  theories,  by  the  antagonism  they  provoked,  became  the 
parent  of  other  investigations,  by  which  our  knowledge  of  the  con- 
ditions they  referred  to  has  been  made  more  complete  and  accurate 
than  it  was  before. 

His  mode  of  advocating  his  opinions  was  altogether  admirable. 
We,  as  Englishmen,  are  proud  of  the  method  by  which  justice  is  done 
in  our  law  courts.  First  one  advocate  urges  one  side  of  a  case,  and 
then  another  puts  forward  the  opposite.  In  the  conflict  of  the  two 
error  and  falsehood  are  exposed  and  destroyed,  and  truth  stands  out 
as  that  which  alone  can  survive  the  double  attack.  In  medical  sci- 
ence we  get  at  the  truth  in  much  the  same  way,  except  that  the  dis- 
putants aim  higher  than  at  setting  out  only  one  side.  Each  tries  to 
state  the  whole  truth.  But  the  phenomena  of  disease  and  its  cure 
are  so  complex  that  no  one  ever  attains  this.  The  forensic  advocate 
deals  only  with  a  small  body  of  evidence  strictly  limited  by  the  forms 
of  law.  But  he  who  tries  to  sum  up  a  medical  question  finds  that  the 
facts  he  has  to  deal  with  are  infinite  in  number — they  are  continually 
being  added  to,  and  things  once  supposed  to  be  indisputable  shown 
to  be  incorrect.  Hence  in  our  science  the  most  scrupulous  efforts  to 
state  the  truth  become  only  statements  of  that  side  of  it  which  the 
writer  perceives.  All  that  a  writer  on  clinical  subjects  can  do  is  to 
observe  as  accurately,  and  set  forth  what  he  thinks  he  sees  as  clearly, 
as  he  can,  knowing  that  truth  will  be  served  by  setting  forth  one  side 
well,  even  though  considerations  of  a  different  kind  should  afterward 
be  shown  to  be  more  important.    Dr.  Hewitt  did  this  in  a  manner 
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which  was  a  model  for  all  of  us.  Even  the  most  strenuous  opponent 
of  Hewitt's  opinions  must,  I  think,  admit  this  :  that  in  stating  them, 
and  urging  their  adoption,  Hewitt  never  went  one  jot  or  tittle  beyond 
the  evidence  he  had.  He  never  exaggerated,  never  made  sweeping 
general  statements  in  which  exceptions  to  rule  were  ignored,  never 
concealed  the  weak  points  in  his  case  or  the  defects  in  the  evidence. 
He  was  not  only  courteous  to  his  opponents,  but  he  was  just.  He 
never  misrepresented  them,  never  answered  arguments  with  adjec- 
tives, never  attributed  low  motives.  No  one  could  study  his  writings 
or  hear  him  speak  without  feeling  certain  that  Hewitt  was  himself  en- 
tirely convinced  that  his  theories  were  right,  and  that  it  was  from  pure 
love  of  truth  that  he  wished  to  see  them  generally  accepted.  From 
the  very  beginning  of  his  career  his  care  to  be  strictly  accurate  in  his 
facts  was  conspicuous.  In  his  private  practice,  I  learn  from  those 
who  knew  him  better  than  I  did,  he  was  just  as  careful  neither  to  fall 
short  of  nor  go  beyond  the  truth  in  his  statements  to  patients.  How 
admirable  an  example  he  set  may  be  illustrated  by  a  small  incident, 
told  me  by  one  of  his  former  residents,  which  I  mention,  not  as  be- 
ing wonderful,  but  as  characteristic  of  Dr.  Hewitt.  He  asked  his 
resident  to  help  him  to  remove  a  polypus  from  a  private  patient. 
When  he  came  to  examine  the  patient  he  found  the  polypus  had  van- 
ished. Hewitt  made  no  attempt  to  explain  it,  but  told  the  patient 
that  he  had  made  a  mistake,  and  that  he  supposed  that  she  had  had  a 
miscarriage. 

He  is  described  by  a  biographer  who  knew  him  well  as  "  a  true- 
hearted  man  and  a  loving  friend  with  a  noble  nature."  He  suffered 
much  from  ill-health  ;  from  hsematuria  in  his  early  life,  from  emphy- 
sema and  bronchitis  later  on.  He  died  from  uraemia  on  August  27, 
1893,  aged  sixty-five. 

Dr.  Frederick  Hall,  of  Feeds,  was  the  third  son  of  John  Herbert 
Fewis  Hall,  a  surveyor  and  a  native  of  the  Scilly  Islands.  He  was 
born  at  Fynyrhyd,  in  Cardiganshire,  on  April  2,  1837.  He  was  edu- 
cated at  the  Friars'  Grammar  School  at  Bangor,  and  apprenticed  to 
Dr.  Richards,  of  the  6ame  place.  He  then  entered  the  Feeds  School 
of  Medicine,  bringing  with  him  a  eulogistic  letter  from  the  late  Dean 
Cotton,  who,  being  perfectly  blind,  wrote  that  he  had  had  his  eye 
upon  Hall  for  a  long  time.  Mr.  Hall  became  M.  R.  C.  S.  in  1858  and 
F.  S.  A.  in  i860.  After  qualifying,  he  became  Resident  at  the  North- 
ern Dispensary,  Fiverpool,  and  then  was  for  three  years  Resident  at 
the  Feeds  Fever  Hospital.  He  commenced  general  practice  in  Feeds 
in  1864,  was  surgeon  to  a  poor  law  district  and  public  vaccinator, 
38 
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and  also  had  charge  for  many  years  of  the  Smallpox  Hospital.  He 
published  a  report  of  cases  treated  in  this  hospital  from  1872  to  1878, 
in  which  he  demonstrated  that  the  mortality  in  smallpox  was  gov- 
erned by  the  number  and  character  of  the  vaccination  cicatrices. 
His  interest  in  obstetrics,  his  professional  zeal,  and  the  confidence 
placed  in  him  by  his  professional  brethren  are  shown  by  the  fact  that 
he  was  Secretary  to  the  Obstetrical  Section  of  the  British  Medical 
Association  at  its  meeting  in  Leeds — an  appointment  made  chiefly  on 
account  of  his  personal  characteristics.  He  is  described  as  having 
been  a  capital  man  of  business  and  a  delightful  companion.  He  died 
from  renal  disease  on  September  27,  1893. 

Dr.  Charles  Clay  was  the  second  son  of  Mr.  Joseph  Clay,  a  miller 
and  corn  dealer  of  Stockport,  Cheshire,  and  was  born  on  Decem- 
ber 27,  1 801.  Owing  to  the  illness  of  his  mother,  he  was  brought  up 
by  a  paternal  aunt  until  the  age  of  twelve.  His  absence  from  home 
during  the  early  years  of  his  life  prevented  him  from  feeling  the  influ- 
ence of  family  ties  during  boyhood  so  much  as  might  otherwise  have 
been  the  case,  and  led  to  habits  of  independence,  boldness,  and  self- 
reliance  unusual  in  the  early  years  of  life.  When  his  school  days 
were  over  he  was  apprenticed  to  Mr.  Kinder  Wood,  of  Manchester. 
While  with  Mr.  Wood  he  read  much,  attended  more  than  five  hun- 
dred cases  of  labor,  and  assisted  his  teacher  by  making  diagrams  and 
dissections  for  his  midwifery  lectures.  When  his  apprenticeship  was 
over  he  was  sent,  by  Mr.  Wood's  advice,  to  the  University  of  Edin- 
burgh. He  became  qualified  to  practice  in  1823.  In  the  same  year 
he  married,  and  started  in  general  practice  in  Ashton-under-Lyne. 
He  remained  there  for  sixteen  years.  During  this  period  he  had 
three  children,  all  of  whom  died  young,  and  then  his  wife  also  died. 
In  his  early  years  he  was  very  active  as  a  Radical  politician,  and 
edited  the  Ashton  Reformer  ;  but  for  the  last  fifty  years  of  his  life  he 
described  himself  as  "  Tory  to  the  backbone." 

While  at  Ashton  he  took  a  great  interest  in  geology,  and  wrote  a 
book  called  Geological  Sketches  and  Observations  on  Fossil  Vegetable 
Remains,  etc.,  from  the  South  Lancashire  Coal  Fields. 

Dr.  Charles  Clay's  first  published  paper  on  a  medical  subject  is 
said  to  have  appeared  in  1823,  and  to  have  been  on  the  use  of  ergot 
of  rye.  In  different  biographies  of  him  this  paper  is  variously  referred 
to  as  having  been  published  in  the  Edinburgh  Medical  and  Surgical 
Journal,  the  Medico-chirurgical  Magazine,  and  the  London  Medical 
and  Physical  Journal.  None  of  these  papers  contain  anything  with 
Clay's  name,  or  if  they  do,  it  is  not  indexed.    The  last  mentioned  of 
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them  contains  an  anonymous  summary  of  an  article  on  ergot  by  Dr. 
Stearns,  of  New  York,  and  it  is  possible  that  this  anonymous  abridg- 
ment may  have  been  Clay's  maiden  effort  in  literature. 

In  1839  he  removed  to  Manchester,  and  with  his  removal  began 
that  part  of  his  career  which  is  of  chief  interest  to  the  historian  of 
surgery.  In  1842  he  performed  his  first  ovariotomy.  At  that  time 
McDowell  and  his  followers  had  performed  in  America  less  than  a 
score  of  these  operations.  About  ten  successful  cases  had  been  pub- 
lished in  England  by  different  provincial  surgeons.  Lizars,  in  Edin- 
burgh, had  had  so  little  success  that  he  had  not  persevered  with  it. 
No  one  had  successfully  performed  the  operation  in  London.  It 
showed  a  grasp  of  surgical  principles,  and  a  boldness  in  acting  on 
them,  of  no  common  order,  for  a  general  practitioner,  who  had  no 
hospital,  or  official  position  of  any  kind,  to  commence  the  systematic 
performance  of  a  novel  operation  of  great  magnitude.  When  we  re- 
member, also,  that  this  operation  was  at  that  time  discountenanced  by 
the  leading  surgical  teachers  of  the  day  ;  that  the  only  experience  to 
which  Clay  could  point  in  support  of  his  hopes  of  success  was  that  of 
an  operator  in  a  distant  country,  whose  reports  of  his  practice  were 
not  at  that  time  received  with  unqualified  confidence  (for  the  state  of 
American  journalism  was  at  that  time  very  different  from  what  it  is  at 
present,  and  probably  on  this  account  the  credibility  of  McDowell's 
statements  was  at  one  time  denied)  ;  and  that,  other  than  McDowell's 
experience,  there  had  only  been  some  isolated  cases,  so  few  in  num- 
ber that  they  were  looked  on  by  most  as  happy  accidents;  when  it  is 
added,  further,  that  Clay  modified  the  operation  in  a  way  which,  in 
the  view  of  most  of  his  contemporaries,  added  to  its  danger,  although 
we  now  know  that  his  reasons  for  doing  so  were  in  accordance  with 
sound  surgical  principles — when  we  remember  all  this,  our  admiration 
for  his  ability  and  courage  is  increased. 

Clay  claimed  the  credit  of  having  been  the  first  to  operate  by  the 
long  incision.  He  says  (I  quote  his  own  words,  although  his  English 
is  less  admirable  than  his  surgery)  :  "  My  experience  sets  a  much 
greater  value  on  having  a  bold  and  large  incision  through  the  integu- 
ments, at  once  affording  plenty  of  room  for  every  manipulation,  aided 
by  the  eye,  than  to  require  a  subsequent  enlargement,  or  to  drag  cysts 
or  solid  masses  through  small  openings  without  a  knowledge  of  what 
attachments  may  possibly  exist  behind,  unseen,  unfelt  by  the  finger, 
and  the  mischief  that  might  arise  in  consequence  of  such  proceed- 
ings" {Obstet.  Trans.,  vol.  v,  p.  61).  We  now  know  that  a  long  in- 
cision is  only  needed  in  exceptional  cases,  and  in  such  cases  we  make 
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it  without  hesitation  ;  but  in  1842  it  was  the  general  opinion  that  a 
long  incision  added  much  to  the  risk,  and  it  needed  clear  judgment 
to  see.  and  courage  to  act  on  that  judgment,  that  there  was  greater 
danger  in  manipulating  without  the  aid  of  sight  than  in  extending  the 
incision. 

Dr.  Clay  went  on  operating  from  1842  onward.  Although  not  the 
first  to  perform  ovariotomy,  he  was  yet  the  first  person  who  operated 
on  a  large  series  of  cases,  and  the  first  to  show  by  a  sufficient  number 
of  cases  that  the  operation  could  be  done  with  an  average  mortality 
quite  low  enough  to  justify  its  performance  to  cure  a  disease  which 
without  it  was  invariably  fatal.  To  him,  therefore,  the  epithet  of  the 
"  Father  of  Ovariotomy  "  in  Europe  rightly  belongs.  In  1848  he  pub- 
lished in  his  magazine,  of  which  I  shall  speak  presently,  a  series  of 
forty  abdominal  sections,  thirty-three  of  them  for  ovarian  tumors.  In 
1863  he  read  a  paper  before  this  Society,  in  which  he  gave  an  account 
of  one  hundred  and  eight  cases  of  ovariotomy,  seventy-four  of  them 
successful.  In  the  Lancet  of  1865  he  wrote  a  paper  in  which  he  gave 
the  result  of  one  hundred  and  eleven  cases  of  ovariotomy,  seventy- 
seven  of  them  successful.  It  is  interesting  to  note,  as  exemplifying 
the  extreme  difficulty  of  correct  inference  in  matters  of  therapeutics, 
that  Clay  regarded  three  things  as  essential  to  success  :  (1)  The  long 
incision  ;  (2)  the  opening  of  the  bowels  by  ox  gall  before  and  after 
the  operation  ;  and  (3)  the  maintenance  of  a  proper  temperature  of 
the  room  during  the  operation.    In  the  last  point  he  followed  Lizars. 

Clay  was  not-only  the  first  great  ovariotomist,  but  he  was  one  of 
the  first  to  perform  hysterectomy,  and  the  first  in  the  British  Empire 
to  perform  it  successfully.  He  might  also,  I  think,  have  taken  credit 
for  being  the  first  to  use  drainage  in  abdominal  surgery.  In  a  case 
on  which  he  operated  in  1843  he  found  on  opening  the  belly  that  the 
tumor  was  hydatid.  Having  emptied  the  abdomen  as  far  as  he  judged 
safe,  Clay  says,  "  Before  closing  the  wound  I  inserted  into  the  ab- 
dominal cavity  a  string  composed  of  about  a  dozen  folds  of  white 
worsted,  twelve  inches  in  length,  bringing  one  end  out  at  the  lowest 
part  of  the  external  wound."  The  worsted  was  left  in  for  four  months. 
The  patient  got  quite  well.  In  the  early  ovariotomy  cases  drainage 
was  in  effect  constantly  practiced,  for  it  was  the  custom  to  leave  the 
ends  of  the  ligatures  long,  hanging  out  of  the  wound;  but  this  was 
done  because  it  was  not  known  that  silk  might  safely  be  left  in  the 
abdomen  to  be  encapsuled  and  absorbed  ;  it  was  not  done  with  the 
object  and  intention  of  securing  drainage.  This  case  of  Clay's  in 
1843,  I  think,  must  be  the  first  in  which  a  wound  communicating 
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with  the  abdominal  cavity  was  deliberately  kept  open  in  order  that 
drainage  might  take  place  through  it. 

I  find  no  record  of  Clay's  ovariotomy  results  after  1865.  In  1880 
he  wrote  that  he  had  done  nearly  four  hundred  operations  ;  but  he 
did  not  say  these  were  ovariotomies,  nor  give  any  particulars  about 
them.  He  is  quoted  in  an  authoritative  work*  as  having  performed 
395  ovariotomies  with  101  deaths,  but  the  reference  is  not  given.  I 
can  find  no  publication  of  Charles  Clay's  relating  so  large  a  number 
of  cases.  Dr.  John  Clay,  of  Birmingham,  published,  as  an  appendix 
to  his  translation  of  Kiwisch  on  disease  of  the  ovaries,  a  table  con 
taining  exactly  the  same  number  of  cases,  395,  collected  from  differ- 
ent authors,  and  I  can  not  help  thinking  it  possible  that  there  has 
been  some  confusion  of  the  writings  of  the  two  Clays.  \ 

Clay  contributed  copiously  to  the  medical  journals  during  the 
early  years  of  his  residence  in  Manchester.  He  wrote  on  the  thera- 
peutic value  of  inspissated  ox  gall.  He  argued  that  constipation  was 
often  due  to  deficiency  of  bile,  and  that  therefore  the  most  natural 
cure  was  to  supply  the  place  of  the  missing  secretion  with  a  similar 
product  from  another  animal.  He  was  the  first  in  this  country 
to  cure  varicose  veins  by  Laugier's  operation  with  Vienna  paste. 
He  invented  a  speculum  for  the  better  performance  of  the  operation 
for  strabismus.  He  wrote  on  the  treatment  of  diabetes  by  mineral 
acids,  on  the  vomiting  of  pregnancy,  and  many  other  subjects.  His 
contributions  to  the  medical  literature  of  his  time  are  said  to  number 
over  one  hundred.  I  can  not  refer  to  them  all,  but  those  I  have 
mentioned  show  his  originality,  his  versatility,  and  the  wide  range 
over  which  his  activity  extended.  His  name  will  live  by  what  he  did 
for  ovariotomy,  not  by  these  ephemeral  productions. 

Clay  deserves  respectful  remembrance,  not  only  as  a  surgeon  of  ' 
rare  boldness  and  originality,  but  also  as  having  been  the  founder  of 
the  earliest  obstetrical  journal  published  in  this  country.  This  was 
called  The  British  Record  of  Obstetric  Medicine  and  Surgery,  and  its 
first  number  appeared  in  1848.  Clay  was  himself  the  principal  con- 
tributor, but  many  writers  sent  papers  to  it,  most  but  not  all  of  them 
being  gentlemen  practicing  out  of  London.  The  journal  was  a  most 
creditable  one,  and  its  early  decease  was  a  misfortune  for  obstetric 
science.    It  died  because  it  was  before  its  time,  and  therefore  was 

*  'Fait  on  Diseases  0/  the  Ovaries. 

f  In  some  of  his  biographies  Charles  Clay  is  said  to  have  won  the  Jacksonian 
Prize  at  the  Royal  College  of  Surgeons.  It  was  won  by  John  Clay,  not  by  Charles 
Clay. 
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not  a  financial  success.  Not  enough  medical  men  were  then  inter- 
ested in  the  progress  of  obstetric  medicine  and  surgery  to  support  a 
journal.  Its  non-success  did  not  arise  from  any  failure  to  keep  up  to 
the  intentions  with  which  it  was  started.  Dr.  Clay  says  :  "  It  has  been 
a  pleasure  to  us  to  know  that  our  list  of  subscribers  has  remained 
firm  to  near  the  same  number  from  the  commencement  of  our  labors, 
and  that  it  includes  nearly  all  the  most  prominent  characters  in  the 
obstetric  department  throughout  Europe  and  America.  Still  the 
number  has  not  been  sufficient  to  secure  us  from  loss,  or  to  encourage 
our  proceeding  further." 

This  journal  contains  reports  of  many  of  Clay's  early  cases  of 
ovariotomy.  Clay  also  wrote  in  it  an  article  on  the  spontaneous 
evolution  of  Douglas  and  the  spontaneous  version  of  Denman,  in 
which  he  clearly  pointed  out  the  differences  between  these  two  pro- 
cesses. To  use  his  own  words,  he  arranged  the  cases  reported  in 
their  proper  places.  The  one  described  by  Denman,  he  pointed  out, 
never  takes  place  in  the  pelvic  canal,  but  always  in  the  uterine  cavity, 
while  in  that  of  Douglas  there  is  no  recession  of  any  part  of  the  foetus. 

One  most  creditable  feature  of  Clay's  British  Record  was  the  pub- 
lication with  it  of  translations  of  rare  and  valuable  monographs.  He 
thus  undertook  to  do,  for  a  small  department  of  medicine,  the  work 
that  the  Sydenham  Society  was  doing  for  medicine  and  surgery  as  a 
whole.  The  subscribers  to  the  British  Record  got  translations  of  H. 
F.  Naegele  on  the  Mechanism  of  Labor,  of  Crantz  on  Rupture  of  the 
Uterus,  of  Harvey  on  Generation,  of  F.  C.  Naegele  on  Contracted 
Pelves,  of  De  Graaf  on  the  Ovaria,  of  Puzos  on  Haemorrhage,  and 
other  monographs. 

Dr.  Clay  wrote  a  small  Handbook  of  Obstetric  Surgery  which  reached 
its  third  edition.  In  it  the  chief  diseases  of  women  and  obstetric 
emergencies  are  arranged  alphabetically,  and  the  treatment  of  each 
briefly  stated.  The  work  is  small  and  its  range  large,  and  therefore 
brevity  is  a  leading  characteristic  of  it. 

Clay,  as  I  have  said,  had  no  hospital.  All  his  operations  were 
done  in  private.  Some  were  reported  fully,  some  scantily.  At  that 
early  stage  of  ovariotomy  it  was  not  known  what  were  the  really  im- 
portant points,  and  therefore  even  the  most  detailed  reports  of  Clay's 
cases  are  often  wanting  in  information  about  matters  that  we  now 
think  vital.  Clay  was  never  a  methodical  man.  He  never  published 
any  complete  serial  record  of  his  cases.  They  are  scattered,  some  in 
one  journal,  some  in  another.  At  that  time  the  debaters  in  our  medi- 
cal societies  were  very  outspoken  ;  it  was  publicly  said  with  regard  to 
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ovariotomy  that  the  successful  cases  were  published  as  soon  as  the 
wound  had  cicatrized,  while  the  unsuccessful  were  never  heard  of. 
From  these  causes — (1)  Clay's  practice  not  being  public,  and  (2)  his 
not  reporting  his  cases  in  a  way  which  enabled  the  reader  at  once  to 
grasp  the  main  results,  to  refer  if  he  pleased  to  the  details,  and  to 
satisfy  himself  of  the  authenticity  of  the  records — it  resulted  that  al- 
though Clay  had  a  great  local  reputation,  and  was  known  in  every 
part  of  the  world  to  the  men  who  studied  ovarian  disease,  yet  be  did 
not  influence  the  opinion  of  the  profession  at  large  so  much  as,  from 
his  ability,  knowledge,  and  experience,  he  ought  to  have  done.  Clay 
felt  to  the  end  of  his  life  that  justice  had  not  been  done  him.  I  think 
that  when  we  consider  how  unfavorable  the  conditions  were  under 
which  he  worked,  what  difficulties  he  had  to  face,  and  yet  how  much 
he  did,  our  judgment  will  be  that  it  was  a  misfortune  for  surgery  that 
Clay  was  not  early  placed  in  a  more  conspicuous  position.  Had  he 
worked  surrounded  by  students  who  could  have  watched  his  practice, 
reported  his  cases,  stimulated  his  thought,  and  imitated  his  excel- 
lences, he  would  have  powerfully  helped  on  every  department  of 
surgery.    As  it  is,  he  remains  the  first  great  English  ovariotomist. 

Clay  was  a  man  of  varied  interests.  He  collected  upward  of  one 
thousand  editions  of  the  Old  and  New  Testament.  These  were  sold 
by  auction  in  1883.  Like  another  eminent  obstetrician,  William 
Hunter,  he  gave  part  of  his  attention  to  numismatics.  He  wrote  a 
work  on  The  Currency  of  the  Isle  of  Man,  from  its  Earliest  Appearance 
to  its  Assimilation  with  the  British  Coinage,  and  formed  a  collection 
embracing  every  known  coin  in  the  kingdom  of  Man.  This  was  sold 
for  ;£ioo.  He  also  made  one  of  the  largest  collections  ever  formed 
of  the  copper  and  silver  coinage  of  the  United  States.  This  was  dis- 
posed of  in  New  York  to  the  American  Government  for  ^800.  Clay 
was  for  some  time  President  of  the  Manchester  Numismatical  Society, 
and  was  a  member  of  several  similar  societies.  He  died  on  Septem- 
ber 19,  1893,  aged  ninety-one  years. 

Dr.  Edward  John  Tilt  was  born  at  Brighton  in  1815,  and  received 
his  medical  education  first  at  St.  George's  Hospital,  and  then  in 
Paris.  He  graduated  M.  D.  at  the  University  of  Paris  in  1839,  and 
afterward  traveled  as  private  physician  to  Count  Schouvaloff.  In 
1859  he  became  a  Member  of  the  Royal  College  of  Physicians.  He 
afterward  was  appointed  Physician-Accoucheur  to  the  Farringdon 
General  Dispensary.  He  was  one  of  the  original  Fellows  of  this  So- 
ciety, was  a  member  of  the  Council  in  1 867-68,  Vice-President  in 
i869-'7o,  Treasurer  in  i87i-'72,  and  President  in  i873-*74. 
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Dr.  Tilt  received  the  impulse  which  shaped  his  professional  career 
while  studying  in  Paris.  He  learned  from  Recamier  the  use  of  the 
speculum,  and  the  treatment  of  the  morbid  conditions  the  diagnosis 
of  which  was  made  possible  by  that  instrument.  Seldom  has  pupil 
spoken  of  teacher  in  terms  of  more  ardent  admiration  than  did  Tilt 
of  Recamier*  in  his  first  published  work — the  one  which,  in  its  later 
editions,  took  the  title  of  Uterine  and  Ovarian  Inflammation.  Tilt 
began  practice  armed  with  this  knowledge,  which  at  that  time  was  to 
many  people  new.  He  helped  Dr.  Henry  Bennet  to  make  known  the 
value  of  the  speculum,  and  when  Dr.  Henry  Bennet's  health  failed, 
and  he  became  unable  to  carry  on  his  practice  throughout  our  English 
winter,  Dr.  Tilt  lived  in  his  house  and  took  charge  of  his  patients. 

He  wrote  books  on  Elements  of  Health  and  Principles  of  Female 
Hygiene,  on  Uterine  and  Ovarian  Inflammations,  on  The  Change  of- 
life  in  Health  and  Disease,  on  Uterine  Therapeutics,  and  on  Health  in 
India  for  British  Women.  Seven  of  his  papers  are  in  our  Transac- 
tions, and  he  contributed  numerous  papers  to  the  medical  journals  of 
thirty  or  forty  years  ago  ;  the  substance  of  these  latter  was  afterward 
reprinted  in  his  books.  Dr.  Tilt's  writings  were  valued  abroad  as  well 
as  in  this  country  ;  they  were  reprinted  in  America  and  translated  into 
more  than  one  European  language,  and  their  author  was  elected  a 
member  of  several  foreign  learned  societies. 

Dr.  Tilt's  writings  are  as  much  out  of  date  to-day  as  books  on  the 
geography  of  Africa  written  before  the  discoveries  of  Livingstone. 
But  they  will  always  retain  a  certain  value  by  means  of  the  numerous 
references  which  they  contain  to  the  literature  of  the  subject,  chiefly 
the  French  literature.  These  numerous  references  attest  the  trouble 
which  Tilt  took  to  make  his  work  as  thorough  as  he  could.  His 
books  were  written  in  a  homely  and  colloquial  rather  than  an  exact 
scientific  style,  and  they  contain  many  not  unimportant  practical 
hints  omitted,  it  may  be  because  thought  unnecessary,  in  most  works 
on  the  subject.  He  went  into  great  detail  about  the  subjective  nerv- 
ous symptoms  of  female  diseases.  The  books  fulfilled  a  useful  func- 
tion in  extending  among  the  profession  knowledge  which  at  the  time 
was  new. 

It  is  generally  the  case  that  the  value  of  a  new  mode  of  treatment 
is  found  out  before  the  cases  in  which  it  is  suitable  have  been  differ- 
entiated. Hence  in  the  history  of  almost  every  new  mode  of  treat- 
ment there  is  an  experimental  stage,  in  which  the  remedy  is  used  for 
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many  cases  in  which  it  is  not  suitable  as  well  as  for  those  in  which  it 
is.  Experience  gradually  teaches  us  to  distinguish  the  cases  the 
remedy  will  cure  from  those  it  will  not,  and  the  remedy  then  takes 
its  proper  place.  If  the  new  treatment  be  one  capable  of  evil  as  well 
as  good  effects,  cases  are  sure  to  arise  during  the  experimental  stage 
in  which  harm  has  been  done,  indignation  is  excited,  and  the  innova- 
tors are  condemned.  As  in  the  case  of  most  new  therapeutic  meas- 
ures, the  value  of  the  local  treatment  of  inflammation  and  erosion  of 
the  cervix  was  found  out  before  much  was  known  about  the  symp- 
toms and  natural  history  of  these  conditions.  If  the  speculum  and 
caustic  were  at  one  time  used  too  often,  that  was  not  the  fault  of 
Tilt.  It  was  inevitable.  He  did  but  hasten  the  period  of  experi- 
ment with  this  mode  of  treatment.  That  period  must  have  been 
passed  through  sooner  or  later. 

Although  one  of  the  promulgators  of  a  new  mode  of  treatment 
looked  on  at  first  with  much  suspicion,  Tilt  was  not  one  who  grasped 
at  every  novelty  that  held  out  promise  of  success.  He  was  eminently 
conservative.  His  books  contain  much  outspoken  criticism  of  the 
surgical  procedures  invented  by  Marion  Sims  ;  and  when  treatment 
by  pessaries  was  passing  through  its  experimental  stage  Tilt  was  as 
severe  in  condemning  what  he  considered  uncalled-for  mechanical 
treatment  as  he  was  in  denouncing  the  cutting  operations  of  Sims. 

The  esteem  which  his  professional  brethren  felt  for  Dr.  Tilt,  and 
the  personal  popularity  which  he  had  won,  are  shown  by  the  fact  that 
he  was  the  only  President  of  this  Society  who  had  not  been  on  the 
teaching  staff  of  one  of  the  large  general  hospitals. 

To  the  end  of  his  life  Dr.  Tilt  took  a  warm  interest  in  our  Society. 
Although  advancing  years  prevented  his  attendance  at  our  meetings, 
he  used  to  annually  visit  the  library  and  inquire  as  to  the  progress  of 
the  Society.  He  sympathized  heartily  with  the  Society's  efforts  at 
improving  the  education  of  midwives,  and  one  of  his  presidential 
addresses  contains  a  full  account  of  the  Society's  action  up  to  that 
time.  Dr.  Tilt  died  from  cerebral  haemorrhage  on  December  17, 
1893,  aged  seventy-eight. 

All  that  remains  for  me  to  say  is  to  express  my  thanks  to  the 
officers  and  council  of  the  Society  for  their  kind  assistance  and  sup- 
port during  the  year  that  has  passed. 

Dr.  Playfair  said  he  had  the  privilege  of  proposing  a  cordial 
vote  of  thanks  to  the  President  for  his  excellent  address,  and  to  ex- 
press the  hope  that  he  would  permit  it  to  be  published  in  the  Trans- 
actions of  the  Society. 
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Fortunately  this  question  required  no  advocacy  to  recommend  it 
to  the  acceptance  of  the  Society.  Every  Fellow  must  have  been 
struck  with  the  constant  work  which  Dr.  Herman  had  devoted  to  the 
service  of  the  Society.  His  elaborate  and  interesting  address  was 
specially  to  be  commended.  He  was  struck  with  the  tact  and  good 
feeling  with  which  the  President  had  described  the  lives  of  some  of 
their  departed  Fellows,  whose  theories  they  were  not  always  able  to 
accept,  but  for  whose  characters  and  labors  they  all  had  the  highest 
admiration. 

This  was  seconded  by  Dr.  Black,  and  carried  with  great 
applause. 

The  Scrutineers  having  presented  their  report,  the  result  of  the 
ballot  was  declared  by  the  President  as  follows: 

Officers  and  Council. 
President — G.  Ernest  Herman,  M.  B. 

Vice-Presidents — Alban  Doran  ;  Edwin    Hollings,  M.  D. ;  Peter 
Horrocks,  M.  D.  ;  Harry  Speakman  Webb  (Welwyn). 
1'reasurer — John  Baptiste  Potter.  M.  D. 

Chairman  of  the  Board  for  the  Examination  of  Midwives — Francis 
Henry  Champneys,  M  A.,  M.  D. 

Honorary  Secretaries — William  Duncan,  M.  D. ;  W.  Radford 
Dakin,  M.  D. 

Honorary  Librarian — John  Phillips,  M.  A.,  M.  D. 

Other  Members  of  Council. — Thomas  Rutherford  Adams,  M.  D. 
(Croydon)  ;  Fletcher  Beach,  M.  D.  (Sidcup);  Robert  Boxall,  M.  D.  ; 
Andrew  Brown,  M.  D.  ;  Edward  Clapham,  M.  D.  ;  Archibald  Donald, 
M.  A.,  M.  D.  (Manchester)  ;  Lovell  Drage,  M.  D.  (Hatfield)  ;  Wil- 
loughby  Furner  (Brighton)  ;  William  John  Gow,  M.  D. ;  Walter  S.  A. 
Griffith,  M.  D.  ;  Gerald  S.  Harper,  M.  B. ;  John  D.  Malcolm,  M.  B., 
C.  M.  ;  Leonard  Remfry,  M.  A.,  M.  D.  ;  John  Henry  Salter  (Kelve- 
don) ;  John  Bland  Sutton  ;  Edward  Sabine  Tait,  M.  D.  ;  John  Sid- 
ney Turner  ;  John  Williams,  M.  D. 

It  was  moved  by  Dr.  Holman,  seconded  by  Dr.  Boxall,  and 
carried  unanimously — "That  the  best  thanks  of  the  Society  be  given 
to  Dr.  Champneys  for  his  work  and  zeal  as  editor  of  the  Transac- 
tions for  the  past  six  years." 

Dr.  Champneys  replied. 

It  was  moved  by  Dr.  Potter,  seconded  by  Dr.  Hayes,  and  car- 
ried— "  That  the  Society  desires  its  most  cordial  thanks  to  be  given 
to  its  retiring  officers,  viz.,  Dr.  Horrocks,  Honorary  Secretary,  and  to 
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Dr.  Dakin,  Honorary  Librarian,  for  their  valuable  services  to  the  So- 
ciety during  their  respective  terms  of  office." 

It  was  moved  by  Dr.  Routh,  seconded  by  Mr.  J.  Sidney  Turner, 
and  carried  unanimously — "  That  this  meeting  also  expresses  its  best 
thanks  to  the  retiring  Vice-Presidents,  Dr.  Thomas  C.  S.  Corry,  Mr. 
Meredith,  and  Mr.  J.  Knovvsley  Thornton,  and  to  the  other  retiring 
members  of  Council,  Dr.  F.  W.  Coates,  Dr.  Cullingvvorth,  Mr.  Free- 
man, Dr.  H.  Roxburgh  Fuller,  Dr.  Gervis,  Dr.  Lewers,  Dr.  Perigal, 
Dr.  Rutherfoord,  and  Mr.  George  H.  Wade." 


March  8,  1894. 

Fibroid  Polypus  of  Cervix.    Shown  by  William  Duncan,  M.  D. 

The  patient  from  whom  the  specimen  was  removed  was  a  single 
woman  aged  thirty-four,  whose  periods  were  regular  from  the  age  of 
fourteen  until  one  year  ago,  when  she  began  to  suffer  from  metror- 
rhagia, and  this  had  become  profuse  for  the  last  three  months,  with 
clots  and  pain  in  the  lower  abdomen. 

On  examination,  the  vagina  was  found  to  be  filled  by  a  large  tumor 
with  a  smooth  and  yellowish  surface  ;  the  cervix  uteri  could  not  be 
felt,  but  bimanually  the  uterus  was  found  to  be  in  its  normal  position. 
The  patient  was  anaesthetized,  an  ecraseur  wire  passed  over  the  ma 
as  high  up  as  possible,  then  the  pedicle  was  slowly  cut  through  ;  there 
was  no  haemorrhage.  The  tumor  was  next  seized  with  a  pair  of  short 
midwifery  forceps,  and  after  a  good  deal  of  traction  was  extracted 
from  the  vagina.  It  was  then  found  that  its  attachment  had  been  to 
the  posterior  lip  of  the  cervix  at  its  lower  part.  Although  there  was 
no  external  rupture  of  the  perinseum,  there  was  found  to  be  a  vertical 
rent  in  the  middle  of  the  posterior  vaginal  wall  to  the  extent  of  quite 
three  inches  ;  the  edges  of  this  rent  were  brought  together  by  silkworm- 
gut  sutures  and  the  vagina  washed  out  with  a  i-to-3,000  perchloride 
solution.    The  patient  made  an  uninterrupted  recovery. 

The  tumor,  which  was  as  large  as  a  good-sized  cocoanut,  showed 
on  section  the  ordinary  fibrous  structure. 

Dr.  Duncan  pointed  out  how  the  vagina  might  be  torn  in  delivery 
without  any  external  rupture  of  the  perinseum,  and  the  necessity  for 
examining  the  vagina  after  every  case  of  labor. 

Dr.  Culling  worth  said,  in  reference  to  Dr.  Duncan's  specimen 
of  uterine  polypus,  he  would  be  glad  to  know  whether  the  Ecraseur 


596 


Transactions  of  Societies. 


(an  instrument  that  he,  the  speaker,  had  for  some  years  abandoned 
in  favor  of  the  scissors  in  the  removal  of  fibroid  polypi)  was  used  in 
this  case  as  a  matter  of  routine  or  on  account  of  some  special  cir- 
cumstance. 

The  President  said  he  used  the  scissors  when  the  polypus  was  so 
small  that  the  fingers  could  reach  to  its  neck  to  guide  the  scissors. 
With  very  large  polypi,  such  as  Dr.  Duncan's,  the  fingers  could  not 
get  past  them  high  enough  to  guide  the  scissors  ;  and  in  such  cases 
the  stalk  was  best  cut  through  with  the  ecraseur.  He  did  not  think 
the  delivery  with  forceps  entire  of  a  tumor  so  large  as  that  shown  by 
Dr.  Duncan  was  good  practice.  It  was  better  to  cut  the  tumor  up  into 
bits,  and  thus  deliver  it  without  injury  to  the  mother.  This  could 
easily  be  done  with  scissors. 

Dr.  Peter  Horrocks  agreed  with  the  President  that  in  large 
polypi  it  was  impossible  to  get  at  the  pedicle  with  scissors.  He  be- 
lieved it  was  a  much  quicker  method  to  cut  through  the  pedicle  with 
a  wire  ecraseur  than  to  cut  pieces  out  of  the  tumor,  and  so  lessen  it 
until  the  pedicle  could  be  reached  ;  and  this  plan  was  sometimes  im- 
practicable, as  in  the  case  of  a  large  intra-uterine  polypus.  He  re- 
lated details  of  such  a  case  in  which  he  assisted  Dr.  Braxton  Hicks 
to  operate.  The  patient  was  over  forty  years  of  age,  single  and  nullip- 
arous.  Some  difficulty  was  experienced  in  passing  the  loop  of  the 
wire  through  the  os  uteri  and  over  the  tumor,  but  this  was  done,  and 
the  pedicle  was  cut  through.  Then  came  the  difficulty  of  delivery  ; 
midwifery  forceps  and  finally  the  cephalotribe  were  used,  and  the  tu- 
mor delivered.  During  the  operation  the  cervix  was  split,  and  the 
hymen  was  not  merely  torn,  but  pieces  of  it  were  carried  away,  and  the 
perinaeum  was  lacerated.  Hence  this  lady  now  presents  a  scarred 
perinaeum,  carunculae  myrtiformes,  and  a  split  cervix  ;  and  inasmuch 
as  the  tumor  had  distended  the  abdomen  so  as  to  produce  similar 
lines  to  lime  gravidarum,  it  would  be  a  very  easy  mistake  to  come  to 
the  conclusion  that  she  had  had  a  child.  From  a  medico-legal  point 
of  view  one  could  only  say  that  a  large  body  had  passed  along  the 
parturient  passages.  There  were  no  linae,  however,  on  the  breasts  of 
the  lady.  In  removing  these  tumors  either  by  scissors  or  by  wire 
Ecraseur  there  was,  as  a  rule,  but  little  haemorrhage,  owing  to  the  mus- 
cular fibers  in  the  pedicle  contracting  and  remaining  retracted. 

Dr.  Duncan  said  he  agreed  with  the  President  that  in  large  polypi 
it  was  far  better  and  easier  to  cut  through  the  pedicle  with  an  ecraseur 
than  with  scissors;  he  also  agreed  that  after  division  of  the  pedicle 
the  tumor  should  be  removed  piecemeal  by  means  of  scissors  ;  indeed 
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(as  the  specimen  showed),  he  had  begun  to  do  this,  but  then  used  the 
midwifery  forceps  in  order  to  preserve  the  tumor  for  exhibition  at  the 
Society's  meeting,  the  result  being  a  rent  in  the  vagina,  which  for- 
tunately healed  without  any  ill  result. 

Foetus  at  Seven  Months  Illustrating  Celosoma  with  Retroflexion,  Menin- 
gocele, and  Talipes  Varus.    By  Leith  Napier,  M.  L). 

A  committee,  consisting  of  Drs.  Napier,  Giles,  and  Dakin,  was 
appointed  to  report  on  this  specimen. 

A  PLEA  FOR  THE  PRACTICE  OF  SYMPHYSIOTOMY,  BASED 
UPON  ITS  RECORD  FOR  THE   PAST  EIGHT  YEARS. 

By  Robert  P.  Harris,  A.  M.,  M.  D.,  Philadelphia, 

Honorary  Fellow  of  the  American  Gynaecological  Association. 
(Communicated  by  Dr.  Lewers.) 

Symphysiotomy  has  an  unfortunate  early  history,  and,  although 
its  record  is  not  nearly  so  discreditable  as  has  been  made  to  appear 
by  early  writers,  there  was  enough  of  truth  charged  against  it  to  make 
it  an  unpopular  scheme  of  delivery,  and  to  cause  it  to  gradually  die 
out.  Too  many  women  died,  too  many  that  did  not  die  were  dis- 
abled, and  far  too  many  children  were  lost.  We  are  better  able  now 
than  at  any  former  period  to  make  a  record  of  the  early  days  of  the 
operation,  and  we  give  it  as  follows  : 

What  has  very  properly  been  called  "  the  first  historical  period  of 
the  operation"  extended  from  1777  to  1858  inclusive,  and  we  have 
reason  to  believe  that  there  were  150  symphysiotomies  performed  in 
the  eighty-two  years.  Of  this  number  we  have  the  full  results  in  114, 
under  which  seventy-four  women  and  forty-one  children  were  saved. 
This  gives  a  mortality  of  34.75  percent,  for  the  women,  or  a  fraction 
over  one  third,  and  6^5/s  per  cent,  for  the  children,  or  nearly  two  out 
of  three.  It  will  very  readily  be  seen  why  the  operation  was  for  a 
time  abandoned. 

After  the  revival  of  the  operation  in  Naples  under  Professor  Mori- 
sani,  and  its  much  better  management  by  him  and  Professor  Novi  in 
1866,  the  mortality  was  reduced  to  20  per  cent,  of  the  women  (ten  out 
of  the  first  fifty)  and  18  per  cent,  of  the  children.  Not  being  satisfied 
with  this  percentage  of  recovery,  these  two  operators  in  1886  began  a 
new  era  of  success  by  a  more  rigid  technique  and  adherence  to  the  sub- 
osseous  method  of  section,  aided  by  strict  antiseptic  precautions ; 
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and  they,  with  their  followers,  have  shown  that  fifty  women  could  be 
operated  upon  so  as  to  save  forty-eight  of  them  and  forty-four  chil- 
dren— a  mortality  of  4  per  cent,  of  the  women  and  12  per  cent,  of  the 
children.  Of  the  six  children  lost  out  of  the  fifty,  one  was  premature, 
and  died  ;  a  second  died  in  twelve  hours  ;  a  third  died  from  pro- 
lapsed cord ;  a  fourth  was  stillborn  after  a  labor  of  eighty-four 
hours  ;  a  fifth  lived  one  day  ;  and  the  sixth  was  stillborn.  The  two 
women  that  died  had  been  very  long  in  labor,  one  of  them  ninety- 
six  hours.  x\fter  such  a  measure  of  success  it  is  folly  to  decry  the 
operation  or  to  claim  any  longer  that  it  is  not  founded  upon  a  rational 
basis.  We  may  not  be  able  to  equal  it,  but  the  facts  stand,  and  we 
ought  to  endeavor  to  save  as  large  a  proportion  of  women  and  chil- 
dren under  it  as  may  be  possible. 

In  view  of  these  facts,  it  is  not  to  be  wondered  at  that  the  opera- 
tion is  no  longer  confined  to  Italy,  but  that  it  made  an  exit  in  Febru- 
ary, 1892,  and  has  since  that  time  spread  over  Europe,  and  been 
welcomed  in  North  and  South  America.  In  1891  there  were  twelve 
operations,  all  in  Naples,  and  in  1892,  so  far  as  I  have  ascertained, 
there  were  eighty-three  in  Europe  and  America,  only  eight  of  which 
belonged  to  Italy.  The  operation  is  now  under  test  in  twelve  coun- 
tries, and  will  probably  be  performed  as  many  as  200  times  during 
the  current  year,  to  judge  from  its  great  increase  up  to  July  last.  It 
will  no  doubt  require  a  probation  of  several  years  before  we  can  form 
a  fair  estimate  of  the  real  dangers  of  the  operation  and  its  proper 
measure  of  fatality.  With  many  trying  it  for  the  first  time  who  had 
never  witnessed  its  performance,  we  should  be  encouraged  by  the 
fact  that  but  nine  cases  proved  fatal  out  of  the  eighty-three  operated 
upon  in  1892.  The  possibility  of  success  is  best  shown  by  the  facts 
that  Professor  Adolphe  Pinard,  of  Paris,  did  not  meet  with  a  death 
until  it  followed  as  a  result  of  his  twentieth  operation,  and  that  in 
the  United  States  there  has  been  but  one  woman  lost  out  of  the  last 
fifteen  up  to  November  20,  1893,  although  delivered  under  twelve 
operators,  ten  of  whom  operated  for  the  first  time. 

Much  better  progress  has  been  made,  out  of  Italy,  in  saving  the 
lives  of  the  women  than  of  the  children  ;  and  it  is  in  the  latter  respect 
that  time,  experience,  and  knowledge  will  eventually  demonstrate 
their  value.  Two  lives  are  at  stake  in  the  delivery,  and  if  both  are 
not  saved  there  should  be  good  and  valid  reasons  for  the  failure. 
Italy  has  reduced  her  fcetal  mortality  to  12  per  cent.,  and  this  meas- 
ure should  be  aimed  at  in  other  countries.  Of  the  eighty-three  chil- 
dren delivered  in  1892,  ten  were  stillborn,  two  were  destroyed  by 
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cranioclasm,  and  ten  died  within  three  days  after  delivery,  leaving 
sixty-one  recorded  as  saved,  or  73.75  per  cent.  To  save  the  foetus 
the  woman  should  be  operated  upon  early  ;  the  size  of  her  pelvis 
should  be  accurately  ascertained.  The  true  conjugate  should  not 
measure  less  than  2.75  inches  ;  the  child  should  be  very  carefully, 
and  not  hurriedly,  delivered  by  the  forceps  applied  to  the  sides  of  its 
head,  and  if  asphyxiated  it  should  be  carefully  treated  for  its  restora- 
tion. 

Very  few  as  yet  know,  for  the  details  of  the  case  are  only  now  in 
press,  that  the  first  symphysiotomy  of  the  United  States  was  the  third 
operation  of  its  class  which  was  performed  after  the  method  ceased  to 
be  confined  to  Italy,  Professor  Pinard,  of  Paris,  having  had  the  first 
and  second.  The  operator,  Dr.  William  Thomas  Coggin,  now  of 
Athens,  Georgia,  was  in  Heidelberg  in  1890,  and  there  learned  all 
about  the  symphysiotomies  of  Naples  from  an  Italian  medical  student. 
He  lived  at  that  time  in  northeastern  Alabama,  and  there,  in  Wills' 
Valley,  he  performed  his  operation,  on  March  12,  1892,  upon  the  wife 
of  a  miner,  a  primipara  of  twenty-three,  five  feet  seven  inches  high, 
having  a  contracted  pelvis  and  a  very  large  foetus.  After  a  labor  of 
four  hours,  and  two  failures  to  deliver  with  forceps  of  different  forms, 
Dr.  Coggin,  then  a  ten-years'  graduate,  opened  the  symphysis  and 
delivered  under  the  forceps  a  male  foetus  weighing  11.75  pounds,  and 
having  a  very  large  head.  The  pubic  bones  separated  2.75  inches  ; 
the  sacro-iliac  synchondroses  were  uninjured,  and  the  soft  parts  like- 
wise. The  woman  made  an  excellent  recovery,  and  she  and  her  boy 
are  now  alive  and  well,  the  latter  being  a  strong  baby  twenty-one 
months  old. 

This  was  the  first  of  thirty-one  operations  in  the  United  States, 
and  the  foetus  was  the  heaviest  of  the  thirty-one,  the  nearest  weighing 
10  pounds.  Of  these  children  twenty-one  were  males.  Twenty-eight 
were  carefully  weighed,  and  gave  an  average  of  7.75  pounds  each. 
Eighteen  of  the  thirty-one  women  were  primipara;. 

The  time  in  labor  may  be  given  as  follows :  Labors  induced,  2  ; 
six  hours  or  under,  2  ;  seven  to  twelve  hours,  5  ;  thirteen  to  eighteen 
hours,  4  ;  nineteen  to  twenty-four  hours,  7  ;  twenty-five  to  thirty-five 
hours,  1  ;  thirty-seven  to  forty-eight  hours,  5  ;  forty-nine  to  sixty 
hours,  2  ;  sixty-one  to  seventy-two  hours,  2  ;  and  four  days,  1  =31. 
This  record  shows  that  promptness  in  action  has  very  rarely  been  a 
virtue  in  the  operations  of  the  United  States,  as  twenty-two  of  the 
thirty-one  women  were  allowed  to  be  in  labor  more  than  half  a  day, 
and  one  half  of  these  (eleven)  over  a  whole  day. 


6oo 


Transactions  of  Societies. 


The  minimum  conjugate  measurement  given  by  Morisani,  of 
Naples,  is  67  mm.  ;  we  give  it  for  this  country  at  70  mm.,  because  of 
a  greater  average  weight  in  the  fcetus. 

The  fatal  cases  in  the  United  States  have  been  four,  and  were  in 
order  Nos.  10,  14,  16,  and  26.  No.  to  was  in  labor  twenty-five  hours, 
taken  to  hospital  with  pulse  of  150,  died  in  twelve  hours.  No.  14  in 
labor  sixteen  hours,  died  of  septic  peritonitis  in  twelve  days,  and  be- 
lieved to  have  been  infected  prior  to  the  operation.  No.  16  in  labor 
twenty  hours,  taken  to  Maternity  in  emergency,  on  a  cold  rainy  day, 
had  been  drinking  whisky  ;  died  of  double  pneumonia,  attributed  to 
exposure.  No.  26  in  labor  three  days  before  going  to  Maternity  ; 
died  on  the  eleventh  day  from  sepsis,  originating  in  the  subosseous 
wound. 

It  will  not  be  wondered  at  that  there  were  nine  fcetal  deaths.  No. 
1,  labor  lasted  twenty-two  hours,  death  in  twenty-four  hours,  after 
long  head  pressure  at  inferior  strait.  No.  5,  labor  twenty-four  hours, 
death  on  third  day  from  meningeal  haemorrhage.  No.  10,  labor 
twenty-five  hours,  death  in  seventeen  hours,  from  injuries  prior  to  ad- 
mission to  hospital.  No.  14,  labor  sixteen  hours,  child  stillborn.  No. 
17,  labor  fifty  hours,  child  stillborn.  No.  20,  labor  forty-eight  hours, 
child  stillborn.  No.  22,  labor  twenty-one  hours,  death  of  child  soon 
after  delivery.  No.  29,  labor  induced,  c.  v.  67  mm.,  death  of  child 
from  injuries  in  delivery  by  the  feet.  No.  31,  labor  four  days,  child 
stillborn.    Early  operations  should  have  saved  nearly  all  but  Case  29. 

Dr.  Lewers  said  that  Dr.  Harris,  in  sending  him  the  paper  which 
had  just  been  read,  had  inquired  what  stopped  the  progress  of  sym- 
physiotomy in  England.  It  certainly  seemed  strange  that  so  many 
cases  should  be  reported  from  Italy,  France,  and  America,  and  that 
nevertheless,  so  far  as  he  knew,  his  own  case,  performed  on  Febru- 
ary 12,  1893,  was  the  only  case  that  had  been  published  as  having 
occurred  in  England  since  the  revival  of  the  operation.  Dr.  Harris 
had  dealt  with  the  subject  from  the  historical  point  of  view,  and  had 
divided  it  into  two  periods.  The  first,  from  1777  to  1858,  during 
which  there  were  150  symphysiotomies,  and  the  second  from  1866  to 
the  present  time.  It  was  a  significant  fact  that  the  last  ten  operations 
of  those  performed  in  the  first  period  showed  a  maternal  and  fcetal 
mortality  of  exactly  50  per  cent.  If  one  looked  into  the  details  of  the 
cases  belonging  to  the  first  period  (which  were  given  in  a  previous 
paper  of  Dr.  Harris's),  it  was  evident  that  some  of  the  mortality  was 
to  be  attributed  to  the  operation  having  been  performed  in  cases  of 
extreme  pelvic  contraction  with  the  object  of  making  symphysiotomy 
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a  substitute  for  Cesarean  section.  Much  of  the  mortality  also  was 
no  doubt  due  to  the  want  of  observance  of  antiseptic  methods.  It 
was  well  known  that  till  recently  the  operation  was  condemned  by 
writers  on  midwifery  on  the  ground  that  it  did  not  usefully  increase 
the  space  available  for  the  passage  of  the  foetus,  and  this  view  was 
supported  by  experiments  in  the  post-mortem  room.  It  had,  how- 
ever, since  been  found  that  when  similar  experiments  were  made  on 
the  bodies  of  women  dying  either  in  labor,  or  a  few  days  after,  divi- 
sion of  the  symphysis  did  increase  the  space  very  considerably — the 
gain  in  the  conjugate  being  somewhere  about  three  quarters  of  an 
inch.  Dr.  Lewers  believed  that  the  conditions  essential  to  success  in 
performing  symphysiotomy  were  first  that  it  should  only  be  done  in 
slight  degrees  of  pelvic  contraction  where  the  pelvis  was  just  too 
small  to  allow  the  passage  of  the  foetus.  It  would  be  seen  that  this 
practically  meant  that  symphysiotomy  was  an  emergency  operation, 
the  special  indication  being  failure  to  deliver  with  the  forceps  in  a 
case  when  the  pelvis  was  only  slightly  contracted.  The  second  point 
necessary  for  success  was  a  strict  observance  of  antiseptic  principles. 
The  present  mortality  of  symphysiotomy  appeared  to  be  about  7  per 
cent. 

Dr.  Peter  Horrocks  said  that  practically  the  question  was,  given 
a  case  where  the  child  was  alive,  but  where  it  was  impossible  to  de- 
liver it  alive,  which  of  the  three  measures — craniotomy,  Csesarean  sec- 
tion, or  symphysiotomy — should  be  adopted  ?  He  considered  that  it 
was  very  unfair  to  compare  the  very  best  and  lowest  mortality  in  sym- 
physiotomy and  Caesarean  section,  carried  out  with  all  modern  clean- 
liness and  antiseptic  and  aseptic  precautions,  with  the  mortality  of 
craniotomy  in  the  past  without  such  precautions.  Indeed,  he  looked 
upon  the  mortality  of  craniotomy  carried  out  skillfully  and  with  mod- 
ern asepsis  to  be  nil  so  far  as  the  mother  was  concerned.  Again,  he 
believed  that  the  maternal  mortality  of  Csesarean  section  was  less  than 
that  of  symphysiotomy,  and  certainly  more  of  the  children  were 
saved.  Hence  on  this  ground  he  considered  Caesarean  section  was 
preferable  to  symphysiotomy.  But  there  was  another  point  to  be  con- 
sidered besides  the  mortality,  and  that  was  the  after-effects.  In  Cse- 
sarean section  there  was  a  risk  of  ventral  hernia,  as  after  all  abdomi- 
nal sections.  This  might  be  lessened  by  more  careful  suturing.  Then 
the  patient  might  become  pregnant  again,  and  unless  a  miscarriage 
was  induced,  the  uterus  might  rupture  along  the  line  of  incision.  He 
mentioned  such  a  case  in  which  sterility  had  been  effected,  so  it  was 
thought,  by  ligature  of  both  Fallopian  tubes.  But  two  or  three  years 
39 
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later  the  patient  conceived,  the  uterus  burst,  and  the  child  and  a 
portion  of  the  placenta  escaped  into  the  abdominal  cavity  ;  laparot- 
omy was  performed,  and  the  uterus  was  removed  along  with  the 
child,  placenta,  and  the  uterine  appendages.  The  specimen  was  now 
in  the  Guy's  Hospital  Museum,  and  it  was  interesting  to  note  that 
one  tube  had  been  cut  right  through  by  the  ligature,  which  lay  half- 
way between  the  cut  ends  of  the  tube,  glued  to  the  parts  by  a  little 
adhesive  lymph.  The  cut  ends  of  the  tube  were  half  an  inch  apart, 
and  appeared  to  be  quite  sealed.  The  other  tube  had  been  ligatured, 
but  the  ligature  looked  as  if  it  had  been  only  just  put  on,  and  it  was 
thought  very  likely  that  the  lumen  had  not  been  sufficiently  occluded 
to  prevent  an  ovum  passing  down  to  the  uterus.  He  mentioned  an- 
other case  of  Caesarean  section  where  the  tubes  were  tied  and  where 
the  patient  subsequently  conceived  ;  a  miscarriage  was  induced,  and 
she  got  all  right.  Of  course,  by  adopting  severer  measures,  such  as 
removing  a  piece  of  the  tube  or  even  the  ovaries,  it  might  be  possible 
to  avoid  this  risk  of  future  pregnancies.  His  own  experience  of  sym- 
physiotomy consisted  in  witnessing  one  case.  His  colleague,  Dr. 
Galabin,  operated.  He  confessed  that  he  was  greatly  astonished  to 
see  the  wide  divergence  of  the  cut  surfaces  of  the  symphysis.  In  one 
of  Dr.  Harris'  cases  he  noticed  that  the  distance  was  two  and  three 
quarter  inches,  and  he  should  think  it  was  quite  as  much  as  that  in 
the  case  he  saw  himself.  What  the  condition  of  the  sacro-iliac  joints 
and  ligaments  was  at  the  time  he  could  only  surmise.  The  pubes 
were  brought  together  by  means  of  a  wire  suture  ;  but  although  both 
mother  and  child  survived,  the  mother  has  never  been  able  to  do  any 
work  since,  and  was,  he  had  heard,  at  the  present  time  in  an  infir- 
mary, lying  on  her  back  most  of  the  time.  He  wanted  to  know, 
therefore,  whether  this  unfortunate  sequela  was  at  all  common  after 
symphysiotomy,  and  whether  it  could  be  avoided  in  any  way.  One 
would  expect  that  if  the  integrity  of  the  bony  arch  of  the  pelvis  were 
interfered  with  to  such  a  degree  as  was  implied  by  cutting  through 
the  symphysis  pubis,  there  would  be  more  or  less  impairment  to  the 
power  of  standing,  walking,  and  working.  In  Dr.  Lewers'  case  shown 
before  this  Society,  the  patient,  although  able  to  walk,  was  not  able  to 
do  her  work  as  well  as  before  the  operation.  On  these  grounds,  there- 
fore, he  should  recommend  a  patient  under  the  conditions  named  to 
have  craniotomy  performed,  or  if  she  was  desirous  of  having  a  living 
child,  and  was  willing  to  take  the  extra  risk,  then  he  should  recom- 
mend Caesarean  section  in  preference  to  symphysiotomy. 

Dr.  Griffith  said  the  question  Dr.  Lewers  had  felt  himself  un- 
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able  to  answer  appeared  to  him  (Dr.  Griffith)  to  present  no  great  dif- 
ficulty. Why  was  symphysiotomy  not  more  frequently  performed  in 
England  ?  Because  the  operation  was  a  very  serious  one  for  the  pa- 
tient, and  those  who  advocated  it  most  strongly  had  not  succeeded  in 
convincing  them  of  the  superiority  of  this  grave  operation  over  other 
methods  of  treatment  involving  far  less  danger  to  the  mothers  ;  in- 
deed, the  extreme  views  of  some  who  discarded  the  induction  of 
premature  labor  and  even  the  forceps  for  symphysiotomy  must  pro- 
duce a  feeling  against  the  legitimate  but  clearly  limited  use  of  the 
operation.  Since  the  resuscitation  of  the  operation  Dr.  Griffith  had 
been  prepared  to  perform  it  in  a  suitable  case,  but  though  he  had 
charge  of  about  three  thousand  cases  yearly  at  St.  Bartholomew's  and 
at  Queen  Charlotte's  Hospitals,  he  had  had  no  case  in  which  the 
necessary  conditions  were  present — namely,  the  patient  in  labor,  a 
moderate  degree  of  contraction  (the  conjugate  about  three  inches), 
the  foetus  alive,  and  delivery  having  failed  to  be  effected  with  the 
forceps  properly  applied.  From  his  knowledge  of  the  records  of  the 
operation,  which  a«  yet  only  gave  the  immediate  results,  he  (Dr. 
Griffith)  believed  the  risks  of  Csesarean  section  by  a  competent  opera- 
tor were  to  be  preferred  to  those  of  symphysiotomy.  He  very  much 
hoped  that  Dr.  Horrocks  would  examine  and  report  to  the  Society 
the  specimen  to  which  he  had  referred,  in  which,  after  ligature  of  the 
oviducts  during  Ceesarean  section,  intra-uterine  pregnancy  had  fol- 
lowed. 

Dr.  Leith  Napier  agreed  with  Drs.  Horrocks  and  Griffith  in  the 
general  tenor  of  their  remarks.  He  was  at  loss  to  understand  some 
of  the  arguments  advanced  by  Dr.  Lewers  and  Dr.  Harris.  With  a 
pelvic  conjugate  of  three  inches  it  was  often  possible  to  deliver  by 
forceps  ;  and  in  some  cases,  by  performing  version  and  bringing  the 
small  bimastoid  end  of  the  cephalic  wedge  first  into  the  pelvis,  de- 
livery might  be  effected  when  the  forceps  failed.  It  had  been  postu- 
lated that  the  minimum  conjugate  measurement  for  symphysiotomy 
was  2.75  inches.  Between  this  and  natural  or  instrumental  delivery 
was  symphysiotomy  preferable  to  Csesarean  section?  In  determining 
delivery  by  forceps  we  might  require  not  only  art  but  considerable 
vis  a  fronte;  strength  as  well  as  skill  was  frequently  demanded.  It 
had  been  advanced  that  an  increased  diameter  of  2.75  inches  could  be 
gained  by  division  of  the  symphysis.  He  accepted  the  fact  as  ad- 
duced by  Dr.  Horrocks,  but  thought  it  could  only  be  explained  by  a 
total  division  of  the  ligaments.  Usually,  separation  of  the  symphysis 
would  only  allow  of  from  0.7  inch  to  1  inch  of  increased  diameter  ; 
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but  if  the  ligament  were  divided  they  might  have  a  cleft  of  1.5  inch 
to  2.25  inches.  Continental  experience,  with  the  exception  of  Pinard's, 
was  hardly  in  accord  with  unreserved  acceptance  of  the  operation. 
Except  Zweifel,  who  admitted  that  fever  followed  most  of  his  cases, 
no  prominent  German  had  indorsed  Pinard's  views.  At  any  rate  it 
was  clear  that  up  to  the  present  the  operation  was  not  one  to  be  em- 
ployed in  general  practice.  Such  excellent  results  had  been  obtained 
recently  from  Cesarean  section  that  the  call  for  symphysiotomy  was 
not  great.  In  the  Royal  Maternity  Charity  of  London,  with  an  an- 
nual number  of  about  four  thousand  deliveries,  no  case  had  required 
either  of  these  proceedings  since  he  had  been  on  the  staff.  One  had 
to  estimate  the  after-condition  of  the  patient  as  well  as  the  immediate 
success,  and  so  far  experience  had  shown  this  to  be  better  in  Caesarean 
sections  than  in  cases  subjected  to  division  of  the  symphysis. 

The  President  thought  that  obstetrical  science  was  much  in- 
debted to  Dr.  Harris  for  his  laborious  compilation,  and  to  those  gen- 
tlemen who  had  the  boldness  to  practice  new  methods  of  delivery, 
and  the  candor  to  put  the  results  before  the  profession.  He  observed 
that  the  present  mortality  of  symphysiotomy,  as  shown  by  Dr.  Harris' 
collection  of  American  cases  and  the  statistics  of  French  operators, 
was  about  ten  per  cent.  Now  Caesarean  section,  in  cases  of  pelvic  con- 
traction which  was  recognized  during  pregnancy,  so  that  the  operation 
was  done  at  a  selected  time,  with  every  needful  preparation,  and  before 
the  patient  had  had  time  to  suffer  from  the  effects  of  labor,  was  not 
attended  with  a  higher  mortality  than  this.  The  collectively  high  mor- 
tality of  Caesarean  section  was  due  to  its  being  so  often  performed  on 
patients  already  exhausted  by  protracted  labor,  injured,  and  infected 
with  septic  poison.  Caesarean  section  could  be  followed  by  steriliza- 
tion of  the  patient.  The  best  way  of  doing  this  had  not  yet  been  es- 
tablished ;  but  by  removal  of  the  ovaries  the  patient  could  be  un- 
doubtedly saved  from  the  risk  of  future  pregnancies.  If  Caesarean 
section  were  successfully  performed,  they  knew  of  no  ulterior  ill- 
effects  from  it.  Symphysiotomy  did  not  sterilize  the  patient.  If  ac- 
cepted as  the  proper  method  of  delivery  in  certain  cases,  it  might  be 
required  in  a  case  of  the  kind  many  times.  No  information  what- 
ever was  before  the  profession  showing  whether  the  pubic  symphysis 
could  be  repeatedly  divided  in  the  same  patient  in  labor  after  labor, 
with  good  union  following  each  time.  The  statistics  at  present  be- 
fore the  profession  were  altogether  silent  as  to  the  after-histories. 
The  patients  recovered,  and  left  the  hospital  able  to  stand  and  walk  ; 
and  that  was  all  they  knew  of  them.    Whether  they  were  able  to  lift 
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as  much  as  before,  to  stand  or  walk  as  long  as  they  previously  could, 
they  were  not  told.  In  the  single  case  previously  reported  to  the  So- 
ciety, although  the  patient  could  walk,  yet  her  power  of  doing  her 
household  work  was  diminished.  In  another  case  reported,  the 
springing  asunder  of  the  bones  after  division  of  the  symphysis  caused 
a  laceration  of  the  urethra.  The  frequency  of  accidents  of  this  kind 
must  be  taken  into  account  as  well  as  the  mortality.  He  was  at  pres- 
ent inclined  to  think  that  Caesarean  section  was  preferable  to  sym- 
physiotomy. 

ON  THE  RELATION  OF  HEART  DISEASE  TO 
MENSTRUATION. 

By  William  J.  Gow,  M.  D.,  M.  R.  C.  P., 

Physician-Accoucheur  in  Charge  of  Out-patients,  St.  Mary's  Hospital. 

Received  January  4,  1894. 
Abstract. 

Particulars  with  regard  to  menstruation  are  given  of  fifty  cases. 
In  twenty-eight  the  menstrual  flow  was  unaltered.  In  seventeen  the 
flow  was  absent  or  scantier  than  before.  In  five  the  flow  was  either 
more  profuse  or  recurred  more  frequently  than  before.  In  no  case 
was  there  good  evidence  that  heart  disease  gave  rise  to  severe  menor- 
rhagia.  It  would  seem  that  either  amenorrhoea  or  scanty  menstru- 
ation was  a  far  more  common  accompaniment  of  heart  disease  than 
menorrhagia. 

A  further  analysis  of  these  cases  seems  to  point  to  the  fact  that 
heart  disease  leads  to  relative  sterility,  and  also  that  it  greatly  in- 
creases the  tendency  to  premature  expulsion  of  the  ovum. 

In  conclusion,  it  is  pointed  out  that  a  large  number  of  women 
suffering  from  valvular  disease  of  the  heart  pass  safely  through  the 
period  of  pregnancy  and  labor. 

For  convenience,  these  cases  may  be  further  analyzed  as  follows  : 

(1)  Mitral  stenosis  (twenty-two  cases)  : 

In  nine  cases  menstruation  regular,  and  amount  lost  un- 
altered. 

In  five  cases  menstruation  regular  but  more  scanty. 
In  four  cases  there  was  amenorrhoea. 

In  four  cases  menstruation  was  either  more  frequent  or 
more  profuse. 
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(2)  Mitral  incompetence  (fifteen  cases)  : 

In  ten  cases  menstruation  unaltered. 
In  four  cases  menstruation  more  scanty. 
In  one  case  amenorrhcea. 

(3)  Mitral  stenosis  and  incompetence  (seven  cases) : 

In  four  cases  menstruation  unaltered. 

In  one  case  menstruation  more  scanty. 

In  one  case  amenorrhcea. 

In  one  case  slightly  increased  menstrual  loss. 

(4)  Aortic  incompetence  and  obstruction  (two  cases)  : 

In  both  cases  menstruation  unaltered. 

(5)  Aortic  and  mitral  incompetence  (three  cases)  : 

In  all  cases  menstruation  unaltered. 

(6)  Aortic  incompetence  and  obstruction  and  mitral  incompetence  (one 
case) : 

Menstrual  loss  more  scanty  than  before. 
The  chief  object  of  this  paper  is  to  answer  two  questions  : 

1.  Does  organic  heart  disease  modify  the  menstrual  process  ? 

2.  If  there  is  any  such  modification,  what  is  the  nature  of  it? 

In  collecting  cases  for  this  purpose  some  other  collateral  facts, 
such  as  fertility  and  the  liability  to  abortion  or  miscarriage,  have  been 
inquired  into,  and  some  reference  will  be  made  to  these  points  at  the 
end  of  the  paper. 

For  some  time  past  I  have  taken  notes  of  all  cases  of  well-marked 
valvular  disease  in  adult  women  which  have  come  under  my  notice, 
and  the  number  collected  amounts  in  all  to  fifty.  Only  one  out  of  all 
these  fifty  cases  had  found  her  way  into  the  Special  Department  for 
Diseases  of  Women  (Case  44),  all  the  others  being  drawn  from  among 
either  the  promiscuous  crowd  of  out-patients  presenting  themselves  at 
the  doors  of  a  large  general  hospital,  or  from  the  medical  out-patient 
rooms  or  wards.  It  was  for  symptoms  of  an  imperfectly  compensated 
valve  lesion  that  they  came  for  help,  and  I  believe  that  from  such 
cases  as  these  far  more  trustworthy  conclusions  can  be  drawn  than  if 
an  attempt  be  made  to  estimate  the  relation  of  heart  disease  and  men- 
struation from  cases  presenting  themselves  in  any  special  department 
for  the  treatment  of  uterine  disease. 

I  may  add  that  I  approached  the  subject  without  bias,  and  pos- 
sessed only  of  a  general  impression  that  heart  disease  frequently 
caused  menorrhagia. 

In  the  following  table  the  main  points  of  each  case  are  given 
(Table  I). 
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Symptoms. 

Shortness  of 
breath  for 
i -J  year. 
Shortness  of 
breath  ; 
cyanosis. 

Shortness  of 
breath  ;  slight 
oedema  of 
feet. 
Pulse  irregu- 
lar; shortness 
of  breath. 

Shortness  of 
breath  since 
confinement. 

Shortness  of 

breath  ; 
haemoptysis. 

Shortness  of 
breath  ;  slight 
cyanosis. 

Shortness  of 
brealh  ; 
anaemia. 

Form  of 

heart 
disease. 

Mitral 
stenosis. 

Do. 
Do. 
Do. 

Do. 
Do. 
Do. 

Do. 

Rheumatic  fever. 

No. 

2  attacks ; 
ist  12  years  ago, 
2d  io  years  ago. 

i  attack 
3  months  after 
marriage. 

I  attack 
14^  years  ago. 

No. 

1  attack  2  years 
ago. 

No  definite 
attack. 

r  attack  1  year 
ago. 

Number  of 
children  and 
miscarriages. 

None. 

4  children  ; 
last  15  years 
ago  ;  no  mis- 
carriages. 
No  children  ; 
no  miscar- 
riages. 

3  children  ; 
last  5  years 
ago  ;  2  mis- 
carriages. 

4  children  ; 
last  2  months 
ago  ;  no  mis- 
carriages. 

2  miscarriages 
at  6|  months ; 
last  2  months 
ago. 
None. 

None. 

Civil  state. 

Married 

11  years. 

Married 
20  years. 

Married 

12  years. 

Married 
12*>rs. 

Married 
6  years. 

Married 
3  years. 

Single. 
Single. 

Age. 

coOwn                  &i             tft             M  00 

en's-                   CI                   *t                        N                    N                    M  M 

Name. 

A.  L. 
M.  S. 

E.  B. 
J-  J- 

E.  S. 
E.  O. 
A.  B. 

A.  T. 

d 
55 

►H                         M                         M                                |4                        M                         H  HH 
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Symptoms. 

Shortness  of 
breatli. 

Shortness  of 
breath ;  tachy- 
cardia at 
times  ;  pulse- 
rate  at  these 
times  260  per 

minute. 
Shortness  of 
breath. 

Do. 
Do. 

Shortness  of 

breath  for 
6  years. 

Shortness  of 
breath  for 
3  years. 

c  u  y 

!  H 

OJ3.3 
fa.  -a 

Mitral 
incompe- 
tence. 

Do. 

Do. 

Do. 

Do. 
Do. 

Do. 

Rheumatic  fever. 

2  attacks. 

1  attack  2| 
years  ago. 

1  attack  13 
years  ago. 

1  attack  1  year 
ago. 

1  attack  22 
years  ago. 

3  attacks  ;  ist 
6  years  ago,  2d 

5  years  ago,  3d 
4  years  ago. 

6  attacks  ;  ist 
1 1  years  ago, 

6th  3  years  ago. 

Sea, 
-5  S  t 

z'-i'l 

3  children, 
last  14  mos. 
ago  ;  no  mis- 
carriages. 
1  child  ;  no 
miscarriages. 

None. 

3  children, 
last  13  years 
ago. 

No  children  ; 
no  miscar- 
riages. 
1  child  18 
months  ago  ; 
1  miscarriage 
6  months  ago. 
None. 

Civil  state. 

Married 
7  years. 

Married. 

Single. 

Married. 

M  arried 
1  A  year. 

Married 
2^  years. 

Single. 

Age. 

go             0                         co                           rs.         w  m 

N                    M                                     CO                   CO                                   O  N 

Name. 

G.  B. 

H.  D. 

E.  R. 

M.  W. 

M.  R. 
M.  B. 

G.  A. 

d           ^.              yrt                         \0                             co          O  O 
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It  will  be  observed  from  this  tabular  statement  that  in  five  cases 
out  of  the  total  of  fifty  the  menstrual  loss  was  either  more  frequent  or 
more  profuse  than  before  (Table  I,  Cases  4,  15,  18,  22,  43).  In  none 
of  these  cases,  however,  was  the  loss  profuse  enough  to  lead  the  pa- 
tient to  make  any  complaint  of  the  condition  at  the  time  she  came 
under  observation. 

In  Case  4  menstruation  was  regular  until  two  months  before  she 
was  first  seen  by  me,  but  for  the  last  two  months  she  has  had  a  loss  of 
blood  recurring  every  fortnight,  but  the  amount  lost  is  only  moderate 
in  quantity.  This  patient  had  had  two  attacks  of  rheumatic  fever, 
the  first  twenty-three  years  ago,  and  the  second  eighteen  years  ago, 
and,  moreover,  she  had  suffered  from  shortness  of  breath  for  the  last 
eight  years.  It  is  quite  clear,  therefore,  that  the  mitral  stenosis  from 
which  she  was  suffering  must  have  existed  for  a  long  time  without  in 
any  way  affecting  the  regularity  or  amount  of  the  menstrual  loss. 

In  Case  15  the  flow  lasts  three  days  and  is  not  excessive,  but  the 
patient  thinks  that  during  the  last  year  the  amount  lost  is  slightly 
greater  than  it  was  previous  to  that  time. 

In  Case  18  the  periods  have  recurred  at  intervals  varying  from  two 
to  six  weeks  since  her  confinement  five  years  ago.  The  amount  lost 
has  also  been  more  profuse  during  these  five  years  than  it  was  before. 
The  flow  generally  lasts  ten  days,  but  is  only  profuse  during  the  first 
two.  She  says  that  she  has  attended  as  an  out-patient  at  one  of  the 
Metropolitan  hospitals,  for  uterine  disease.  Inasmuch  as  her  symp- 
toms dated  from  her  last  confinement,  it  is  at  least  possible  that  the 
increased  menstrual  loss  depended  on  troubles  arising  during  the 
puerperal  period,  and  were  not  directly  due  to  the  mitral  stenosis 
from  which  she  suffered. 

In  Case  22  the  patient  also  dates  the  increased  quantity  lost  at 
the  monthly  period  from  her  confinement  four  years  before.  The  in- 
terval, however,  which  before  this  confinement  was  four  weeks,  now 
varies  between  five  and  six. 

In  Case  43  the  menstrual  flow  is  regular  every  four  weeks,  lasting 
four  to  five  days,  but  she  thinks  she  has  lost  rather  more  at  her  periods 
during  the  last  year  than  she  did  before.  The  amount  lost,  however, 
is  not  excessive. 

The  term  menorrhagia  could  not,  I  think,  fairly  be  applied  to  any 
of  these  five  cases  except  to  Case  22,  who  presumably  was  suffering 
from  some  form  of  uterine  disease. 

In  eleven  cases  the  menstrual  loss  was  more  scanty  than  before, 
and  in  six  cases  there  was  amenorrhcea  which  had  existed  for  a  longer 
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or  shorter  period  of  time.  In  the  two  most  severe  cases  of  cardiac 
disease  contained  in  the  above  table,  amenorrhoea  was  present  in  each 
(Cases  17  and  20).  Both  these  patients  suffered  from  mitral  stenosis 
with  great  cardiac  dilatation,  enlargement  of  the  liver,  and  dropsy, 
and  in  one  of  them  tricuspid  regurgitation  was  present.  It  is  true 
that  in  the  second  of  these  cases  (Case  20),  though  heart  symptoms 
with  dropsy  had  been  prominent  for  many  months,  the  amenorrhoea 
had  only  existed  for  three  months,  and  previous  to  that  time  the  men- 
strual loss  had  been  normal.  Thus  it  would  seem  that  in  advanced 
cases  of  mitral  disease  with  great  cardiac  dilatation  and  general 
dropsy,  menstruation  ceases  after  a  time.  In  the  remaining  twenty- 
eight  cases  the  interval,  duration,  and  amount  of  the  menstrual  loss 
were  unaltered. 

It  will  thus  be  seen  that  out  of  fifty  cases,  in  twenty-eight  men- 
struation was  unaltered ;  in  seventeen  the  flow  was  absent  or  scantier 
than  before  ;  in  five  the  flow  was  more  profuse  or  more  frequent  than 
before. 

In  the  two  cases  where  the  aortic  valves  alone  were  involved  it 
will  be  noticed  that  menstruation  was  unaffected. 

Judging  from  statements  made  in  text-books,  there  appears  to  be 
a  prevailing  opinion  that  mitral  disease  is  a  cause  of  menorrhagia. 
From  the  history  of  the  patients  that  have  come  under  my  observa- 
tion it  will  be  seen  that  amenorrhoea  or  scanty  menstruation  occurs 
much  more  often  than  any  increase  in  the  menstrual  loss  (in  the  pro- 
portion of  17  to  5),  and  among  all  the  fifty  cases  there  was  only  one 
well-marked  case  of  menorrhagia.  I  have  no  doubt  that  cases  do 
occasionally  present  themselves  in  the  out-patient  department  for 
diseases  of  women  suffering  from  menorrhagia  complicated  by  the 
presence  of  organic  mitral  disease,  but  how  far  the  latter  is  the  cause 
of  the  former  is  open  to  some  doubt.  It  must  be  remembered  that 
miscarriages  are  somewhat  frequent  among  patients  suffering  from 
mitral  disease,  and  the  haemorrhage  of  which  the  patients  complain 
may  be  the  result  of  recent  abortion  or  endometritis  following  it,  and 
not  directly  dependent  on  the  heart  lesion.  The  fact  that  in  more 
than  half  the  cases  the  menstruation  was  unaltered  would  certainly 
seem  to  bear  out  this  suggestion. 

Within  the  last  few  months  I  have  seen  two  women,  both  the  sub- 
ject of  heart  disease — one  of  mitral  stenosis  and  one  of  mitral  regur- 
gitation. Both  of  these  women  came  complaining  of  loss  of  blood, 
but  on  examination  it  was  found  that  one  of  them  was  suffering  from 
advanced  carcinoma  of  the  cervix  and  the  other  from  a  large  uterine 
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fibroid,  which  was  subsequently  removed  by  abdominal  hysterectomy. 
Among  the  cases  recorded  in  the  above  table,  in  all  those  who  were 
suffering  from  great  cardiac  dilatation  with  enlargement  of  the  liver 
and  dropsy,  the  menstrual  flow  was  unaltered  or  it  was  absent. 

This  is  a  matter  of  considerable  interest,  because  there  can  be 
little  doubt  that  in  such  cases  there  must  be  passive  congestion  of  the 
pelvic  viscera,  and  we  have  therefore  an  opportunity  of  observing 
what  are  the  symptoms,  if  any,  of  passive  uterine  congestion.  If  we 
take  the  cases  where  cardiac  dilatation  is  most  advanced,  and  conse- 
quently where  passive  congestion  is  most  marked — as,  e.  g.,  Cases  17, 
20,  and  42 — we  see  that  prolonged  passive  uterine  congestion  leads 
to  amenorrhcea,  though  menstruation  may  persist  unaltered  for  some 
time  in  spite  of  the  congestion.  In  Cases  17  and  20  it  is  noted  that 
while  the  menstrual  loss  persisted,  it  was  unaccompanied  by  pain. 
Congestion  of  the  uterus  is  a  phrase  less  often  heard  nowadays  than 
formerly,  but  from  a  consideration  of  such  cases  as  these  there  ap- 
pears to  be  no  reason  to  believe  that  passive  congestion  of  the  uterus, 
per  se,  causes  any  symptoms  at  all  except  perhaps  amenorrhcea.  Al- 
though there  is  a  considerable  amount  of  literature  on  the  subject  of 
the  relation  of  heart  disease  to  pregnancy,  I  have  not  been  able  to 
find  any  bearing  directly  on  the  subject  of  heart  disease  and  men- 
struation. 

In  a  pamphlet  by  Berthiot  entitled  Grossesse  et  Maladies  du  Cceur, 
published  in  1876,  he  relates  a  large  number  of  cases  of  pregnancy 
and  labor  complicated  by  heart  disease,  and  in  seven  of  them  states 
incidentally  the  condition  of  the  menstrual  function  previous  to  preg- 
nancy. 

Of  these  seven,  four  suffered  from  mitral  stenosis  and  incompe- 
tence and  three  from  mitral  incompetence  alone.  In  four  of  these 
cases  the  menstrual  flow  was  said  to  be  regular  and  normal  in  amount, 
while  in  the  three  other  cases  it  was  irregular  and  scanty,  the  interval 
being  more  than  twenty-eight  days.  It  will  be  noted  that  none  of 
them  had  suffered  from  menorrhagia,  which  supports  the  results  ob- 
tained from  my  own  series  of  cases. 

There  is  another  point  which  is  perhaps  worth  noting,  and  that  is 
the  frequency  of  amenorrhcea  during  the  attacks  of  rheumatic  fever. 
In  eight  cases  where  attention  was  paid  to  this  point,  it  was  found 
that  in  seven  of  them  menstruation  ceased  during  the  rheumatic 
attack,  but  in  one  it  continued  to  recur  regularly,  although  the  joint 
pains  lasted  for  five  months. 

By  a  consideration  of  these  cases  we  may,  I  think,  also  learn 
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something  concerning  the  bearing  of  heart  disease  upon  fertility  and 
the  liability  to  abortion.  I  am  fully  aware  that  the  histories  of  these 
cases  do  not  allow  of  very  accurate  statements  being  made  on  this 
point,  and  that  great  caution  is  necessary  in  drawing  conclusions. 
The  great  difficulty  lies  in  the  fact  that  it  is  almost  impossible  to  be 
absolutely  certain  when  the  valves  were  first  attacked,  and  therefore 
whether  at  the  time  of  marriage  heart  disease  was  or  was  not  present. 

To  eliminate  as  far  as  possible  this  source  of  error,  I  have  selected 
twelve  cases  from  Table  I  of  married  women  who  have  had  rheumatic 
fever  on  one  or  more  occasions  either  before  or  immediately  after 
marriage,  and  who,  moreover,  have  had  no  attacks  since.  In  these 
cases  I  think  we  may  fairly  assume  that  the  valve  lesion  dated  from 
the  attack  of  rheumatic  fever,  and  that  therefore  all  such  patients 
may,  after  this  date,  be  considered  to  be  suffering  from  valvular  dis- 
ease. The  number  of  cases  is  unfortunately  too  small  to  make  the 
deductions  drawn  from  them  of  much  value,  but  none  of  the  other  of 
the  fifty  cases  fulfilled  the  conditions  laid  down  above  (Table  II). 

All  the  patients  arranged  in  this  table  were  the  subjects  of  mitral 
disease,  and  at  the  time  they  came  under  observation  were  suffering 
from  cardiac  symptoms  due  to  an  imperfectly  compensated  valve  lesion. 

Among  these  twelve  women,  the  total  number  of  children  born 
was  fourteen,  and  the  total  number  of  miscarriages  was  ten. 

Two  of  the  patients  exhibited  absolute  sterility,  and  two  others 
had  miscarriages  but  no  full-time  children.  In  this  country  the  nor- 
mal proportion  of  sterile  to  non-sterile  marriages  appears  to  be  1  in 
io,  so  that  the  fertility  of  women  with  mitral  disease  would  seem  to 
be  slightly  less  than  normal.  It  will  be  noticed,  however,  that  some 
of  the  patients  had  only  been  married  a  comparatively  short  time,  but 
still  the  number  of  pregnancies  is  small,  and  would  suggest  that  mitral 
disease  led  to  some  degree  of  relative  sterility. 

The  number  of  years  of  married  life  among  these  twelve  women 
was  nearly  seventy-four  (73.5),  or  an  average  of  six  and  one  third 
years  each.  The  number  of  pregnancies  was  twenty-four  (fourteen 
children  and  ten  miscarriages),  or  an  average  of  two  each. 

Of  the  ten  women  who  had  been  pregnant,  five  had  had  no  mis- 
carriages, while  the  other  five  had  miscarried  on  one  or  more  occa- 
sions. It  is  stated  by  Galabin  that  the  proportion  of  miscarriages  to 
full-time  deliveries  is  as  1  to  5.  Among  these  twelve  women,  how- 
ever, the  proportion  of  miscarriages  to  full-time  deliveries  is  as  10  to 
14 — that  is  to  say,  among  these  twelve  women  the  proportion  of  mis- 
carriages to  full-time  deliveries  was  3.57  times  greater  than  usual. 
40 
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The  existence  of  mitral  disease  seems,  therefore,  to  greatly  in- 
crease the  tendency  to  premature  expulsion  of  the  ovum. 

Though,  as. is  well  known,  serious  accidents  may  happen  before, 
during,  or  after  delivery  to  women  suffering  from  heart  disease,  in 
these  particular  cases  there  was  no  history  of  any  serious  trouble  ex- 
perienced by  the  patients  either  while  pregnant  or  during  or  after 
labor.  In  only  one  of  the  cases  was  haemoptysis  noted  during  preg- 
nancy. It  is  not  my  purpose,  however,  to  enter  into  any  discussion 
on  this  point,  as  the  histories  elicited  from  the  patients  do  not  furnish 
sufficiently  complete  data  from  which  to  work.  If  they  show  any- 
thing they  show  that  women  who  have  valvular  disease  may  pass 
safely  through  the  period  of  gestation  and  parturition  and  escape  all 
the  well-known  accidents  which  have  been  so  often  described.  Since 
writing  the  above,  1  have  read  a  paper  by  Dr.  Ch.  Vinay,  published  in 
the  Archives  de  tocologie  et  de  gyne'cologie  for  November,  1893,  which 
further  illustrates  the  tolerance  which  many  women  who  are  the  sub- 
jects of  valvular  disease  of  the  heart  exhibit  to  pregnancy  and  deliv- 
ery. During  1891  and  1892  he  auscultated  all  patients  admitted 
into  the  Maternity  Hospital,  1,700  in  number,  and  detected  valvular 
disease  in  twenty-nine  cases.  In  twenty-four  of  these  cases  there  was 
either  mitral  stenosis  or  mitral  incompetence  or  both  combined.  In 
one  case  there  was  aortic  incompetence  and  in  one  case  tricuspid  in- 
competence, while  in  the  remaining  three  cases  there  was  combined 
aortic  and  mitral  incompetence. 

In  only  four  of  these  cases  was  there  any  heart  trouble  during 
pregnancy  or  labor,  and  in  only  one  of  these  cases  was  it  at  all  seri- 
ous. This  was  a  case  of  mitral  stenosis  and  regurgitation,  and  the 
patient  suffered  from  dyspnoea,  cyanosis,  and  oedema  of  the  legs. 
She  was  delivered  of  twins,  the  delivery  being  followed  by  rather  free 
post-partum  haemorrhage.    She,  however,  made  a  good  recovery. 

The  fact  that  the  great  majority  of  women  who  suffer  from  valvu- 
lar disease  of  the  heart  pass  safely  through  the  period  of  pregnancy 
and  labor  is  important,  and  is  apt  to  be  overlooked  unless  systematic 
examination  of  the  heart  be  made  in  all  cases. 

Dr.  John  Phillips  said  the  paper  had  much  interested  him,  ow- 
ing to  his  having  for  some  time  been  engaged  in  attempting  to  ascei- 
tain  the  truth  of  the  assertion  that  women  with  heart  disease  suffered 
from  menorrhagia.  No  reference  was  made  to  the  subject  in  the  lit- 
erature of  the  last  twenty  years,  and  even  the  elaborate  papers  of 
MacDonald,  Porak,  Schlayer,  Vinay,  and  Leyden  upon  heart  disease 
and  pregnancy  only  occasionally  alluded  to  the  menstrual  history  of 
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patients  mentioned  by  those  authors.  He  had  examined  the  hearts 
of  656  women  consecutively,  whose  ages  varied  between  eighteen  and 
forty-four,  in  the  out-patient  room  at  King's  College  Hospital.  In 
this  series  only  sixty-nine  presented  cardiac  murmurs  of  any  kind, 
and  fifty-two  of  these  were  evidently  anaemic,  and  therefore  inadmis- 
sible, leaving  seventeen  cases  of  undoubted  organic  disease.  Of  the 
seventeen,  eleven  applied  during  pregnancy  for  relief  from  symptoms 
due  to  some  compensatory  disturbance,  and  nine  of  these  were  fol- 
lowed up  and  their  menstrual  history  reported  upon.  The  remaining 
six  patients  were  nulliparae,  four  suffering  from  mitral  disease,  and 
two  from  aortic  obstruction.  In  none  of  the  fifteen  cases  was  there  at 
any  menstrual  epoch  sufficient  haemorrhage  to  be  termed  menor- 
rhagia.  In  the  majority  of  them  there  was  a  tendency  to  amenor- 
rhcea,  and  in  the  two  aortic  cases  the  patients  attended  in  conse- 
quence of  amenorrhcea  and  breathlessness.  Cases  in  private  practice 
observed  by  Dr.  Phillips  entirely  supported  the  idea  of  menstruation 
being  rather  diminished  than  increased  in  amount  in  women  with 
cardiac  disease.  He  quite  agreed  with  Dr.  Gow  in  all  his  conclu- 
sions, with  the  exception  that  he  thought  perhaps  a  woman  conceived 
just  as  readily  with  a  damaged  heart  as  with  a  healthy  one.  The 
tendency  to  abortion  in  women  with  cardiac  disease  was  undoubted, 
but  this  scarcely  came  within  the  scope  of  the  paper  under  discussion. 

Dr.  Peter  Horrocks  recognized  the  value  of  the  paper,  but  he 
pointed  out  that  there  was  another  method  of  approaching  the  sub- 
ject,  and  one  which  offered  a  far  better  hope  of  obtaining  accurate 
knowledge,  and  that  was  a  careful  comparison  of  the  menstrual  his- 
tory of  a  patient  with  the  condition  of  her  heart  as  found  post-mortem. 
And  here  he  would  make  an  appeal  to  his  surgical  and  medical  con- 
freres that  they  would  insist  on  a  careful  record  of  a  patient's  men- 
strual history  being  included  in  every  clinical  report  as  a  matter  of 
routine.  It  was  very  disappointing  when  an  interesting  condition  of 
things  was  found  post-mortem  to  discover  in  the  clinical  reports  abso- 
lutely no  mention  of  the  menstrual  history,  or  at  most  a  very  meager 
account.  He  pointed  out  that  nearly  all  the  cases  brought  forward 
by  Dr.  Gow  were  said  to  be  suffering  from  mitral  stenosis  ;  obviously, 
the  first  effect  of  this  would  be  on  the  lungs,  and  this  was  found  to  be 
so,  as  they  suffered  from  shortness  of  breath,  bronchitis,  etc.  Now, 
in  order  that  the  uterus  and  pelvic  viscera  should  be  affected,  it  was 
necessary  for  the  cardiac  lesion  to  produce  not  only  lung  symptoms, 
but  also  symptoms  revealing  tricuspid  incompetence,  such  as  dropsy 
or  oedema.    In  only  six  out  of  the  fifty  cases  was  this  sign  present, 
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namely  in  Nos.  n,  17,  20,  32,  41,  and  49.  Hence  it  might  be  argued 
that  it  was  not  surprising  that  menstruation  had  not  been  profuse. 
But  in  those  six  cases  menstruation  was  either  absent  or  scanty  or  not 
excessive.  Now  the  text-books  taught  that  heart  diseases,  speaking 
broadly,  were  a  cause  of  menorrhagia.  He  believed  that  this  state- 
ment was  founded  upon  reasoning  by  analogy — namely,  that  because 
heart  disease  produced  congestion  of  various  viscera,  therefore  it 
would  cause  congestion  of  the  pelvic  viscera,  and  so  menorrhagia 
would  probably  result.  But  Dr.  Gow's  cases  tended  to  quite  an 
opposite  conclusion,  and  he  believed  Dr.  Gow  was  right.  He  then 
detailed  several  cases  in  which  careful  post-mortem  examinations  had 
revealed  extensive  disease,  including  aortic,  mitral,  and  tricuspid 
valvular  lesions,  in  which  the  periods  had  been  absent  or  scanty,  or 
at  all  events  not  altered  since  the  period  when  the  heart  disease  had 
presumably  begun.  If  the  circulation  were  impeded  on  the  venous 
side  one  would  have  expected  that  menstruation  would  have  been 
lessened  or  stopped,  owing  to  the  deficient  oxygenation  of  the  blood 
in  the  ovaries.  But  what  was  wanted  were  the  facts  of  the  case,  and 
he  thought  that  they  were  in  favor  of  Dr.  Gow's  conclusions. 

The  President  desired  to  call  attention  to  the  admirable  method 
of  Dr.  Gow's  research.  The  same  subject  had  been  treated  of  in  a 
paper  read  to  the  Royal  Medical  and  Chirurgical  Society  recently. 
The  author  of  that  paper  had  investigated  the  question  at  a  woman's 
hospital.  He  took  patients  who  came  to  the  hospital  because  they 
supposed  that  something  was  wrong  with  their  reproductive  organs, 
and  ascertained  the  frequency  of  cardiac  disease  in  them.  Such  a 
method  would  show  a  greater  frequency  of  functional  disturbances  of 
the  genital  organs  associated  with  heart  disease  than  was  actually  the 
case.  Dr.  Gow,  on  the  other  hand,  took  patients  with  heart  disease, 
and  inquired  into  the  frequency  of  menstrual  disturbance  in  them. 
This  was  a  method  the  result  of  which  might  be  depended  on.  Dr. 
Gow's  research  filled  up  a  blank  space  in  their  knowledge  of  men- 
strual disturbances  as  well  as  of  sterility  and.  abortion.  He  (the 
President)  had  made  some  observations  on  the  effect  of  venous  con- 
gestion from  heart,  lung,  and  liver  diseases  on  menstruation,  and  his 
results  in  the  main  agreed  with  those  of  Dr.  Gow.  Dr.  Gow's  state- 
ment that  text-books  said  that  heart  disease  caused  uterine  haemor- 
rhage he  believed  was  correct  as  to  most  of  them  ;  but  the  clinical 
lectures  of  the  late  Dr.  Matthews  Duncan  was  an  exception — his  book 
did  not  contain  this  error. 

Dr.  Griffith  had  seen  one  case  which  he  believed  to  be  an  excep- 
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tion  to  the  rule  stated  by  Dr.  Gow.  A  tall,  well-made  servant,  about 
twenty-five  years  of  age,  came  as  an  out-patient  to  the  Samaritan 
Hospital  some  years  ago,  suffering  from  menorrhagia,  profuse  and 
lasting  about  ten  days.  Being  single,  the  usual  remedies  were  tried 
without  a  vaginal  examination,  and  without  benefit.  Something  in 
the  history  of  the  case  led  him  to  examine  the  heart,  and  mitral 
regurgitation  was  found.  In  consequence  of  this,  no  vaginal  examina- 
tion was  made,  and  the  use  of  ergot,  etc.,  was  stopped.  Soon  after 
this  she  married  and  went  to  live  at  Dover,  and  the  doctor  who  at- 
tended her  was  good  enough  to  write  and  inform  him  that  she  had 
two  children,  her  heart  trouble  getting  worse.  The  case  was  one  he 
hesitated  to  bring  forward  for  two  reasons  :  in  the  first  place,  he  had 
to  depend  on  his  recollection  of  the  circumstances,  which  occurred 
some  years  ago  ;  secondly,  he  had  not,  for  the  reasons  stated,  made 
any  examination  of  the  uterus. 


Stated  Meeting,  April  4,  1894. 

The  following  gentlemen  were  proposed  for  election  :  Reginald 
T.  H.  Bodilly,  L.  R.  C.  P.  Lond.  (South  Woodford)  ;  Andrew  Brad- 
ford, M.  D.,  C.  M.  Toronto  (Lanark,  Ontario)  ;  and  Charles  Ernest 
Goddard,  L.  R.  C.  P.  Lond.  (Wembley). 

HYPERTROPHIED  NYMPHS  AND  CLITORIS. 

By  William  Duncan,  M.  D. 

Dr.  William  Duncan  showed  this  specimen  on  January  3,  1894, 
which  he  had  removed  by  the  knife  from  a  single  woman,  aged 
twenty-five,  who  in  the  summer  of  1891  was  a  patient  in  the  Lock 
Hospital,  with  an  abscess  in  the  left  groin  and  left  labium,  together 
with  a  vaginal  discharge.  No  history  of  syphilis  could  be  obtained, 
but  there  was  a  small  patch  of  psoriasis  on  the  lower  abdomen,  and 
also  a  scar  in  front  and  on  the  under  surface  of  the  right  half  of  the 
tongue,  where  the  patient  said  she  had  a  small  sore  place.  There 
was  marked  enlargement  of  the  vulva,  chiefly  affecting  the  labia 
minora,  which  appeared  to  be  continued  down  to  the  posterior  part 
of  the  vulva,  where  they  met  on  the  perinseum.  On  their  inner  sur- 
face were  several  excavated  ulcers  with  irregular  margins.  The 
hypertrophied  nymphae  were  of  a  whitish  color. 
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On  December  18th,  the  patient  being  anaesthetized  and  in  the 
lithotomy  position,  the  whole  of  the  nymphae  and  the  clitoris  were 
removed  by  the  knife  ;  the  spouting  vessels  were  tied  with  fine  catgut, 
and  the  edges  of  the  vaginal  mucous  membrane  united  with  the  skin 
edges.  The  margin  of  the  urethral  orifice  was  united  with  the  adja- 
cent skin. 

Subsequent  Progress. — Owing  to  the  unhealthy  condition  of  the 
parts,  there  was  failure  of  primary  union  in  great  part  of  the  incision, 
and  healing  took  place  by  granulation  and  cicatrization. 

Mr.  Alban  Doran  believed  that  many  diseases  which  deformed 
the  vulva  were  originally  akin  to  common  skin  affections — eczema, 
psoriasis,  etc.  The  muco-cutaneous  portion  of  the  vulva  was  first 
attacked,  and  the  constant  irritation  from  urine,  smegma,  and  vaginal 
mucus  modified  the  eruption  ;  ultimately  the  labia  minora  became 
cedematous  or  otherwise  morbid.  Many  cases  described  as  "lupus 
minimus  "  seemed  to  him  to  be  eczema  around  the  meatus  in  women 
who  passed  urine  loaded  with  urates. 

Report  on  Dr.  Duncan  s  Specimen  of  Hypertrophied  Vulva.  Shown 
January  3,  1893  ;  described  above. 

The  tumor  consists  of  the  two  labia  minora,  clitoris,  and  part  of 
mons  Veneris.  The  two  labia  are  greatly  hypertrophied,  measuring 
four  inches  wide,  two  inches  deep,  and  one  inch  thick  ;  the  surface  is 
irregular  and  corrugated.  On  the  inner  surface  of  the  right  labium 
and  on  both  surfaces  of  the  left  are  a  number  of  shallow  punched-out 
ulcers,  varying  in  size  from  one  eighth  to  half  an  inch  in  diameter. 
There  is  no  induration  around  the  ulcers.  There  are  several  similar 
ulcers  around  the  clitoris. 

A  microscopical  vertical  section  through  one  of  the  ulcers  shows 
the  squamous  epithelium  somewhat  irregularly  thickened.  Over  the 
situation  of  the  ulcer  the  epithelium  is  entirely  absent,  and  the  floor 
of  the  ulcer  has  an  irregular  ragged  appearance,  with  small  round- 
celled  infiltration  of  an  inflammatory  nature. 

In  the  deeper  part  of  the  section,  away  from  the  ulcer,  the  squa- 
mous epithelium  is  seen  to  dip  down.  There  are  separate  islets  of  squa- 
mous epithelium  encapsuled,  and  with  a  small-celled  infiltration  round. 
None  of  these  separate  islets  are  arranged  in  the  form  of  "nests." 

P.  Horrocks. 
William  Duncan. 
Walter  W.  H.  Tate. 
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NEW  INSTRUMENT. 


The  operation  of  symphysiotomy  is  exciting  considerable  atten- 
tion and  has  led  me  to  construct  a  knife  having  some  features  which 
I  think  will  make  this  operation  much  more  easy  of  performance.  In- 
stead of  the  slightly  curved  bistoury  or  falcetta  of  Galbiati  I  have 
made  this  knife  strong  and  with  a  curve  which  by  its  olive-pointed 
knob  nicked  follows  the  ridge  on  the  inner  surface  of  the  pubes  in  a 
perpendicular  line  ;  as  it  also  engages  (/'.  e.,  cuts  the  cartilage  at  once) 
above  and  below,  fixes  itself  instantly  after  the  knob  rises  above  the 


to  fit  the  hand  horizontally,  giving  firmness  of  grasp,  and  materially 
aids  in  maintaining  an  absolutely  perpendicular  position.  The  hook 
which  goes  over  the  little  finger  gives  an  additional  degree  of  firmness 
and  allows  some  force  if  necessary  in  a  more  than  ordinary  hard  con- 
nection between  the  bones.  The  points  for  this  knife  are  :  1st, 
strength;  2d,  anatomical  curves;  3d,  grooved  olive-pointed  knob; 
4th,  steadiness  from  the  broad  handle;  5th,  allowing  the  use  of  some 
force,  if  necessary.  It  weighs  15.50  grammes,  2%  ounces  ;  measures  20 
centimetres,  8  inches.  Hugh  Hamilton. 

Harrisburg,  Pa.,  July  jg,  i8g4. 


The  Chicago  Gynaecological  Society,  at  its  annual  meeting,  October 
19th,  elected  the  following  officers  :  President,  Dr.  Franklin  H.  Martin  ; 
Vice-President  and  Treasurer,  Dr.  Addison  H.  Foster;  and  re-elected 
Dr.  Henry  Parker  Newman  Secretary  and  Dr.  T.  J.  Watkins  Editor. 


pubic  bone,  or  if 
used  in  the  reverse 
way  under  the  pu- 
bic arch,  on  this 
vertical  axis.  The 
handle  has  a  curve 
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A  CASE  OF  SUDDEN  DEATH  FOLLOWING  CCELIOTOMY* 
By  Frank  W.  Talley,  M.  D. 

Cases  of  sudden  death  following  coeliotomy  are  of  sufficient  rarity 
to  warrant  their  description.  Especially  is  this  so  in  cases  in  which 
the  abdomen  alone  is  opened  with  little  or  no  disturbance  of  the 
abdominal  contents. 

In  the  following  case  nothing  was  done  except  separation  of  tuber- 
cular adhesions  and  the  fixation  of  the  uterus. 

The  patient  died  suddenly  on  the  eleventh  day  without  premoni- 
tion.   Her  history  is  as  follows  : 

Mary  T.,  aged  twenty-five  years,  fairly  well  nourished  girl,  of  mark- 
edly nervous  type,  a  dressmaker  by  occupation,  single,  was  admitted 
to  the  Polyclinic  Hospital,  October  10,  1894.  There  was  no  history 
of  tuberculosis  in  parents,  grandparents,  brothers,  or  sisters,  nor  was 
there  evidence  of  pulmonary  or  cardiac  disease.  She  denied  having 
had  any  acute  disease  except  measles,  which  she  had  suffered  in  her 
childhood.  She  menstruated  for  the  first  time  during  her  twelfth 
year.  Her  menses  were  always  irregular,  sometimes  anticipating,  at 
other  times  postponing.  For  the  past  three  years  she  had  suffered 
from  burning,  dragging  pains  in  the  left  ovarian  region,  the  pain  ex- 
tending down  the  inside  of  the  left  thigh  to  the  knee,  dragging  pain 
in  the  back,  constipation,  headache,  and  nervous  debility.  These 
symptoms  were  exaggerated  at  her  menstrual  epochs. 


Read  before  the  Philadelphia  Obstetrical  Society,  November  1,  1894. 
41 
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Upon  examination,  the  uterus  was  found  anteflexed  and  retro- 
verted,  fixed,  both  ovaries  prolapsed  behind  the  uterus,  large,  tender, 
and  bound  down  by  inflammatory  adhesions. 

On  the  nth  of  October  she  was  etherized,  the  abdomen  opened 
by  a  median  incision,  and  the  fundus  of  the  uterus  freed  from  its 
adhesions,  as  were  also  the  ovaries,  when  the  fundus  was  directly 
fixed  in  the  lower  angle  of  the  wound  with  two  fine  silk  sutures. 

The  first  suture  was  introduced  through  the  fibers  of  the  rectus 
muscle,  the  lower  half  of  the  sheath  of  the  rectus,  subperitoneal  fat, 
and  the  peritonaeum  on  the  one  side  of  the  abdominal  wound,  through 
the  fundus  of  the  uterus  in  a  direct  line  between  the  emergence  of 
the  two  Fallopian  tubes,  and  through  the  peritonaeum,  subperitoneal 
fat,  lower  sheath  of  the  rectus,  and  a  few  fibers  of  the  rectus  muscle 
on  the  other  side. 

The  second  stitch  was  similarly  placed  through  the  abdominal 
wall,  but  half  an  inch  higher  up,  and  passed  through  the  uterus  half  an 
inch  behind  the  other  in  the  posterior  surface.  Dotted  over  the  peri- 
tonaeum, covering  the  fundus  of  the  uterus,  were  a  number  of  miliary 
tubercles  ;  the  adhesions  binding  the  uterus  to  the  posterior  abdomi- 
nal wall,  and  also  the  ovaries,  were,  no  doubt,  tubercular  in  character. 
The  Fallopian  tubes  on  both  sides  were  pink  in  color,  and  apparently 
healthy.  They  were  not  included  in  the  adhesions.  The  ovaries 
were  large,  scarred  upon  their  surface  with  old  cicatrices,  but  showed 
no  miliary  tubercular  deposit  upon  their  surfaces. 

The  wound  was  closed  in  the  usual  manner.  For  the  first  three 
days  the  patient  did  well,  but  complained  of  a  diffuse  tenderness  over 
the  lower  part  of  the  abdomen.  On  the  fourth  day  the  tenderness 
disappeared  under  free  purgation.  On  the  eighth  day  the  stitches 
were  removed.  Union  by  first  intention  had  taken  place  throughout. 
During  the  next  three  days  the  patient  was  lively,  received  her 
friends,  ate  heartily,  and  was  apparently  entirely  recovered. 

When  seen  at  ten  o'clock  on  the  eleventh  day  after  her  operation 
she  seemed  in  high  spirits.  Two  hours  later  she  was  noticed  by  the 
nurse  to  throw  up  her  hands  and  apparently  to  suffer  an  epileptic  fit. 
The  resident  physician  was  immediately  summoned,  found  her  cya- 
nosed,  with  Cheyne-Stokes  respiration,  strong  pulse — 80  to  the  minute. 
The  patient  was  conscious  and  exclaimed  that  she  was  about  to  die. 

In  six  minutes  from  the  onset  of  these  symptoms  her  respirations 
ceased.  Artificial  respiration  was  continued  for  some  time  after- 
ward. The  heart  continued  to  beat  several  minutes  after  the  respira- 
tion had  ceased. 


The  Mechanism  of  Lacerations  of  the  Pelvic  Floor. 
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An  autopsy  not  being  permitted,  the  cause  of  death  can  be  only  a 
matter  of  presumption.  The  wound  in  the  abdomen  was  opened,  the 
uterus  found  adherent  at  its  lower  angle,  the  peritonaeum  healthy. 
The  ovaries  and  tubes  on  both  sides  were  removed  for  examination. 

Macroscopically  they  showed  no  sign  of  tubercular  disease.  The 
tubes  were  patulous,  of  normal  caliber,  the  peritonaeum  covering  them 
uninvolved  ;  they  were  apparently  healthy. 

The  miliary  tubercles  upon  the  uterus  were  demonstrated  to  the 
gentlemen  attending  the  operation,  and  were  observed  also  by  Dr. 
Bannister,  who  assisted  me. 

From  the  rapid  onset  of  her  death  and  the  marked  respiratory 
paralysis,  one  would  conclude  that  the  respiratory  center  in  the  floor 
of  the  fourth  ventricle  had  been  the  seat  of  some  rapidly  occurring 
interference.  It  would  seem  probable  that  an  embolus,  having  been 
separated  by  the  patient,  perhaps,  turning  in  bed,  had  entered  the 
general  circulation,  and  plugging  a  terminal  artery  supplying  the  res- 
piratory center,  the  patient  had  died  from  acute  anaemia  of  the  parts 
supplied,  causing  an  almost  immediate  cessation  of  the  respiratory 
function. 

Where  such  a  clot  should  have  formed,  as  no  vessels  were  ligated, 
is  a  matter  of  conjecture.  The  fact  that  there  existed  no  heart  mur- 
mur would  seem  to  preclude  the  theory  of  the  separation  of  a  vegeta- 
tion from  one  of  the  leaflets  of  the  heart  valves. 

The  case  is  interesting  from  two  points  of  view  :  First,  as  showing 
that  tubercular  pelvic  peritonitis  may  occur  without  apparent  affec- 
tion of  the  tubes,  thus  seemingly  opposed  to  the  theory  lately  ad- 
vanced that  the  tubercular  disease  was  of  tubal  origin.  Second,  as  a 
case  of  sudden  death  from  some  unaccountable  occurrence  during 
convalescence. 
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As  a  rule,  the  more  numerous  the  remedies  proposed  for  any  dis- 
ease, the  less  is  the  pathology  of  that  disease  understood,  and  the  less 
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is  it  amenable  to  cure.  So  would  it  almost  seem  with  lacerations  of 
the  pelvic  floor,  for  there  is  hardly  any  gynaecologist  of  note  who  has 
not  his  own  pet  operation  for  the  remedy  of  this  injury,  and  which  only 
too  often  he  applies  to  all  cases  alike.  That  they  are  not  all  satisfac- 
tory is  proved  by  the  fact  that  new  operations  are  being  continually 
invented,  and  in  the  hands  of  many  take  the  place  of  the  old,  for  a 
varying  period  of  time,  until  it  either  proves  itself  unworthy  or  a 
new  one  makes  its  appearance  and  claims  a  trial. 

This  unfortunate  state  of  affairs  comes,  it  seems  to  me,  not  only 
from  a  lack  of  a  due  appreciation  of  the  injury  undergone,  but  also 
from  the  fact  that  the  manner  in  which  it  is  incurred  has  not  been 
sufficiently  taught  and  explained. 

In  most  of  our  text-books,  if  we  look  up  the  aetiology  of  this  in- 
jury, I  think  the  impression  would  be  gained  that  these  injuries  are 
caused  by  an  overdistention  of  the  vagina  or  vulvar  orifice  by  the 
child's  head,  while,  as  a  matter  of  fact,  the  real  damage  is  caused  by 
an  overstretching  or  a  loss  of  continuity  of  some  of  the  fibers  of  the 
levator  ani  muscle. 

The  true  nature  of  this  injury  was  first  made  public  about  eleven 
years  ago  by  Dr.  Emmet1  in  this  country  and  by  Dr.  Schatz2  in  Eu- 
rope, each  one  unaware  of  the  labors  of  the  other  in  this  direction. 
Since  then  considerable  has  been  written  on  this  subject,  all  tending 
to  prove  that  these  muscles  are  really  the  parts  involved  in  injuries  to 
the  pelvic  floor  ;  but,  in  spite  of  this,  operations  are  continually  per- 
formed that  certainly  can  not  possibly  have  in  view  the  restoration 
of  the  injured  tissues,  judging  either  from  their  results  or  the  manner 
of  their  performance.  The  fact  of  the  matter  is,  that  it  seems  impos- 
sible to  rid  the  general  practitioner — to  whom  so  many  of  these  cases 
come  for  relief — of  the  idea  of  a  "  perineal  body,"  and  of  the  neces- 
sity, in  its  absence,  to  construct  an  artificial  one  by  building  up  a 
barrier  of  scar  tissue  at  the  vulvar  orifice.  Some  of  our  even  more 
recent  text-books  seem  to  have  a  tendency  to  maintain  this  idea  by 
devoting  space  to  anatomical  descriptions  of  the  perineal  body. 

The  symptoms  and  anatomical  results  of  lacerations  of  the  pelvic 
floor  have  been  well  and  thoroughly  described,  more  particularly  in 
America  by  Emmet,3  Skene,4  and  Kelly.5  The  anatomy  of  the  leva- 
tor ani  muscle  and  its  physiological  functions  have  been  thoroughly 
studied  by  Dickenson6  and  others  ;  but  the  special  part  played  by 
this  muscle  in  delivery  of  the  head  does  not  seem  to  me  to  have  been 
sufficiently  dwelt  on. 

In  an  ordinary  nor.nal  occiput  anterior  position  the  head  descends 
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flexed,  pushed  on  by  a  force  from  above,  acting  more  or  less  in  the 
direction  of  the  axis  of  the  superior  strait  ;  rotation  gradually  takes 
place,  and  the  occiput  comes  under  the  pubic  arch  ;  the  head  meets 
with  the  resistance  of  the  pelvic  floor,  extension  follows,  and  the  head 
is  born.  The  interest  of  the  gynaecologist  begins  at  that  point  where 
the  head  commences  to  press  on  the  pelvic  floor.  The  direction  of 
the  force  which  is  pushing  the  child  downward  remains  about  the 
same  throughout  labor  ;  so  that,  although  the  occiput  may  be  under 
the  pubic  arch  and  protruding  through  the  vulva,  the  contractions  of 
the  uterus  and  abdominal  muscles  tend  to  drive  the  anterior  portion 
of  the  head  toward  a  point  somewhere  between  the  tip  of  the  coccyx 
and  the  anus.  These  parts  yield  to  this  pressure,  the  coccyx  being 
forced  backward,  the  anus  backward  and  downward,  to  such  an 
extent  that  it  gapes  wide  open.  The  posterior  commissure  of  the 
vulva  is  forced  almost  directly  downward  a  distance  corresponding  to 
the  cervico-bregmatic  diameter  of  the  head,  whereby  the  distance 
from  the  tip  of  the  coccyx  to  the  vulvar  opening  is  about  doubled  ; 
and  the  child  would  now  be  pushed  right  into  the  world  through  the 
rectum — as  has  happened — were  it  not  for  the  restraining  influence 
of  the  levator  ani  muscles,  which  by  their  contraction  tend  to  drag 
the  head  forward  and  out  under  the  pubic  arch  so  long  as  their  con- 
tinuity is  intact.  I  believe  that  at  this  period  in  delivery  the  head 
rests,  as  it  were,  in  a  sling  formed  by  the  pubo-coccyge  portional  of 
the  muscle,  and  that  the  perinaeum  itself  is  never  put  on  the  stretch 
so  long  as  these  muscles  hold ;  a  rigid  perinaeum  is  a  rigid  levator 
ani;  furthermore,  that  the  lower  fibers  of  this  muscle  aid  in  the  act  of 
the  delivery  of  the  head,  favoring  extension  by  drawing  up  the  occi- 
put and  expulsion  by  drawing  forward  the  head,  the  ischial  portion 
at  the  same  time  tending  to  retract  and  slip  back  the  perinaeum  over 
the  advancing  head.  I  do  not  know  if  this  action  of  the  levator  ani 
has  before  been  published,  but,  by  careful  observation  of  obstetrical 
cases  and  a  study  of  the  function  of  this  muscle,  I  have  been  led  to 
believe  that  in  this  very  way  safe  delivery  is  accomplished.  If  it  were 
not  for  the  resistance  offered  by  this  muscle,  the  vaginal  wall  and  the 
skin  perinaeum  would  not  hold  out  long  against  the  pressure  exerted 
from  above  by  the  uterine  contractions  and  the  voluntary  efforts  of 
the  abdominal  muscles  brought  into  play  at  this  stage  ;  if  the  levator 
ani  acted  merely  as  a  sling  to  support  the  head  and  nothing  more,  it 
seems  to  me  it  would  merely  be  a  question  which  muscular  force  was 
the  greater,  whether  the  uterus  would  succeed  in  tearing  the  levator 
ani,  or  whether  the  levator  ani  would  completely  arrest  labor,  either  of 
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which  accident  sometimes  happens.  But  grant  this  muscle  the  power 
of  shunting  the  head  forward,  as  it  were,  and  the  child  is  born  with 
perhaps  no  further  injury  to  the  mother  than  a  slight  nick  of  the 
vulvar  orifice,  which  possesses  no  clinical  significance.  Referring  to 
Dickenson's  article,  already  mentioned,  it  will  be  found  that  the  con- 
tractile force  of  this  muscle,  which  can  be  exerted  toward  the  pubic 
arch,  has  been  actually  measured  and  found  to  "  average  ten  pounds, 
running  up  in  certain  cases  to  twenty-seven  pounds."  This  is  in  the 
unimpregnated  state  ;  but  during  pregnancy  this  muscle  is  found  to 
hypertrophy  just  as  other  pelvic  tissues  do,  and  it  is  only  fair  to  sup- 
pose that  at  the  time  of  parturition  it  would  be  able  to  exert  a  still 
greater  force — quite  sufficient  to  change  the  direction  of  the  force  from 
above,  throwing  the  head  forward. 

As  I  have  already  stated  above,  unless  this  muscle  tears  or  gives 
way,  the  pelvic  floor  or  perineal  tissues  can  not  be  injured  ;  but  if  any 
of  its  fibers  become  sufficiently  torn  or  separated  to  allow  the  head 
to  press  on  the  vaginal  wall,  rectum,  or  perinaeum  unsupported,  they 
must  necessarily  give  way  under  the  force  from  above,  and  the  tissues 
are  torn,  as  a  rule,  proportionately  to  the  tear  of  the  levator  ani  mus- 
cles. I  say  as  a  rule,  because  sometimes  in  complete  lacerations 
through  the  recto-vaginal  septum  we  find  no  obliteration  of  the  fold 
between  the  buttocks,  and  the  anus  and  vagina  drawn  pretty  well  for- 
ward toward  the  pubic  arch — conditions  generally  absent  when  the 
levator  ani  is  extensively  damaged.  In  these  cases,  I  believe,  the  fibers 
which  are  inserted  around  the  vagina  are  torn  through  or  away  from 
their  attachments,  but  those  which  pass  behind  the  rectum  are  merely 
torn  loose  from  the  rectum,  and  slip  backward  and  upward  from  un- 
der the  head,  thereby  saving  themselves  but  sacrificing  the  recto- 
vaginal septum.  Again,  we  find  cases  of  "  relaxed  perinaeum  "  where 
there  has  been  no  external  wound  apparent,  and  yet  evidences  of  in- 
jury to  the  pelvic  floor  are  manifest.  In  these  cases  there  has  occurred 
a  submucous  tear  of  some  of  the  fibers  of  the  levator  ani,  or  else  the 
muscle  has  become  more  or  less  paralyzed  from  overstretching,  and 
has  failed  to  regain  its  normal  tone. 

It  would  further  seem  to  stand  to  reason  that  when  lacerations  of 
the  vaginal  wall  and  perinaeum  take  place  they  must  start  inside  the 
vagina,  at  some  distance  above  the  vulvar  orifice,  as  this  is  the  point 
of  greatest  pressure,  and  are  continued  downward  from  that  point. 
Dr.  George  F.  Wilson,  of  this  city,  who  has  a  large  obstetric  practice, 
recently  called  my  attention  to  the  fact  that  he  always  knew  when  to 
expect  a  laceration  of  the  perinaeum  by  finding  bright  arterial  blood 
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coming  down  from  the  vagina  in  front  of  the  child's  head.  In  a  case 
that  I  saw  in  consultation  some  time  ago — a  primipara,  thirty-six  years 
of  age,  who  suffered  a  complete  laceration — blood  came  from  the  rec- 
tum before  the  birth  of  the  child,  and  the  vagina  was  torn  on  both 
sides  internally  as  far  up  as  the  cervix.  Forceps  were  used  in  this 
case, -but  I  do  not  think  all  the  blame  could  be  attached  to  their  use, 
as  I  do  not  see  how  the  bl'ades  can  possibly  cut  the  vagina  so  long  as 
they  do  not  extend  beyond  the  child's  head.  Indeed,  forceps  are 
often  blamed  for  lacerations  when,  I  believe,  if  properly  used,  they 
will  often  prevent  injury. 

Injuries  to  the  pelvic  floor  occur  more  frequently  in  malpositions 
of  the  head,  simply  because  some  longer  diameter  of  the  head  comes 
under  the  pubic  arch,  thereby  increasing  the  strain  on  the  levator  ani 
muscles — that  is,  forcing  their  point  of  attachment  further  down  and 
away  from  their  point  of  origin. 

Most  of  the  directions  given  to  save  the  perinseum  by  introducing 
one  or  more  fingers  into  the  rectum  and  pushing  the  head  forward  are 
merely  efforts  to  assist  the  levator  ani  to  do  its  work.  Support  of  the 
perinaeum  by  pressure  directed  upward  can  be  of  no  avail  if  the  head 
can  not  be  pushed  forward,  as  the  levator  ani  must  stretch  downward 
sufficiently  to  allow  the  head  to  pass  under  the  pubic  arch.  Violent 
voluntary  contractions  of  the  abdominal  walls  at  this  period,  I  believe, 
often  cause  lacerations,  while  chloroform  and  artificial  assistance 
would  prevent  them. 

As  to  the  best  method  of  repairing  these  injuries,  I  can  only  quote 
from  Dr.  E.  C.  Dudley,7  who.  I  think,  struck  the  keynote  to  the  whole 
question  when  he  told  his  students  :  "  You  will  have  learned  the 
greatest  lesson  in  perineorrhaphy  when  you  apply  the  elementary 
principle,  that  in  the  repair  of  a  wound  the  essential  purpose  is  to 
restore  the  wounded  part  to  its  original  state." 

The  pelvic  floor  has  a  function,  and  it  is  that  function  which  needs 
to  be  restored. 
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The  only  excuse  necessary  to  offer  for  the  production  of  this  paper 
is  found  in  the  absolute  necessity  for  seriously  considering  the  sub- 
ject of  tight  lacing  as  it  exists  in  civilized  countries. 

The  subject  dealt  with  in  this  article  is  of  special  interest  to  the 
general  practitioner  as  well  as  to  the  gynaecologist,  while  to  the  race 
it  is  of  serious  importance — so  serious  as  to  be  already  displaying  its 
deleterious  results  in  characters  so  vivid  as  to  call  forth  the  gravest 
apprehensions  from  true  philanthropists.  "  What  read  you  there  that 
hath  so  cowarded  and  chased  your  blood  out  of  appearance  ?  " 

This  is  not  claimed  as  an  original  idea  by  the  writer  ;  yea,  for 
many  years  articles  numerous  and  lengthy  have  been  produced  with 
results  nil.  Sommering,  of  England,  published  almost  a  century  ago 
an  article  bearing  directly  on  tight  lacing  and  its  effects,  and  was  able 
to  record  no  less  than  one  hundred  articles  by  different  authors  on 
the  subject,  while  since  his  time  to  attempt  a  classification  of  all  works 
touching  briefly  on  this  subject  would  entail  no  trifling  expenditure 
of  time  and  patience. 

Convinced  clearly  as  to  the  truth  and  firmness  of  this  article's  claim, 
the  writer  feels  a  certain  degree  of  trepidation  in  condemning  in  un- 
mistakable terms  the  unconcern  of  an  intelligent  profession  living  in 
the  presence  of  such  an  injurious  custom,  and  at  the  same  time  not 
offering  a  united  protest. 

Its  importance  as  an  aetiological  factor  in  pelvic  ills  has  been  lost 
to  view  in  the  mad  rush  for  scientific  research  and  inventive  methods. 
There  is  to-day  no  one  subject  respecting  which  so  much  importance 
should  be  attached  by  profession,  laity,  state,  and  philanthropist  as 
causative  of  abnormal  conditions. 

That  those  countries  most  progressive  in  art,  science,  and  gynae- 
cology— Germany,  United  States  of  America,  England,  and  France — 
so  endowed  with  such  illustrious  and  thoughtful  lights,  dead  and  liv- 
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ing,  should  have  failed  to  thoroughly  awaken  concerted  interest  in 
such  an  important  factor  in  the  causation  of  disease  is  to  be  won- 
dered at  as  much  as  the  perpetuation  by  the  patrons  of  progress  and 
refinement  of  so  uncomfortable  and  harmful  a  relic  of  barbarism.  This, 
in  the  latter  case,  is  attributable  in  avast  majority  of  the  cases  to  igno- 
rance, they  being  novices  as  to  anatomy  and  strangers  to  physic  logy  ; 
females  consider  it  a  light  jest  when  they  are  informed  as  to  its  injuri- 
ous effects.  It  shall  be  the  object  of  this  writer  to  faithfully  portray 
the  evil  effects  of  tight  lacing,  both  as  a  factor  in  the  causation  of  dis- 
ease and  as  an  obstacle  to  that  normal  condition  of  affairs  which 
offers  the  greatest  resistance  to  the  invasion  of  disease,  and  at  the 
same  time  to  contrast  the  well-developed  conditions  and  freedom 
from  pelvic  ills  in  those  who  do  not  practice  tight  lacing,  with  those 
frail  constitutions,  barrenness,  and  invalidation  found  in  its  patrons. 

Nor  is  it  to  be  understood  that  tight  lacing  is  confined  to  those 
who  wear  corsets  only,  for  the  clothing  may  be  worn  so  tight  as  to  do 
practically  the  same  harm,  though  in  a  less  degree,  by  its  gradual 
compression. 

It  is  earnestly  desired  to  firmly  impress  the  idea  that  tight  lacing 
is  not  the  only  cause  that  may  produce  maldevelopment  of  the  uterus 
and  appendages,  and  occasion  diseased  conditions,  but  that  it  is  one 
of  the  chief  factors. 

A  brief  review  of  the  anatomy  of  the  female  pelvis  may  aid  in  the 
better  comprehension  of  the  idea  intended  to  be  conveyed. 

The  pelvis  consists  of  bones,  to  all  intents  and  practical  purposes 
as  a  solid  unyielding  structure  with  the  false  pelvis  representing  a 
truncated  cone,  its  base  looking  upward  and  slightly  flattened  on  its 
anterior  ;  the  external  and  internal  oblique,  transversalis,  pyramidalis, 
and  rectus  muscles,  with  sheaths  and  tendons,  combine  to  form  the 
lateral  and  anterior  walls  of  a  cylinder  continuous  with  the  last-named 
structure.  Great  strength  and  resistance  is  added  to  this  cylindrical 
body  by  the  spinal  column  lined  by  the  quadratus-lumborum  muscles, 
constituting  the  posterior. 

Inclosed  in  this  cylindrical  body  from  diaphragm  downward  are 
organs  and  structures  readily  displaced  by  pressure.  Among  these 
we  find  the  uterus,  which  after  birth  remains  undeveloped  to  the  same 
extent,  practically  speaking,  as  in  infancy,  until  near  the  approach  of 
puberty,  when  it  develops  rapidly  and  continues  to  increase  in  size 
proportionally  to  the  whole  body  until  its  maximum  of  development 
is  attained — usually  between  sixteen  and  twenty  years  (Puech). 

The  virgin  uterus  averages  two  and  one  third  to  three  inches  in 
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length,  its  width  at  the  level  of  the  Fallopian  tubes  two  inches,  its 
weight  about  twelve  drachms  ;  it  is  suspended  in  the  pelvis  by  liga- 
ments "amounting  to  little  besides  folds  of  peritonaeum  "  and  the 
proximity  of  the  anterior  and  posterior  segments  of  the  pelvis. 

The  Fallopian  tubes  and  ovaries,  with  feeble  supports,  spread  out 
to  the  right  and  left  of  the  uterus,  in  connection  with  the  broad  liga- 
ments, almost  at  right  angles.  The  ovaries  formed  from  the  Wolffian 
bodies  are  not  of  exception  as  to  growth  and  development.  At  the 
age  of  eleven,  generally,  they  rapidly  develop,  and  at  puberty  a  new 
era  sets  in — viz.,  maturation  and  periodical  rupture  of  the  Graafian 
follicles  ;  the  remaining  parts  of  the  generative  organs  before  and 
at  puberty  undergo  a  rapid  increase  in  size. 

The  vascular  supply  consists  of  tortuous  canals  with  free  anas- 
tomosis and  lax  walls.  From  twelve  to  sixteen  years  at  least  eighty- 
five  per  cent,  of  girls  develop  generative  organs.  It  must  be  remem- 
bered that  the  uterus  and  appendages  are  covered  almost  entirely  by 
peritonaeum,- which  is  susceptible  to  injury  from  slight  causes  ;  that 
the  construction  of  the  vessels  supplying  the  blood  is  of  such  a  nature 
as  to  favor  either  anaemia  or  congestion  in  proportion  to  the  degree  of 
compression  exerted. 

The  mobility  of  the  uterus  and  the  plasticity  of  the  bone  and 
tissues  with  the  increased  supply  of  blood  the  parts  are  receiving,  or 
should  receive,  enables  us  more  clearly  to  comprehend  the  effects  of 
pressure  on  an  organ  requiring  rest  and  freedom  to  develop  during 
such  important  transformation.  It  is  at  this  time,  or  earlier,  that 
parents  allow  their  girls  to  commence  the  use  of  corsets  and  use  their 
own  ideas,  which  are  generally  not  moderate  as  to  the  degree  of 
constriction.  "  Either  thou  art  most  ignorant  by  age  or  thou  wert 
born  a  fool."  While — "  Nature  stood  with  stupid  eyes  and  gaping 
mouth  that  testified  surprise."  The  corset  as  usually  worn  is  so  con- 
structed as  to  exert  its  greatest  pressure  from  above  the  brim  of  the 
pelvis  downward,  compressing  the  abdominal  walls  and  contracting  the 
lower  parts  of  the  thorax  and  pushing  inward  the  costal  cartilages  until 
the  seventh  and  eighth  are  in  close  contact,  often  the  eighth  overlap. 
The  liver,  from  being  placed  above  the  maximum  of  constriction  and 
having  the  half  cubical  form,  is  not  displaced  downward,  but  acts  in 
connection  with  the  unyielding  thoracic  walls  as  a  potent  means  of 
displacing  downward  the  displaceable  organs  (Symington). 

Gibson,  in  1884,  in  his  illustrations  on  the  chest,  has  considered  it 
as  readily  displaceable,  though  this  must  be  exceptional.  The  maxi- 
mum of  constriction,  occurring  as  it  does  in  the  direct  neighborhood 
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of  the  stomach,  must  seriously  affect  this  viscus.  When  distended, 
the  pylorus  is  below  and  the  splenic  portion  above,  the  constriction 
forming  the  hour-glass  stomach  at  times  found  in  this  class  of  cases, 
the  pylorus  being  much  larger  and  reaching  to  a  point  corresponding 
to  a  line  uniting  the  spines  of  the  iliac  crests.  The  duodenum  is 
found  near  the  same  lines.  The  jejunum,  ileum,  and  mesentery  are 
crowded  into  the  pelvis  along  with  the  transverse  and  ascending 
colon.  The  cul-de-sac  of  Douglas  is  filled  with  the  small  intestines, 
which  help  to  antevert  the  uterus  when  the  rectum  is  loaded  with 
faeces,  also  when  the  bladder  is  distended  and  the  rectum  empty,  the 
uterus  is  retroposed,  after  displacing  the  folds  of  intestines  from  the 
posterior  cul-de-sac. 

The  compression  is  of  so  considerable  a  degree  as  to  seriously 
interfere  with  the  peristaltic  action  of  the  intestines,  and  by  impairing 
their  sensitiveness,  constipation  is  produced  in  a  large  number  of 
cases.  Compression  of  any  part  in  proportion  to  its  intensity  just  in 
that  degree  interferes  with  physiological  functions.  Therefore  we 
may  deduct  the  following  : 

1.  That  uterine  development  is  greatest  from  eleven  to  fifteen 
years  of  age. 

2.  That  tight  lacing  is  usually  commenced  about  that  period  of 
the  beginning  of  uterine  development. 

3.  That  the  corsets  as  usually  worn  produce  both  displacement 
and  compression,  and  that  they  are  worn  through  the  entire  day  as 
tight  as  can  be  borne. 

4.  That  displacement  and  compression  interfere  with  nutrition 
and  development  of  the  pelvic  contents  more  seriously  than  is  gener- 
ally supposed. 

5.  That  a  badly  developed  generative  organ  in  the  female  offers 
diminished  resistance  to  the  invasion  of  disease  and  renders  physio- 
logical work  defective  and  necessarily  painful.  The  uterus  is  nor- 
mally freely  movable  and  readily  displaced  by  pressure;  with  the 
finger  on  the  os  it  can  be  elevated  one  and  a  half  to  two  inches.  If 
the  dorsal,  semi-prone,  lateral,  or  knee-chest  position  be  assumed,  we 
shall  find  the  fundus  gravitating  to  the  dependent  part. 

The  bimanual  method  is  mainly  effective  by  reason  of  this  mobility. 
The  ligaments  of  the  uterus  are  composed  of  such  tissues  as  favor 
stretching.  Compression  continued  daily  on  such  compressible  or- 
gans as  the  uterus  and  appendages  first  diminishes  the  blood  supply 
by  lessening  the  caliber  of  the  blood-vessels,  and,  secondly,  by  dimin- 
ishing the  rapidity  of  the  flow.    The  pressure  at  night  being  relieved 
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weakens  the  walls  of  the  capillaries,  render  them  inefficient  carriers 
of  the  pabulum  so  necessary  for  the  physiological  performance  of  de- 
velopment ;  and  equally  well  does  it  render  imperfect  the  attempts  by 
certain  systems  to  transform  certain  conditions  of  physiological  organs 
into  a  state  of  inertness — viz.,  certain  canals,  bodies,  etc.,  that  should 
be  obliterated. 

What  would  be  expected  were  we  to  bandage  a  limb  tightly  from 
infancy  ?  And  still  the  vascular  supply  of  the  uterus  is  more  easily 
interfered  with  by  compression  than  a  limb  or  foot.  Hence  we  must 
admit  a  certain  degree  of  maldevelopment  of  any  organ  which  is 
subject  to  abnormal  compression  during  its  period  of  development. 

The  Egyptians,  the  acknowledged  founders  and  promoters  of 
civilization,  education,  and  art,  while  permitting  great  variations  in 
objects  of  luxury — vases,  furniture,  and  other  things  depending  on 
caprice — were  forbidden  to  introduce  any  innovations  in  articles  of 
dress  tending  to  change  the  human  figure  or  modify  the  true  teach- 
ings of  art. 

Among  the  Africans,  Indians,  Chinese,  and,  in  fact,  all  of  the 
nations  who  do  not  practice  tight  lacing,  we  find  the  minimum 
amount  of  pelvic  diseases,  the  most  perfect  pregnancy,  confinement 
amounting  to  little  pain  or  inconvenience,  and  satisfactory  puerperium 
with  the  absence  of  any  complications.  Generally  speaking,  those 
who  have  practiced  in  the  rural  districts  for  the  well-developed  and 
healthy,  and  subsequently  in  the  city  for  the  delicate,  badly  nourished 
and  poorly  developed,  where  tight  lacing  is  practically  universal,  will 
be  thoroughly  convinced  that  there  is  an  explanation  to  be  found  in 
some  way  for  the  frequency  of  female  ills  in  the  latter,  in  contradis- 
tinction to  its  absence  in  the  former.  The  great  interest  which  has 
centered  about  gynaecology  in  the  last  score  of  years,  the  frequency 
and  severity  of  pelvic  diseases  in  the  female  at  present  in  comparison 
with  the  pre-corset  era  is  a  fact  for  serious  consideration  ;  the  in- 
creased sterility  in  high  social  life  is  not  to  be  lightly  considered  and 
will  give  to  the  political  economist  food  for  grave  deliberation,  and 
the  philanthropist  considerable  concern.  In  comparison  with  un- 
civilized nations,  customs  of  distorting — distracting,  if  you  please,  de- 
velopment— ours  far  exceeds,  and  the  deleterious  results  are  not  to  be 
predicted  by  any  moderate  calculations. 

If  Darwin's  theory  of  natural  selection  is  regarded  as  teaching 
the  truth,  we  may  in  the  future  expect  our  fair  sex  to  have  waists  as 
slim  as  wasps,  and  generative  organs  incapable  of  performing  physio- 
logical functions. 
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That  the  girl  who  has  practiced  tight  lacing  sufficiently  long  to 
hinder  development  of  the  uterus  is  relieved  by  a  course  of  electricity, 
massage  and  gymnastics  properly  and  timely  applied  is  offered  as 
additional  argument  supporting  the  claim  of  this  paper. 

It  is  believed  that  mal-development  of  the  uterus  is  necessarily 
bound  to  be  present  in  every  woman  who  practices  tight  lacing  to 
any  considerable  extent  prior  to  maturity  of  the  uterus  and  append- 
ages, and  it  remains  to  explain  how  this  maldevelopment  conduces 
to  diseased  conditions  and  renders  physiological  functions  of  organs 
incomplete  and  painful. 

Peritonitis,  if  you  will,  parametritis,  and  perimetritis,  may  all  be  de- 
scribed under  one  head,  as  they  are  generally  considered  as  implicating 
chiefly  the  peritonaeum,  which  is  composed  of  pavement  epithelial 
cells,  basement  membrane,  connective  tissue,  and  vessels,  and  secretes 
a  serous  portion  of  the  blood  through  stomata  that  exist  between  the 
epithelial  cells.  That  localized  inflammation  or  thickening  often 
exists  in  the  female  pelvic  peritonaeum  and  seldom  occurs  in  any 
other  portion,  renders  it  highly  probable  that  pressure  so  interferes 
with  its  nutrition  by  diminishing  the  blood  supply  as  to  render  it 
peculiarly  liable  to  inflammatory  attacks  from  slight  causes.  Hence 
we  frequently  find  the  fundus  uteri  retroverted  and  bound  down  by 
adhesions  or  anteverted  or  anteposed  and  adhered  in  virgins.  The 
writer  met  several  cases  of  this  kind,  and  in  each  instance  tight  lacing 
had  been  persisted  in  from  twelve  years  of  age.  If  long-continued 
friction  in  old  hernial  sacs  produces  localized  thickening  and  peri- 
tonitis, it  must  be  expected  the  same  will  result  from  tight  lacing  in 
the  pelvic  peritonaeum  ;  and  to  this  more  than  any  other  may  be  attrib- 
uted the  increasing  frequency  and  severity  of  pelvic  pain  in  females 
accustomed  to  tight  lacing. 

Displacements  of  the  uterus,  that  subject  about  which  so  much 
has  been  written  and  whose  treatment  has  been  so  diversified  and 
varied  ;  that  "  falling  of  the  womb,"  which  is  so  prevalent  in  the  minds 
of  such  a  large  percentage  of  women  and  is  a  "  hobby  "  for  so  many 
of  our  doctors,  can  find  its  main  cause  in  tight  lacing. 

We  find  neither  displacements  of  the  uterus  nor  many  diseased 
conditions,  for  that  matter,  of  the  generative  organs  in  other  forms  of 
mammalia  than  mankind.  Displacements  are  very  frequent.  Friinkel 
has  found  backward  displacements  present  in  eighteen  per  cent,  of 
women  examined  by  him.  Zeigenspeck,  whose  conclusions  are  re- 
spected by  most  authors,  considers  change  in  the  uterine  walls  in 
displacements  as  secondary  to  the  symptoms.    The  symptoms  are 
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always  secondary  to  the  displacement.  The  aetiology  of  prolapsus 
uteri,  as  described  by  Hart  and  Barbour,  is : 

1.  Deficient  support  by  the  entire  fixed  portion. 

2.  Deficient  tone  of  entire  displaceable  segments  of  pelvic  floor 
and  slackening  of  loose  tissues  around  it. 

3.  Intra-abdominal  pressure. 

As  tight  lacing  produces  mal-development  of  the  pelvic  contents 
as  well  as  displacing  all  displaceable  parts,  a  re'sumd  of  what  has  been 
said  in  reference  to  displacements  must  convince  all  that  tight  lacing 
is  one  of  the  most  potent  factors  in  its  causation.  Menstruation  may 
be  affected  in  many  ways  by  this  custom.  Amenorrhcea  may  be  the 
result  of  a  poorly  developed  mucosa  and  its  annexa  together  with 
faultily  developed  ovaries — a  condition  which,  unless  corrected,  may 
lead  to  atrophy ;  or  we  may  have  congestion  with  profuse  and  long 
flows  ;  or  dysmenorrhoea,  which  the  writer  believes  is  due  mostly  to 
mal-development  both  of  the  nervous  system,  and  the  muscular  and 
cellular  tissues,  rendering  them  inadequate  to  the  physiological  labor 
required.  Cancer,  so  frequently  occurring  in  civilized  nations,  must 
have  its  explanation  in  some  custom  peculiar  to  such  civilization. 
There  are  embryonic  cells  in  the  uterus  that  remain  through  life;  they 
are  considered  the  cause  of  epithelioma  of  the  cervix,  and  the  cervix 
in  ninety-eight  per  cent,  of  cases  is  the  seat  of  cancer,  local  irritation 
being  its  chief  generator.  Tight  lacing  produces  irritation  by  press- 
ing down  the  cervix  against  adjacent  parts. 

Strength  is  added  to  this  by  quoting  the  views  of  Hart  and  Bar- 
bour :  "  Up  to  puberty  the  mortality  for  carcinoma  of  the  sexes  is  the 
same.  Afterward  the  relative  proportion  of  female  to  male  deaths 
gradually  rises  till  it  attains  its  maximum — about  the  age  of  sixty 
years — after  which  it  falls  away  again." 

Miscarriages  are  frequently  due  directly  to  this  cause,  and  indi- 
rectly to  maldevelopment  of  the  female  generative  organs,  proving 
their  incapacity  to  nourish  the  embryo.  Lacerated  cervix,  weak  and 
inefficient  contractions  of  the  uterus  in  labor,  protracted  puerperium, 
the  result  of  subinvolution,  may  usually  find  their  true  explanation 
from  this  source.  The  increased  frequency  of  endometritis,  sterility, 
stenosis,  erosion  and  atresia  of  the  cervix  and  os,  the  varied  aches 
and  pains  referred  to  the  pelvis,  must  be  largely  attributed  to  this 
cause.  A  large  percentage  of  the  growths'  cysts,  etc.,  peculiar  to  the 
female  pelvis  can  be  traced  to  maldevelopment. 

Doran  has  shown  that  the  parovarium  is  nothing  more  or  less  than 
nine  or  ten  vertical  tubes,  six  or  seven  of  which  have  been  obliterated 
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and  remain  as  fibrous  threads  ;  these  are  the  remains  of  the  Wolffian 
bodies.  These  tubes  are  lined  with  cubical  or  broken-down  epithe- 
lium, and  are  lost  in  the  hilum  of  the  ovary  below,  while  the  hori- 
zontal tubes  from  which  they  originate  above  may  be  traced  to  the 
side  of  the  uterus  forming  the  canal  of  Gartner. 

It  is  no  longer  a  disputed  point  that  para-uterine  cysts,  as  well  as 
papillomatous  cysts  of  the  hilum,  parovarium,  and  cysts  of  the  broad 
ligaments,  have  their  origin  in  these  unobliterated  ducts  and  the  re- 
mains of  the  Wolffian  bodies.  Mal-development  must  necessarily  ac- 
count for  this  condition  of  affairs.  AValdemyer  shows  a  section  of 
the  ovary — Pfltiger's  ducts — that  have  not  developed  as  they  should 
have  into  Graafian  follicles,  and  which  may  be  the  point  for  the  origin 
of  an  ovarian  cyst. 

Fibroids  and  most  solid  tumors  have  their  aetiology  in  maldevel- 
opment  of  the  sexual  organs.  Their  occurrence  chiefly  after  puberty 
and  not  after  the  menopause ;  their  most  frequent  recurrence,  as 
shown  by  Schroder  and  Gusserow,  together  with  the  frequent  occur- 
rence of  various  tumors  in  the  same  uterus  or  appendages — all  tend 
to  corroborate  the  position  taken  in  this  article.  Time  and  space 
will  fail  me  to  follow  this  further,  but  the  field  is  a  large  one.  The 
great  benefit  obtained  in  pelvic  ills  from  electrical  treatment  is  due 
to  its  effect  as  an  aid  to  development.  The  pain  every  woman  feels, 
who  has  practiced  tight  lacing,  on  leaving  off  her  corset  is  due  to  the 
effort  of  the  parts  to  return  to  their  normal  position.  Simonides  on 
a  certain  occasion  said  :  "  Health  is  the  best  for  mortal  man,  next 
beauty."    To-day  civilization  has  reversed  this  statement. 

The  ancient  Egyptian's  highest  aim  in  life  was  to  be  well  buried  ; 
the  civilized  nations  of  this  period  to  be  dressed  after  the  order  of 
style,  be  that  as  it  may.  "  Whatever  is  off  the  hinges  of  custom  is  be- 
lieved to  be  off  the  hinges  of  reason." 

Goethe's  expression,  that  "  Art  is  called  art  simply  because  it  is 
not  Nature,"  is  borne  out  in  reference  to  the  figure  of  the  female  who 
wears  a  corset.  The  visitor  who  can  casually  observe  the  beautiful 
and  natural  figures  of  Venus  de  Medici,  with  many  other  Roman  and 
Grecian  sculptures,  must  be  convinced  that  tight  lacing  was  not  prac- 
ticed by  those  noble  matrons. 

Kay  Robertson  predicts  that  man  will  become  toothless  and  toe- 
less,  with  flaccid  muscles,  and  limbs  almost  incapable  of  locomotion. 
It  is  to  be  regretted  that  this  prophecy  did  not  extend  to  the  female 
of  our  day.  Are  civilized  customs  and  forms  of  dress  more  conducive 
to  health  than  those  of  the  savages  ?    It  is  thought  not.    Whitman,  in 
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answering  his  own  question  as  to  who  is  the  friendly  and  flowing 
savage,  says  :  "  Is  he  waiting  for  civilization,  or  is  he  past  it  and  mas- 
tering it  ? " 

The  hand  of  the  Chinese  aesthetic,  with  its  long  and  curling  nails  ; 
the  savages  of  the  east  coast  of  Australia,  with  a  bone  the  thickness  of 
a  man's  finger  and  six  inches  long  transfixing  the  nasal  septum  ;  the 
natives  of  the  Corn  Islands  off  the  Mosquito  Coast  in  Central  America, 
with  beards  of  tortoise-shell  dangling  from  an  artificial  hole  in  the 
chin  and  lips  ;  the  Botocudo  Indians,  the  Esquimaux  and  Thlinkeet  of 
Alaska,  and  many  tribes  of  Africa,  by  puncturing  their  lips,  nose,  ears, 
and  chin,  and  applying  weights  and  dilators  resulting  in  frightful  de- 
formities— may  have  their  eccentricities  and  absurdities,  but  their  evil 
effects  will  not  compare  with  those  of  tight  lacing. 

The  artificial  flattened  and  elongated  occipital  portion  of  the  head 
by  bandages  worn  on  infants'  heads  by  the  ancient  natives  of  Peru, 
many  interesting  specimens  of  which  can  be  seen  in  the  museum  of 
the  Royal  College  of  Surgeons,  London,  approach  more  nearly  those 
of  tight  lacing  in  their  injurious  effects  than  any  other. 

This  article  is  intended  to  call  the  profession's  serious  attention  to 
the  evil  effects  of  tight  lacing,  and  to  urge  upon  them  some  steps  that 
may  inform  the  laity  as  to  the  true  effects  of  such  fashion ;  also  to 
present  a  solid  professional  front  antagonistic  to  such  a  deleterious 
custom.  The  fact  of  tolerating  such  a  custom  as  tight  lacing,  which 
originated  in  mediaeval  times,  classes  us  with  the  uncivilized  and  bar- 
barous, seeks  to  oppose  the  Creator  of  our  bodies,  and  the  example 
given  us  by  Nature.  "  Seest  thou  not  what  a  deformed  thief  this 
Fashion  is  ?  " 


THE  MANAGEMENT  OF  PREGNANCY* 
By  D.  L.  Burnett,  M.  D.,  South  Royalton,  Vermont. 

Though  the  pregnant  process  is  often  called  a  physiological  one 
it  approaches  so  closely  to  a  pathological  state  as  to  many  times  call 
forth  all  the  resources  of  the  most  intelligent  practitioner  of  medicine, 
and  in  no  branch  of  our  art  will  our  efforts  be  more  appreciated  than 
in  endeavoring  to  decrease  the  discomforts  of  the  period  of  gestation. 


*  Read  before  the  Vermont  State  Medical  Society. 
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Many  women  find  themselves  unusually  well  during  this  period, 
but  it  is  of  their  more  unfortunate  sisters  that  we  now  speak. 

Above  everything  else  comes  the  necessity  of  favorable  hygienic 
surroundings,  both  in  regard  to  personal  cleanliness  and  pleasant  en- 
vironments. Plenty  of  nutritious  food  should  be  eaten,  and  especially 
to  be  avoided  are  highly  seasoned  articles  and  alcoholic  stimulants. 
The  dress  should  be  comfortably  warm,  and  all  constrictions,  like  cor- 
sets, garters,  and  heavy,  tight  waistbands  should  not  be  used,  though 
in  many  women  with  large  flabby  abdomens  an  abdominal  supporter 
is  a  means  of  great  comfort.  Excessive  or  overwork  is  to  be  avoided, 
but  some  pleasant,  healthful  employment  is  to  be  recommended  both 
as  a  means  of  exercise  and  also  to  prevent  the  mind's  dwelling  on  the 
approaching  ordeal  of  labor.  Aside  from  the  physical  conditions,  we 
should  endeavor  to  surround  our  patients  with  cheerful,  congenial 
companions,  with  freedom  from  mental  or  moral  worry  ;  but  at  the 
same  time  the  opposite  extreme  of  morbid  sympathy  from  over- 
officious  friends  or  relatives  should  be  studiously  avoided.  In  regard 
to  the  general  and  special  conditions,  we  will  speak  first  of  anaemia. 
During  the  early  months  it  is  well  to  institute  a  prophylactic  treat- 
ment. Good  milk,  plenty  of  eggs,  etc.,  are  to  be  the  mainstays.  Food 
should  be  taken  in  small  quantities  and  often  if  there  is  anorexia. 
Iron,  arsenic,  and  strychnine,  with  the  vegetable  bitters,  are  indicated. 
The  pernicious  form  is  rare,  and  occurs  principally  in  women  who 
have  borne  children  in  rapid  succession. 

In  my  experience,  one  of  the  most  trying  complications  of  the 
pregnant  state  is  the  occurrence  of  uncontrollable  vomiting.  We 
have  all  types  of  this  trouble  from  the  slightest  feeling  of  nausea  in 
the  early  morning  to  the  hyperemesis  that  takes  the  life  of  both 
mother  and  foetus.  The  animal,  mineral,  and  vegetable  kingdoms 
have  all  been  searched  for  a  remedy  or  even  a  palliative.  Mechanical 
means  and  local  applications  have  all  been  vaunted,  and  still  we  are 
without  a  trustworthy  expedient  for  relief.  Laceration  or  erosion  of 
the  cervix,  faulty  position  of  the  uterus,  indulgence  in  sexual  inter- 
course, gastric  or  intestinal  catarrh,  constipation,  and  in  the  later 
months  distention  and  many  reflex  causes,  these  all — nay,  many 
others — come  in  as  the  causes,  and  our  treatment  must  be  as  varied 
as  is  the  aetiology ;  and  alas  !  even  then  are  we  many  times  doomed 
to  disappointment. 

One  of  the  first  things  to  do  is  to  relieve  any  constipation,  using  a 
seidlitz  powder  either  alone  or  with  bromide  of  soda.    Fluid  extract 
of  cascara  sagrada  does  excellent  service  also.    Sexual  intercourse 
42 
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should  be  prohibited  in  all  cases  that  do  not  yield  readily  to  treatment. 
Rest  in  bed  is  important.  One  of  our  best  authorities — Lusk — recom- 
mends of  all  medicinal  agents  ten  grains  of  bismuth  subnitrate  with 
five  or  ten  grains  of  oxalate  of  cerium,  taken  ten  minutes  before  eating. 
Half  a  drachm  of  chloral  hydrate  combined  with  forty  or  fifty  grains 
of  bromide  of  potash  or  soda  in  milk  as  a  rectal  injection  very  often 
is  satisfactory.  Some  recommend  the  chloral  in  a  suppository  or  cap- 
sule. I  have  never  used  it  in  this  manner,  but  should  imagine  it 
would  have  too  much  of  an  irritant  effect  on  the  rectal  mucous  mem- 
brane for  the  patient's  comfort.  Nux  vomica  in  gastric  catarrh  does 
good  service.  Fowler's  solution,  chloral  hydrate,  the  bromides,  atro- 
pine, drop  doses  of  iodine,  carbolic  acid,  ingluvin,  hydrocyanic  acid, 
pepsin  preparations,  alcohol  in  its  various  forms,  or  the  inhalation  of 
oxygen  in  its  various  forms,  may  succeed  in  individual  cases.  Ice-cold 
effervescing  drinks  are  of  use.  Cocaine,  either  by  the  mouth  or  incor- 
porated with  vaseline  as  an  ointment  to  the  cervix,  has  some  friends. 
Instances  are  on  record  of  hypnotic  suggestion  apparently  causing  a 
cure.  Try  to  nourish  the  patient.  Hot  or  cold  milk  given  with  lime- 
water  frequently  and  in  small  quantities  will  sometimes  be  retained. 
Beef  tea,  beef  peptonoids,  whites  of  eggs  beaten  with  brandy,  gruels, 
etc.,  give  a  variety  of  means  of  nourishment.  If  the  food  can  not  be 
retained  at  all  it  is  well  to  use  hypodermics  of  morphine  either  alone 
or  combined  with  atropine,  and  followed  in  thirty  minutes  by  the 
nourishment.  The  influence  of  the  opiate  will  quiet  the  reflex  activ- 
ity of  the  stomach  and  allow  digestive  and  assimilative  processes  to 
take  place.  Complete  rest  of  the  stomach  by  partial  or  complete 
rectal  feeding  is  a  method  to  be  utilized.  Malpositions  of  the  uterus 
should  be  corrected.  Copeman's  method  is  well  and  favorably  known. 
Any  lacerations  or  erosions  of  the  cervix  should  be  treated  secundum 
artem.  After  all  the  methods  of  treatment  enumerated  the  vomiting 
may  still  continue.  The  woman  is  emaciated,  pulse  frequent  and 
weak,  tongue  parched  and  brown,  urine  scanty  and  perhaps  albu- 
minous, sordes  on  lips  and  teeth,  disorders  of  the  special  senses,  de- 
lirious, horrible  eructations  of  gas  from  the  stomach,  vomiting  inces- 
santly, or  perhaps  there  is  a  cessation  of  the  emesis,  which  is  to  be 
looked  upon  with  suspicion,  as  it  is  many  times  the  forerunner  of 
death.  Ere  we  reach  this  fatal  stage,  and  while  the  woman  is  yet 
able  to  bear  the  ordeal,  an  abortion  should  be  produced.  This 
should  not  be  done  till  after  mature  deliberation,  and  with  the  advice 
of  other  practitioners.  Nature  sometimes  steps  in  and  takes  the 
responsibility  off  our  shoulders  ;  but  an  expectant  line  of  treatment 
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must  not  be  continued  too  long,  as  many,  many  fair  lives  have  been 
lost  by  this  same  expectancy. 

Constipation  frequently  and  diarrhoea  occasionally  complicate 
pregnancy.  The  latter  should  be  treated  on  the  usual  lines  with, 
perhaps,  some  anodyne  to  quiet  any  reflex  nervous  irritability  of  the 
intestines.  Constipation  intensifies  many  of  the  discomforts  of  this 
period.  Fluid  extract  of  cascara,  or  cascara  with  malt,  does  good 
work.  Care  should  be  taken  not  to  use  evacuants  that  act  by  an 
irritant  effect  on  the  intestinal  mucous  membrane,  or  that  produce  a 
congested  condition  of  the  pelvic  organs,  for  fear  of  a  possible  inter- 
ruption of  the  gestation.  If  the  urine  is  scanty  and  albuminous,  the 
salines  and  diaphoretics  are  indicated.  Varicose  veins  and  haemor- 
rhoids are  often  troublesome.  For  the  enlarged  veins  the  blood  pres- 
sure may  be  lowered  by  position  and  by  saline  laxatives  in  small 
quantities.  Equalized  pressure  by  means  of  elastic  bandages  should 
be  used.  Hot  stimulating  baths  are  exceedingly  grateful.  Nearly 
every  case  of  pregnancy  has  a  variable  amount  of  oedema  uncon- 
nected with  any  kidney  lesion,  ascertainable  either  by  the  aid  of  the 
usual  chemical  urinary  tests  or  by  the  microscope,  it  being  caused 
by  the  pressure  on  the  returning  venous  blood  currents.  The  slightest 
form  shows  itself  only  by  swelling  of  the  ankles  and  feet,  and  needs  no 
treatment.  If  the  oedema  involves  the  legs  and  vulva,  and  something 
seems  necessary  to  be  done,  tonics  should  be  administered,  one  of  the 
best  of  which  is  the  mistura  ferri  et  ammonii  acetatis,  or  Basham's 
mixture,  which  from  its  tonic  and  diaphoretic  properties  is  especially 
indicated.  Hot  applications  are  useful.  Saline  purges,  by  increasing 
the  hydrsemic  condition  of  the  blood,  increases  the  trouble.  If  the 
swelling  and  tension  is  so  intense  that  gangrene  of  the  skin  is  feared, 
puncture  may  be  made  with  antiseptic  precautions.  Premature  labor 
has  followed,  however,  in  so  many  instances  as  to  be  regarded  as 
rather  more  than  a  coincidence.  Caries  of  the  teeth  frequently 
make  rapid  progress  during  the  pregnant  state,  and  often  severe 
toothache  occurs  without  pathological  change  in  the  tooth,  which 
resists  medicinal  treatment.  Good  authorities  advocate  the  use 
of  phosphate  of  lime  as  a  preventive.  Dental  operations  are  not 
generally  considered  advisable.  Ptyalism  is  one  of  the  rarer  com- 
plications, and  often  terminates  only  with  the  completion  of  preg- 
nancy. It  may  be  of  a  purely  hysterical  nature.  Astringent 
mouth-washes,  with  belladonna  and  ergct  internally,  is  good  treat- 
ment. 

Heartburn  may  be  palliated  by  sodium  salicylate,  charcoal,  mag- 
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nesia,  aromatic  spirits  of  ammonia,  etc.  Limewater  taken  with  milk 
is  valuable. 

Pruritus,  either  local  or  general,  with  or  without  anatomical 
change  in  the  skin,  sometimes,  according  to  Barton  Cooke  Hirst,  is 
so  annoying  as  to  consider  the  advisability  of  inducing  an  abortion. 
Perfect  cleanliness,  vaginal  injections  of  boric-acid  solutions,  cloths 
saturated  in  a  carbolic-acid  solution  or  a  strong  hot  soda  solution 
and  applied  externally,  are  usually  very  grateful.  If  there  is  any 
lesion  of  the  cervix,  or  any  irritating  discharge,  it  should  be  treated. 
Cocaine  in  solution  affords  at  least  temporary  relief.  Neuralgic 
affections  are  common.  Prominently  in  this  list  we  find  the  trigemi- 
nus involved.  Liniments  of  various  kinds  may  palliate,  or  even  cure. 
Phenacetine,  acetanilide,  and  the  long  list  of  coal-tar  derivatives,  gel- 
semium,  cimicifuga,  hyoscyamus,  belladonna,  cannabis  indica,  and 
electricity  may  all  be  tried. 

If  there  are  distinct  inter-  or  remissions,  quinine  may  be  used  with 
a  good  hope  of  success.  Morphine  should  be  a  last  resort.  Many 
times  the  pain  only  ceases  with  the  end  of  gestation.  Insomnia  is 
usually  one  of  the  minor  discomforts,  but  its  long  continuance  places 
the  woman  in  a  condition  of  lowered  vitality  for  undergoing  the  pains 
of  labor.  We  should  see  that  she  is  in  a  proper  hygienic  state  and 
takes  plenty  of  fresh-air  exercise,  also  that  she  avoids  any  excitement 
or  worry.  The  use  of  stimulating  hot  sponge  baths,  followed  by  a 
brisk  rubbing  at  bedtime,  is  a  useful  and  simple  expedient.  Some  of 
the  milder  sleep-producers,  as  valerian,  camphor,  cannabis  indica,  etc., 
may  be  used.    Sulphonal  is  an  excellent  remedy. 

The  galvanic  current  through  the  head  is  of  great  service  many 
times.  Irritability  of  the  bladder  is  common,  and  often  is  not  severe 
enough  to  call  for  treatment.  Try  to  find  the  cause  of  the  trouble, 
which  may  consist  of  increased  acidity  or  alkalinity  of  the  urine,  or 
from  displacement  or  change  in  'position  of  the  uterus.  Nerve  seda- 
tives and  diuretics  are  indicated.  Psychical  alterations  in  pregnancy 
are  infrecment  compared  with  the  period  of  childbed  and  lactation. 
The  predominating  type  is  melancholia.  The  treatment  is  prophy- 
lactic and  tonic.  In  a  woman  who  is  strongly  neurotic  we  should 
especially  insist  on  cheerful  surroundings  and  pleasant  diversions, 
with  a  close  scrutiny  of  the  secretory  and  excretory  functions,  of  the 
economy.  An  anaemic  state  is  the  rule  in  these  cases,  therefore 
tonics  are  of  use. 
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ABDOMINAL  HYSTEROPEXY* 
By  Kenneth  N.  Fenwick,  M.  A.,  M.  D., 

Professor  of  Gynecology,  Queen's  University,  Kingston,  Ont. 

Next  to  pelvic  inflammation  there  is,  perhaps,  no  other  disease  that 
we  are  more  commonly  called  upon  to  treat  than  retrodisplacements. 

After  confinement  the  ligaments  are  lax,  the  uterus  heavy  and 
enlarged,  and  softer  than  when  in  a  healthy  condition,  so  that  should 
there  be  any  excessive  intra-abdominal  pressure,  or,  as  too  often  hap- 
pens, the  woman  may  be  kept  on  her  back  after  labor  and  perhaps  a 
large  pad  and  too  tight  abdominal  binder  applied,  the  condition  of 
retroversion  is  confirmed. 

Then,  again,  the  pressure  acting  on  the  anterior  instead  of  the 
posterior  surface  of  a  softened  uterus  may  cause  the  fundus  to  flex  on 
the  cervix,  and  we  have  retroflexion. 

There  almost  always  follows  from  this  condition  symptoms  of 
endometritis  and  pelvic  peritonitis,  constant  pain  in  the  back,  pain 
while  menstruating,  and  often  a  too  excessive  flow,  while  sterility  is 
pretty  certain  to  exist  ;  or  if  pregnancy  should  occur,  there  is  the 
almost  certainty  of  abortion. 

It  is  to  the  treatment  of  these  troublesome  cases  and  their  perma- 
nent relief  that  I  wish  to  draw  your  attention.  Most  of  the  authori- 
ties, except  those  of  the  last  year  or  two,  advise  that  these  cases 
should  be  treated  by  massage  to  loosen  adhesions  if  they  are  present, 
and  after  replacing  the  uterus  to  depend  on  the  artificial  support  of 
pessaries.  The  trouble  in  obtaining  an  instrument  that  will  properly 
retain  the  uterus  without  causing  pain,  the  tendency  to  irritation  and 
even  ulceration  from  pressure  or  want  of  cleanliness  while  wearing  a 
pessary,  besides  the  inconvenience,  have  called  for  some  way  of  re- 
taining the  uterus  in  its  normal  position  by  operative  means. 

The  two  operations  which  have  been  found  of  benefit  are  shorten- 
ing of  the  round  ligaments  and  abdominal  hysteropexy. 

The  former  operation  is  limited  to  those  cases  where  the  uterus  is 
freely  movable  and  where  there  are  no  adhesions  ;  but  the  difficulty 
in  finding  the  round  ligament;  the  chance  of  mistaking  something 
else  for  it ;  the  danger  of  tearing  the  ligament,  especially  when  in  ad- 
vancing age  it  has  undergone  fatty  degeneration;  and  lastly,  the 
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limited  experience  of  most  men — render  this  operation  of  very  infre- 
quent application. 

Baldy  says  :  "  It  is  a  question  whether  that  operation  alone  could 
afford  much  relief.  It  is  usually  preceded  and  followed  by  measures 
which  insure  its  success,  and  which  possibly  might  have  succeeded 
without  the  Alexander  operation.  Again,  the  operation  has  a  small 
rate  of  mortality  and  a  too  high  rate  of  failure.  It  occupies  a  posi- 
tion between  plastic  work,  which  has  failed  in  its  purpose,  and  cceliot- 
omy."  It  is  limited  to  those  cases  where  there  are  "  no  adhesions, 
no  endometritis,  and  no  tubal  or  ovarian  disease ;  but  the  uterus 
maintains  a  retroposition,  which  still  gives  rise  to  symptoms.  These, 
and  only  these,  are  the  cases  for  Alexander's  operation.  They  must 
be  exceedingly  rare,  for  if  a  retroposed  uterus  is  put  into  a  healthy 
condition,  the  pelvic  flow  restored,  and  the  organ  supported  for  some 
months,  its  ligaments  will  regain  their  tone  and  require  no  shorten- 
ing." 

Several  attempts  have  been  made  to  fasten  the  uterus  to  the  va- 
gina, or,  as  the  operation  is  called,  colpohysteropexy  ;  but  they  are  all 
open  to  the  objection  of  acting  on  the  fundus  and  fixing  the  uterus  to 
tissues  that  are  movable  and  extensible. 

The  other  operation,  then,  or  abdominal  hysteropexy,  presents  a 
means  of  retaining  the  uterus  permanently  in  a  natural  position,  re- 
lieving the  painful  symptoms  due  to  and  kept  up  by  the  displacement, 
and  often  curing  the  dysmenorrhcea  and  sterility  which  so  urgently 
call  for  relief. 

Like  many  other  surgical  procedures,  this  operation  was  suggested 
by  accident,  for  so  long  ago  as  1869,  in  a  case  of  retroflexion  causing 
symptoms  of  intestinal  obstruction,  Kceberle  opened  the  abdomen  and 
removed  a  healthy  ovary,  suturing  the  pedicle  to  the  lower  part  of  the 
wound  and  thus  curing  the  displacement.  Between  this  time  and 
1880  several  cases  of  a  somewhat  similar  kind  were  recorded  by 
Schroder,  Lawson  Tait,  and  Hennig. 

Shortly  after  this  Olshausen  recorded  an  original  method,  and  this 
has  been  variously  improved  upon  by  Czerny,  Klotz,  and  Howard 
Kelly. 

The  latter  has  recently  published  an  account  of  forty-five  cases 
without  a  single  death,  and  showing  remarkably  good  results. 

The  operation  as  now  perfected  is  done  as  follows  :  The  pubis  is 
shaved  and  the  abdominal  wall  thoroughly  prepared  by  washing  and 
antisepsis.  The  Trendelenburg  posture  is  preferable.  An  incision 
scarcely  more  than  two  inches  in  length  is  made  through  the  skin  and 
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sheath  of  the  rectus,  the  muscle  being  separated  by  the  fingers  ;  the 
peritoneum  is  exposed  and  incised  between  catch  forceps  A  stitch 
is  then  taken  on  each  side  of  the  wound,  fastening  the  peritoneum  to 
the  skin,  thus  facilitating  the  next  step  in  the  operation  and  prevent- 
ing subsequent  invagination  of  the  peritoneum.  The  uterus  is  lifted 
up,  freed  from  adhesions,  if  present,  and  held  in  an  antefiexed  posi- 
tion while  the  ovaries  and  tubes  are  examined,  and,  if  diseased,  they 
are  treated  according  to  the  condition  found.  A  curved  needle 
armed  with  silkworm  gut  is  passed  under  and  through  the  peritoneum 
and  subperitoneal  tissue,  transverse  to  the  incision,  about  half  an 
inch  away  from  its  edge  and  close  to  the  symphysis  pubis.  It  is 
then  passed  through  the  posterior  surface  of  the  uterus,  just  below 
the  fundus,  taking  in  a  layer  of  tissue  half  an  inch  in  width  and  about 
an  eighth  of  an  inch  in  thickness.  The  suture  is  then  passed  through 
the  other  side  of  the  incision.  Another  suture  is  passed  about  a 
quarter  of  an  inch  lower  down  on  the  posterior  uterine  tissue  ;  the 
uterine  surface  which  is  to  be  approximated  to  the  peritoneal  surface 
is  gently  scarified ;  the  sutures  are  tied  and  cut  short. 

The  abdominal  wound  is  then  closed  either  by  continuous  catgut 
sutures,  taking  up  each  layer  separately,  or  by  silkworm  gut  through 
all  the  tissues  together. 

Antiseptic  dressings  and  a  binder  are  applied.  There  is  usually 
very  little  bleeding  from  the  uterine  sutures,  and  the  operation  is 
hardly  any  more  dangerous  than  an  uncomplicated  cceliotomy. 

It  is  not  necessary  to  use  a  Hodge  pessary  afterward,  nor  to  tam- 
pon the  vagina.  Sanger,  Routier,  and  Kelly  have  all  recorded  cases 
where  abdominal  hysteropexy  has  been  performed  that  afterward  be- 
came pregnant  and  were  safely  delivered  without  damage  to  the  sup- 
porting adhesions. 

This  operation,  then,  seems  to  meet  the  indications  for  a  procedure 
which  will  relieve  those  cases  of  otherwise  incurable  retroflexion,  and 
where  the  intensity  of  the  symptoms  demand  some  means  of  perma- 
nent relief. 
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SURGICAL  TREATMENT  OF  UTERINE  NEOPLASMS. 
By  J.  C.  Irish,  M.  D.,  Lowell,  Mass. 

Passing  hastily  in  review  the  progress  that  has  been  made  in  the 
radical  treatment  of  uterine  tumors,  both  benign  and  malignant,  we 
find  ourselves  recalling  the  history  of  abdominal  surgery  mainly  for 
the  last  decade.  It  is  true  that  before  this  time  a  few  abdominal 
surgeons  would  now  and  then  remove  an  immense  uterine  myoma  in 
some  desperate  case  in  which  there  was  no  alternative.  The  fatality 
of  these  operations  was  necessarily  great  ;  they  were  done  in  too 
advanced  a  stage  of  the  disease,  when  time  had  surrounded  the 
growth  with  every  possible  complication.  They  were  also  efforts  in 
establishing  an  operation  that  will  always  be  formidable  and  often 
difficult  to  do. 

Therefore,  at  that  time,  ten  years  ago,  with  a  fatality  approaching 
fifty  per  cent.,  hysterectomy  received  very  little  favor  or  encourage- 
ment from  the  profession  at  large.  But  since  this  prehistoric  period 
of  the  operation,  if  I  may  so  call  it,  abdominal  hysterectomy  has  been 
applied  to  a  larger  range  of  cases  of  uterine  fibroids  and  has  been 
done  earlier.  The  technique  of  the  operation  also  has  been  con- 
stantly improved.  For  these  reasons  the  marvelous  result  was  at- 
tained of  reducing  the  necessary  fatality  of  supravaginal  hysterec- 
tomy in  six  years,  or  up  to  1890,  from  fifty  to  ten  per  cent.  While 
the  radical  treatment  of  benign  uterine  neoplasms  was  thus  rapidly 
advancing  and  replacing  varied  and  useless  palliative  measures, 
another  method  of  removing  the  uterus,  directed  to  the  cure  of  can- 
cer at  the  neck,  was  added.  Vaginal  hysterectomy  in  comparison 
with  the  supravaginal  encountered  at  first  very  little  opposition.  In 
fact,  as  soon  as  experience  and  practice  in  removing  the  uterus  by 
the  vagina  had  cleared  away-  the  many  difficulties  that  beset  the  early 
operations,  and  perfected  a  technique  at  once  uniform  and  practica- 
ble, the  operation  was  welcomed  as  one  of  great  promise,  which  it  has 
since  partially  fulfilled.  Vaginal  hysterectomy,  that  has  done  so 
much  already,  and  in  the  future  will  do  so  much  more,  in  saving 
women  from  an  absolutely  fatal  disease,  had  also  to  a  certain  extent 
its  period  of  failure  and  disaster.  The  reason  for  this  is  at  once  ap- 
parent. The  only  surgical  treatment  of  cancer  in  this  locality  that 
had  before  been  attempted  was  amputation  of  the  cervix  more  or 
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less  high,  which  had  been  so  dismal  a  failure  that  the  new  operation 
was  eagerly  welcomed  by  both  surgeon  and  patient.  Consequently 
most  cases  of  cancer  of  the  cervix  that  came  along  were  operated 
upon  without  much  regard  as  to  the  extent  of  the  disease.  Really, 
the  many  disasters  and  the  very  considerable  fatality  of  these  first 
hysterectomies  were  mainly  due  not  so  much  to  a  technique  not  yet 
perfected  as  to  the  fact  that  in  many  cases  the  disease  had  involved 
surrounding  structures  or  was  complicated  by  tumors  of  the  body  of 
the  uterus  or  ovaries.  But  as  experience  has  gradually  taught  us  to 
avoid  operation  as  hopeless  in  cases  of  advanced  disease,  where  the 
vagina  and  broad  ligaments  are  involved,  and  to  substitute  another 
operation  where  other  complications  exist,  the  immediate  death-rate 
of  the  operation  has  descended  to  probably  less  than  five  per  cent. 

Thus,  one  of  the  two  surgical  resources  at  our  command  for  the 
treatment  of  malignant  neoplasms  at  the  neck  of  the  uterus  is  being 
constantly  more  and  more  restricted  in  its  application,  while,  in  sharp 
contrast,  our  operation  for  the  treatment  of  benign  neoplasms — name- 
ly, supravaginal  hysterectomy — is  being  resorted  to  in  a  constantly  en- 
larging class  of  cases. 

Following  still  further  the  history  of  our  progress  in  the  surgical 
treatment  of  these  growths  of  the  uterus,  we  have  next  to  mention 
not  an  operation,  but  an  appliance,  and  that  is  the  Trendelenburg 
table.  This  came  into  general  use  only  about  two  years  ago,  and  its 
introduction  marks  an  epoch  of  progress  in  abdominal  surgery  more 
important,  possibly,  than  any  single  operation  that  has  recently  been 
devised.  At  first  thought  it  would  hardly  seem  that  the  position  of 
the  patient  on  whom  we  were  operating  would  be  a  matter  of  very 
vital  consequence  ;  one  would  think  that  we  could  almost  as  well 
remove  these  tumors  in  the  pelvis  in  a  horizontal  position  as  in  the 
inclined  one  of  the  Trendelenburg  posture. 

But,  as  a  matter  of  fact,  with  a  fairly  long  abdominal  incision, 
which  can  be  extended  to  the  pubis,  because  the  bladder  recedes  from 
the  anterior  surface  of  the  abdomen,  and  with  a  broad  retractor  sepa- 
rating widely  the  recti  muscles,  and  with  the  intestines  out  of  the  way 
in  the  large  abdominal  cavity,  the  entire  contents  of  the  pelvis  are 
within  our  view  and  reach.  Dr.  Sutton  says  :  "  Two  years  of  experi- 
ence with  this  posture  have  taught  me  that  there  is  scarcely  a  limit  to 
the  possibilities  of  intrapelvic  surgery."  And  this  is  absolutely  true 
of  that  form  of  pelvic  surgery  that  comes  within  the  limits  of  our  pres- 
ent subject.  The  great  operation  of  complete  abdominal  hysterec- 
tomy is  indebted  practically  for  its  existence  and  entirely  for  its  use- 
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fulness  to  this  posture.  This  is  our  only  resource  in  dealing  with 
malignant  neoplasms  of  the  uterine  body,  as  well  as  certain  forms  of 
benign  tumors  which  remain  to  be  considered. 

The  general  impression  prevails  that  cancer  of  the  body  of  the 
uterus  is  an  extremely  rare  disease.  My  own  experience,  however, 
for  the  past  three  or  four  years,  leads  me  to  an  entirely  different  con- 
clusion. While  not  as  common  as  cancer  of  the  cervix  or  breast,  still 
I  believe  that  it  occurs  as  frequently  as  does  cancer  of  the  pylorus 
or  omentum.  I  have  seen  within  the  last  year  at  least  six  examples. 
This  error  has  arisen  doubtless  from  the  great  difficulties  of  diagno- 
sis that  necessarily  attend  the  inaccessible  position  of  the  neoplasm. 
Cancer  of  the  endometrium,  however,  is  easily  diagnosticated,  and  is 
not  a  rare  affection.  The  patient  first  suffers  from  haemorrhage.  By 
dilatation  and  curettement  we  bring  from  the  uterus  granular  masses 
whose  malignant  or  benign  character  the  microscopist  can  readily 
determine.  Therefore,  in  one  form  of  malignant  disease  of  the  uter- 
ine body,  we  can  readily  make  our  diagnosis  and  act  with  that 
promptitude  that  is  always  so  essential  in  these  cases.  / 

The  diagnosis  of  cancer  involving  the  general  structure  of  the 
uterine  body  can  be  discussed  more  properly  in  connection  with  the 
consideration  of  myomata. 

Now,  summarizing  the  surgical  means  at  our  command  for  the 
treatment  of  malignant  neoplasms  of  the  uterus,  whether  the  neck  or 
body,  or  both,  we  are  confined  simply  to  two  great  operations — vagi- 
nal or  complete  abdominal  hysterectomy.  You  will  all  agree  with 
me,  I  think,  that  any  surgical  procedure  short  of  the  two  radical  ones 
I  have  proposed  is  perfectly  useless,  and  that  every  cancer  of  the 
uterus  should  be  removed  when  it  can  be  done.  We  have  left  to  con- 
sider, therefore,  under  this  branch  of  my  subject  simply  the  following 
questions  :  In  what  cases  we  should  attempt  the  operation  ;  what 
results,  both  immediate  and  remote,  we  may  hope  to  obtain  ;  and  in 
what  circumstances  the  one  or  the  other  operation  is  indicated. 

Whenever  the  disease  is  entirely  confined  to  the  uterus  the  latter 
can  always  be  removed.  Sometimes,  with  cancer  at  the  os,  it  is  im- 
possible to  determine  before  the  operation  whether  the  infection  has 
extended  to  the  lower  portion  of  the  broad  ligaments.  Under  these 
circumstances  vaginal  hysterectomy  becomes  difficult  and  dangerous, 
on  account  of  the  ureters,  and  occasionally  impossible.  When  the 
anterior  vagina  is  even  slightly  involved  the  operation  again  is  diffi- 
cult, and  invasion  of  the  bladder  is  extremely  probable  if  we  remove 
the  entire  disease.    A  more  extensive  infection  of  the  posterior  por- 
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tion  of  the  vagina  does  not  positively  contra-indicate  the  operation  ; 
but  again  the  proximity  of  the  rectum  is,  at  best,  a  very  disturbing 
condition.  But  in  all  these  cases  of  cancer  at  the  mouth  the  fact 
that  the  vagina  or  broad  ligaments  have  become  secondarily  infil- 
trated is  an  unerring  indication  of  either  the  long  existence  of  the 
disease  or  of  a  very  great  malignancy.  It  shows,  too,  that  the  local 
disease  has  gone  a  long  way  toward  a  general  constitutional  infection. 
The  after-history  of  cases  of  this  kind  that  have  been  operated  upon 
abundantly  sustains  this  view.  They  furnished  the  principal  exam- 
ples that  were  formerly  so  frequently  quoted  to  the  discredit  of  the 
operation. 

In  these  instances,  even  if  vaginal  hysterectomy  has  been  per- 
formed successfully  and  without  accident,  recurrence  of  the  disease 
is  so  rapid,  as  a  rule,  that  we  do  our  patient  very  little  good.  There- 
fore I  would  restrict  vaginal  hysterectomy  entirely  to  those  examples 
of  cancer  where  the  neck  alone  is  involved,  and  where  the  operation 
can  be  done  very  early  in  the  course  of  the  disease. 

I  am  well  aware  that  I  have  laid  down  an  arbitrary  rule,  and  that 
there  are  several  instances  in  which  vaginal  hysterectomy  has  been 
done  where  the  disease  had  extended  much  beyond  the  limits  I  have 
indicated,  with  the  permanent  cure  of  the  patient.  But,  on  the  other 
hand,  for  every  one  of  these  examples  there  are  ten  where  these  re- 
strictions have  been  disregarded  to  the  harm  of  the  patient  and  the 
discredit  of  the  operation. 

In  cancer  of  the  body  of  the  uterus  we  have  one  single  recourse — 
complete  abdominal  hysterectomy.  What  are  its  indications  and 
limitations  ? 

In  malignant  disease  of  the  endometrium,  the  diagnosis  having 
been  established  in  the  manner  already  suggested,  the  indication  for 
hysterectomy  is  unquestionable,  and  is  followed  by  permanent  cure  in 
a  majority  of  cases.  When  there  is  a  malignant  growth  confined  to 
the  body  of  the  uterus,  and  also  other  tumors  under  the  broad  liga- 
ment or  in  the  ovary,  the  mass  of  them  being  fairly  movable,  the 
operation,  or  at  least  an  exploratory  incision,  should  be  made. 

Any  one  of  the  following  conditions  seems  to  me  a  sufficient  con- 
tra-indication  to  any  attempt  at  removal  : 

A  marked  decline  of  the  general  health,  with  great  deterioration 
not  due  to  haemorrhage ;  enlarged  glands  in  the  groin,  or  an  immova- 
ble cancerous  mass  nearly  or  quite  filling  the  pelvis. 

I  fully  realize  that  there  is  much  of  detail  and  precision  lacking  in 
these  directions  if  we  were  to  rely  upon  them  entirely  for  the  separa- 
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tion  of  the  operable  from  the  non-operable  cases.  Again,  the  many 
and  varying  conditions  outside  of  all  rules  that  individual  patients 
will  present  will  give  us  many  instances  of  doubt  as  to  whether  an 
operation  is  advisable  or  not.  Under  these  circumstances  an  ex- 
ploratory incision — a  procedure  of  slight  danger  with  the  hope  that  it 
may  end  in  a  complete  operation — should  be  made. 

We  have  now  to  consider  the  results  we  may  claim  for  our  two 
operations — vaginal  and  abdominal  hysterectomy.  Statistics  furnish 
us  only  an  approximate  means  of  estimating  the  present  death-rate  of 
vaginal  hysterectomy,  for  if  we  were  to  rely  upon  the  reports  of  differ- 
ent operators  of  their  cases,  the  aggregate  would  certainly  give  a 
higher  percentage  of  fatality  than  actually  belongs  to  the  operation, 
because  these  various  lists  contain  the  earlier  work  of  the  different 
men.  Boldt  reports  forty-four  cases  of  vaginal  hysterectomy  with  an 
immediate  mortality  of  six — 8l/IOO  per  cent.  He  reports,  however,  in 
1892,  twelve  cases  with  no  death  ;  Price,  of  Philadelphia,  reports  his 
mortality  as  below  five  per  cent.  ;  Montgomery  reports  twenty-four 
cases  with  one  death  ;  Byford,  thirty-seven  cases  with  one  death. 
My  personal  experience  is  comparatively  small  and  recent— much  too 
small  to  be  of  value  statistically  in  estimating  the  death-rate  of  the 
operation.  I  have  done  vaginal  hysterectomy  eighteen  times  with  no 
immediate  fatality. 

One  patient,  however,  died  six  weeks  after  the  operation  and 
probably  in  consequence  of  it.  There  was  left  a  fistulous  opening 
into  both  bladder  and  rectum,  and  death  was  from  exhaustion.  The 
loss  of  this  case,  therefore,  although  occurring  after  six  weeks,  was 
fairly  chargeable  to  the  Operation. 

My  cases  of  vaginal  hysterectomy,  aside  from  their  small  number, 
are  at  fault  for  the  purposes  of  this  discussion,  because  eight  of  them 
were  done,  not  for  cancer,  but  for  complete  prolapse. 

Of  our  other  operation — complete  abdominal  hysterectomy — the 
precise  results  can  only  be  approximately  estimated.  You  will  recall 
that  this  operation  is  absolutely  dependent  for  its  existence  upon  the 
Trendelenburg  posture,  and  that  the  latter  has  been  in  general  use 
for  only  about  two  years.  Therefore  complete  abdominal  hysterec- 
tomy has  been  done  only  a  comparatively  few  times.  We  are  there- 
fore still  unable  to  speak  with  precision  as  to  its  direct  mortality,  but 
from  what  has  been  done  we  may  safely  say  that  it  is  about  as  suc- 
cessful as  supravaginal  hysterectomy — that  is,  that  the  inevitable  per- 
centage of  mortality  is  not  more  than  ten  per  cent. 

Hence  in  the  treatment  of  malignant  neoplasms  of  the  uterus  we 


Surgical  Treatment  of  Uterine  Neoplasms. 


653 


have  two  operations  of  choice  :  one  with  an  immediate  fatality  of 
five  per  cent. — if  my  estimates  be  accepted — and  the  other  a  fatality 
of  ten  per  cent.  ;  each  a  means  of  treatment  that  abdominal  surgery 
of  the  last  ten  years  has  put  into  our  hands.  And  when  we  remember 
that  so  short  a  time  ago,  in  the  presence  of  uterine  cancer,  even  in  its 
commencement,  we  were  completely  helpless,  we  can  not  yet  fully 
realize  the  great  promise  of  these  additions  to  our  surgical  resources. 
The  remote  results  of  ablation  of  the  cancerous  uterus,  in  one  way,  at 
least,  are  very  gratifying.  No  unpleasant  sequelae  of  the  operation 
are  left.  Our  patients  entirely  recover  and  suffer  no  serious  incon- 
venience from  having  submitted  to  the  operation. 

When  we  come  to  inquire  into  the  question  of  the  recurrence  of 
the  disease,  we  open  up  a  sad  chapter  of  surgical  history.  Taken  as 
a  whole,  the  after-history  of  vaginal  hysterectomy  would  indicate 
fewer  permanent  cures  and  an  earlier  return  of  the  disease  than  fol- 
lows excision  of  the  cancerous  breast.  This  bad  showing  is  not  at 
all  an  inherent  failure  of  the  operation,  but  is  due  to  the  error  of 
operating  on  many  cases  past  all  hope  of  surgical  aid.  Again,  in 
many  instances,  the  operation  is  done  for  more  advanced  disease  than 
is  now  the  case  in  amputation  of  the  breast. 

Really,  removal  of  the  uterus  for  malignant  neoplasms  by  either 
method  that  has  been  described  should  give  a  better  percentage  of 
cures  than  operations  for  cancer  in  most  other  parts  of  the  body. 
The  uterus  and  its  annexaa  are  so  much  isolated  from  the  rest  of  the 
organism  that  malignant  germs  are  disseminated  slowly,  as  a  rule  ; 
and  when  we  come  to  operate  we  can  go  very  wide  of  the  disease. 
It  is  simply  a  question  of  early  operation.  The  specialist,  therefore, 
appeals  to  the  physician  to  aid  him  in  securing  for  vaginal  and 
abdominal  hysterectomy  the  fullest  measure  of  success  of  which  they 
are  capable. 

If  I  may  be  permitted  to  step  aside  from  my  subject  one  moment, 
I  will  give  two  suggestions  as  to  diagnosis.  However  trite  they  may 
seem,  they  are  still  very  important.  Whenever  there  is  found  at  the 
os  an  ulcer,  or  a  hard,  irregular  nodule,  a  section  should  immediately 
be  sent  to  the  microscopist.  When  a  patient  in  middle  life  suffers 
from  menorrhagia,  or  especially  from  metrorrhagia,  investigate  the 
case  at  once.  This  symptom  always  indicates  a  departure  of  the 
uterus  from  a  normal  condition,  and  frequently  the  advent  of  malig- 
nancy. Unfortunately,  many  women  are  living  in  a  "fool's  paradise," 
in  the  belief  that  this  haemorrhage  is  a  natural  attendant  on  the 
approaching  menopause. 
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The  choice  between  vaginal  and  abdominal  hysterectomy  for  re- 
moval of  cancer  at  the  mouth  of  the  uterus  will  be  largely  a  matter  of 
preference  with  different  operators.  In  the  hands  of  one  man  the 
former  operation  will  give  the  better  results,  while  to  one  who  has 
had  much  experience  in  abdominal  work  the  latter  operation  will  be 
more  satisfactory.  For  myself,  in  all  cases  where  the  vagina  is  nar- 
row, or  the  uterus  high  up  in  the  pelvis,  and  not  very  movable,  or 
where  there  is  any  suspicion  of  involvement  of  the  broad  ligaments 
or  other  complications,  I  prefer  the  abdominal  operation.  I  simply 
reserve  vaginal  hysterectomy  for  those  cases  in  which  the  vagina  is 
very  roomy  and  where  the  uterus  can  be  brought  well  down  to  the 
vulva.  During  the  past  six  months  I  have  done  complete  abdominal 
hysterectomy  four  times  for  cancer  at  the  mouth,  and  vaginal  hyster- 
ectomy three  times.  The  abdominal  operations  were  not  so  difficult 
for  me  as  the  vaginal  were.  The  convalescence  of  the  four  patients 
in  which  the  abdominal  operation  was  done  was  more  rapid  and 
uncomplicated  than  is  usually  the  case  in  removal  of  the  uterus  by 
the  vagina. 

This  paper  has  already  occupied  so  much  of  the  time  which  the 
courtesy  of  this  Society  can  give  to  it  that  the  discussion  of  the  treat- 
ment of  benign  neoplasms  must  be  very  brief  and  imperfect. 

At  this  moment,  using  the  words  of  Dr.  Boldt,  the  treatment  of 
uterine  myomata  is  in  an  experimental  stage  ;  and  this  utterance  is 
truer  to-day  than  it  would  have  been  three  or  four  years  ago,  for  our 
resources  then  consisted  practically  of  a  multitude  of  palliative  and 
semi-surgical  procedures  and  the  one  radical  operation — supravaginal 
hysterectomy — while  to-day  we  have  discarded  some  of  our  palliative 
measures  and  are  employing  the  others  much  less  than  formerly.  On 
the  other  hand,  we  still  have  our  first  operation,  supravaginal  hyster- 
ectomy, with  the  pedicle  fastened  in  the  lower  part  of  the  wound, 
extraperitoneally,  and  several  other  operations  that  have  been  re- 
cently introduced  ;  or  rather,  perhaps,  speaking  more  correctly, 
modifications  of  the  old  supravaginal  operation. 

First,  fixation  of  the  pedicle  below  the  abdominal  wound,  but  still 
outside  of  the  peritonaeum  (Kelley). 

Second,  Byford's  method  of  making  an  incision  through  the  vagina 
in  front,  beneath  the  bladder,  and  turning  the  pedicle  down  through 
that  incision. 

Baer's  method,  or  rather  the  one  with  which  Dr.  Baer's  name  is 
especially  identified — ligatingthe  broad  ligaments  and  uterine  arteries, 
and  leaving  the  pedicle  within  the  abdomen  without  any  constriction. 
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He  depends,  of  course,  upon  ligature  of  the  uterine  arteries  to  suffi- 
ciently control  all  haemorrhage. 

I  simply  refer  to  these  several  modifications,  because  so  far,  in  the 
skillful  hands  of  their  advocates,  they  have  already  given  excellent 
results.  They  also  obviate  two  great  defects  of  the  extraperitoneal 
treatment  of  the  pedicle — namely,  the  long  convalescence  and  the 
danger  of  subsequent  hernia. 

Some  one  of  them  indeed  may,  in  the  future,  become  the  operation 
that  will  entirely  supersede  the  old  one.  For  myself,  I  prefer  com- 
plete abdominal  hysterectomy  rather  than  any  of  these  modified 
operations  I  have  mentioned.  I  have  had  considerable  experience 
with  the  latter,  and  the  results  have  been  so  satisfactory,  and  the 
technique  has  seemed  to  me  so  simple  in  comparison  with  the  pro- 
cedures mentioned,  that  I  shall  continue  to  substitute  this  operation 
in  place  of  the  original  one  under  certain  conditions.  Therefore  at 
this  time,  for  the  radical  treatment  of  uterine  fibroids,  my  own  surgical 
resources  consist  of  supravaginal  hysterectomy  with  the  pedicle  out- 
side, and  complete  abdominal  hysterectomy. 

Calling  your  attention  for  a  moment  to  the  palliative  methods  of 
treatment  for  uterine  myomata,  probably  the  most  valuable  is  curet- 
tage for  the  relief  of  haemorrhage — a  single  one  of  the  many  evils  that 
this  neoplasm  inflicts  upon  its  possessor.  This  procedure  fails  in  a 
majority  of  cases  precisely  as  does  electrolysis,  and  for  the  same  rea- 
son. Neither  the  sound  attached  to  the  battery  nor  the  curette  in 
the  surgeon's  hands  can  reach  the  whole  diseased  endometrium  in 
the  tortuous  uterine  canal.  In  every  other  respect  electricity,  after  a 
trial  of  seven  years,  has  disappointed  the  great  expectations  of  its 
advocates. 

Removal  of  tubes  and  ovaries  as  a  treatment  of  fibroids  I  have 
now  entirely  discarded.  The  operation  does  not  always  arrest  haem- 
orrhage or  stop  the  growth  of  these  tumors,  nor  does  it  prevent  the 
malignant  degeneration  to  which  they  are  liable,  while,  on  the 
other  hand,  the  operation  is  almost  as  difficult  and  dangerous  as 
hysterectomy  is  at  the  present  time. 

Dr.  Martin,  of  Chicago,  has  recently  introduced  as  a  palliative 
operation  ligation  of  the  uterine  arteries  through  the  vagina.  The 
value  of  this  operation  is  still  for  the  future  to  determine.  But  in  the 
future  treatment  of  uterine  neoplasms  I  believe  that  palliatives  will 
have  a  small  place.    Palliative  treatment  belongs  to  incurable  diseases. 

The  addition  of  complete  abdominal  hysterectomy  renders  the 
means  at  our  command  for  the  removal  of  uterine  myomata  well-nigh 
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perfect.  Practically  there  are  no  longer  any  cases  in  which  the  opera- 
tion is  impossible.  The  future,  therefore,  in  this  direction  has  for  us 
no  advance  except  in  details  of  operation.  Complete  abdominal 
hysterectomy  is  especially  indicated  in  those  cases  of  small  fibroids 
extending  under  the  broad  ligaments  or  growing  from  the  lower  seg- 
ment of  the  body  of  the  uterus  or  neck,  and  packed  deeply  within  the 
pelvis.  It  is  precisely  in  this  class  of  tumors  that  supravaginal 
hysterectomy  has  been  very  difficult  to  do,  and  frequently  impossible. 
This  operation  should  be  selected  also  in  other  instances,  in  which, 
from  thickness  of  the  abdominal  walls  or  rigidity  of  the  pelvic  floor, 
it  is  difficult  to  bring  the  pedicle  out  at  the  lower  angle  of  the  wound. 
On  the  other  hand,  in  those  instances  of  delayed  operation — which,  let 
us  hope,  will  become  rapidly  less  and  less — where  the  patient's  strength 
has  been  seriously  exhausted  by  haemorrhage,  the  size  and  pressure 
of  the  tumor  or  septic  infection  of  a  degenerating  myOma,  supravagi- 
nal hysterectomy  will  be  the  operation  of  choice.  Under  these  cir- 
cumstances the  length  of  time  that  the  operation  occupies  is  a  very 
important  factor  in  the  result,  and  our  old  operation  can  be  done  much 
more  rapidly  and  easily  than  the  new.  In  ordinary  cases  we  may 
choose  at  will  the  one  or  the  other.  The  advantage  of  supravaginal 
hysterectomy  is  its  great  simplicity  ;  the  advantages  of  abdominal 
hysterectomy  are  the  shorter  convalescence  and  diminished  danger  of 
subsequent  hernia. 

Finally,  what  are  the  indications  for  hysterectomy  in  the  treat- 
ment of  uterine  myomata  ?  Not  long  since,  the  existing  or  prospec- 
tive large  size  of  the  tumor  was  the  main  indication  for  removal  that 
was  recognized.  The  logical  deduction  from  the  teaching  that  these 
neoplasms  were  benign,  and  always  remained  so,  would  be,  that  they 
could  do  no  harm,  except  from  their  size  or  their  direction  of  growth. 
The  attendant  accident  of  hsemorrhage  was  simply  a  symptom  to  be 
treated  by  palliatives.  But  latterly  more  careful  and  long-continued 
observations  of  the  clinical  histories  of  myomata  in  large  numbers 
have  corrected  many  errors  and  given  us  new  data  from  which  to 
formulate  our  rules  of  treatment.  Only  a  very  small  proportion  ever 
reach  a  size  sufficient  to  make  them  dangerous  to  the  life  of  the 
patient. 

Secondly,  we  are  not  dealing  with  a  self-limited  disease — limited 
by  the  menopause,  as  has  been  so  generally  taught.  On  the  contrary, 
the  approach  of  the  climacteric,  instead  of  affording  relief  to  patients 
with  myomata,  is  really  the  most  dangerous  period  in  their  lives.  A 
record  of  ninety-four  cases  of  uterine  fibroids  shows  that  forty-three 
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of  them  developed  dangerous  and  formidable  symptoms  in  patients 
between  the  ages  of  forty-two  and  fifty.  But  the  greatest  danger  with 
which  they  are  attended  comes  from  their  liability  to  various  retro- 
grade changes,  among  which  may  be  mentioned  calcareous,  necrotic, 
pus-forming,  cystic,  and  malignant  degenerations,  the  latter  the  most 
important  because  the  most  frequent  and  insidious  of  all.  Out  of 
one  hundred  and  ninety-six  cases,  in  thirty-eight,  Martin,  of  Germany, 
found  changes  in  the  tumor  which,  he  said,  certainly  represented  the 
opposite  of  that  which  could  be  called  benign.  Another  danger  comes 
from  pus-tubes  and  tumors  of  the  ovary,  with  which  they  are  often 
attended.  When  these  complications  occur  they  are  fully  as  danger- 
ous as  are  pus-tubes  and  ovarian  cysts  in  other  patients  that  have  no 
fibroids. 

From  these  few  facts  we  may  at  once  infer  that  any  rule  as  to 
operation  based  on  the  theory  that  we  are  dealing  with  benign  and 
consequently  harmless  growths  can  be  nothing  else  than  an  incorrect 
and  dangerous  one.  Again,  small  fibroids  are  quite  as  likely  to  be- 
come malignant  as  the  large  ones,  and  when  they  involve  the  body  of 
the  uterus  we  can  only  make  a  probable  diagnosis  as  to  their  malig- 
nancy. In  fact,  it  is  impossible  to  determine  with  any  precision 
whether  these  small  outgrowths  from  the  uterus  were  fibroid  in  the 
beginning  or  cancerous;  or  whether  or  not,  beginning  as  fibroids, 
they  have  degenerated  into  cancer.  The  clinical  history  and  general 
aspect  of  the  patient  will  afford  us  some  diagnostic  aid.  If  she  is 
pale,  cachectic,  debilitated,  and  progressively  losing  in  strength  and 
weight,  malignancy  of  the  tumor  may  certainly  be  suspected.  Still, 
other  forms  of  degeneration  often  produce  a  similar  train  of  symp- 
toms. At  any  rate,  the  indications  for  removal  of  the  tumor  are 
urgent,  whatever  its  pathological  character.  Remove  the  growth  first, 
and  make  the  diagnosis  afterward.  Whenever  the  general  health  of 
a  patient  by  reason  of  a  uterine  neoplasm  descends  greatly  from  the 
normal  standard,  she  is  ever  afterward  an  invalid  until  the  abnormal 
growth  is  removed. 

It  is  undoubtedly  true  that  many  myomata  produce  no  symptoms. 
There  are  no  means  of  knowing  how  frequent  such  cases  are,  but  we 
may,  however,  dismiss  them  as  of  little  interest  in  the  present  con- 
nection, for  there  would  be  no  question  in  such  instances  of  an  opera- 
tion. But  whenever  a  uterine  myoma,  large  or  small,  begins  to  impair 
the  general  health,  or  produces  pain  enough  to  seriously  demand  re- 
lief, I  would  advise  hysterectomy  as  our  only  means  of  cure.  The 
operation,  with  its  present  death-rate  of  ten  percent.,  is  less  fatal  than 
43 
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the  disease,  while  in  nine  cases  out  of  ten  it  brings  perfect  health  in 
place  of  chronic  and  hopeless  invalidism. 

In  short,  with  the  exception  above  noted,  I  would  apply  to  uterine 
fibroids  the  general  surgical  rule  that  Mr.  Bland  Sutton  has  well  indi- 
cated in  the  following  words  :  "  It  is  a  noteworthy  fact  that  most 
pathologists,  who  have  taken  comprehensive  views  of  tumor  forma- 
tion and  have  made  it  a  serious  and  prolonged  study,  are  of  opinion 
that  tumors,  innocent  and  malignant,  are  in  the  beginning  local 
troubles,  and  that  the  safest  and  most  effectual  method  of  dealing 
with  them  may  be  expressed  in  one  short  sentence  :  Thorough  re- 
moval of  the  tumor,  whenever  this  is  possible,  at  the  earliest  possible 
moment." 


A  CASE  OF   PUERPERAL   PELVIC  ABSCESS,  WITH 
SOME  REMARKS  ON  SEPTIC  INFECTION* 

By  George  M.  Boyd,  M.  D., 

Physician  to  the  Philadelphia  Lying-in  Charity. 

The  case  which  I  have  to  report  this  evening  has  prompted  me 
to  make  a  few  remarks  in  regard  to  septic  infection — not  in  reference 
to  how  the  poisons  or  germs  bring  about  their  chain  of  symptoms 
characteristic  of  sepsis  in  its  various  forms,  but  as  to  the  probable 
most  frequent  seats  of  inoculation. 

It  will  be  convenient  for  this  purpose  to  divide  the  parturient 
canal  into  three  portions  : 

1.  The  uterine  portion,  most  remote  from  external  contamination. 

2.  The  cervical  portion,  more  liable  to  infection. 

3.  The  vaginal  portion,  directly  exposed  to  all  the  poisons  or 
germs. 

Septic  infection  must  develop  in  one  of  two  ways — either  the 
poison  is  introduced  from  without,  or  our  patient  is  self-inoculated. 

Given  the  two  sources  of  infection,  the  uterine  portion  of  the 
canal,  even  with  its  many  venous  sinuses  and  highly  constructed 
lymphatic  system,  would  seem  least  liable  to  primary  inoculation. 
The  non-puerperal  uterus  within  the  external  os  seldom  contains  the 
several  bacteria  which  are  found  in  the  cervical  or  vaginal  portion. 


*  Read  before  the  Philadelphia  Obstetrical  Society,  November  1,  1894. 
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Then,  too,  this,  the  uterine  portion,  is  farthest  from  external  contam- 
ination. If  it  is  the  usual  seat  of  infection,  is  not  the  poison  fre- 
quently carried  there  from  the  cervical  or  vaginal  portion  ? 

The  cervical  portion  of  the  canal  is  not  only  nearer  the  introitus 
vaginae,  but  encounters  an  additional  danger  because  of  traumatic 
injury. 

Lacerations  of  this  portion  give  us  numerous  foci  for  inocula- 
tion by  putrefactive  products  or  poisonous  germs  from  without. 

The  vaginal  portion  is  constantly  in  danger  of  infection,  possess- 
ing many  wounds  all  along  its  tract,  from  perinseum  to  external  os. 
It  would  seem,  then,  that  this  portion  was  the  most  frequent  seat  of 
direct  inoculation.  The  cervical  less  frequent.  The  uterine  least 
frequent.  In  observing  the  puerperium  in  about  twelve  hundred 
cases  treated  at  the  Philadelphia  Lying-in  Charity  in  the  past  four 
years,  I  have  been  impressed  with  the  freedom  of  symptoms  which 
pointed  to  uterine  infection.  The  tender  uterus  has  been  almost 
absent. 

The  non-infectious  fevers  being  excluded,  an  occasional  elevation 
of  temperature  must  be  explained  in  cervical  or  vaginal  wound  in- 
fection. I  do  not  mean  to  imply  that  we  do  not  have  primary  uterine 
infection,  and  that  even  in  some  cases  it  would  seem  that  the  poison 
had  passed  through  the  uterus  and  lodged  in  the  Fallopian  tube,  or 
even,  further  than  this,  carried  directly  into  the  peritoneal  cavity 
without  injury  to  the  tube  or  uterus. 

It  does  seem  to  me,  however,  where  the  usual  precautions  are 
taken  (in  these  days  of  clean  obstetrics),  that  when  we  have  some 
elevation  of  temperature  and  other  evidence  of  mild  infection,  trauma 
produced  during  labor  has  very  much  influenced  the  seat  of  inocula- 
tion. 

In  clean  work,  the  mild  forms  of  infection  are  not  difficult  to  com- 
bat, and  for  the  most  part,  I  believe,  are  due  to  auto-inoculation. 

The  following  history  of  a  case  of  puerperal  pelvic  abscess  is  of 
some  interest,  not  only  as  to  the  probable  seat  of  infection,  but  also 
as  to  the  wisest  method  of  treating  these  cases  : 

Mrs.  A.,  an  Italian,  aged  twenty-six  years,  was  admitted  to  the 
Charity,  March  20,  1894,  at  the  request  of  my  friend  Dr.  H.  M. 
Fisher.  Six  weeks  before  her  admission  she  had  been  delivered  by  a 
midwife.  The  labor  itself  was  not  difficult,  but  soon  she  developed 
fever  ;  and  when  Dr.  Fisher  was  called  at  about  the  fourth  week 
after  her  delivery,  she  was  very  ill,  unable  to  leave  her  bed,  tempera- 
ture ranging  from  ioo°  to  1020  F.     Her  tongue  was  coated,  no 
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appetite,  and  she  had  the  relaxed  moiFt  skin  of  septic  infection. 
Upon  examination,  the  labia  of  the  right  side  was  found  somewhat 
tumefied.  A  mass,  filling  the  right  side  of  the  pelvis  and  pushing  a 
well-involuted  uterus  to  the  left,  was  felt. 

Externally  in  the  right  groin  could  be  felt  a  tumor  resembling 
very  much  an  ovarian  enlargement.  When  I  saw  her  about  six  weeks 
after  her  delivery,  with  the  exception  of  the  swelling  of  the  right 
labia,  which  was  absent,  she  was  much  worse.  Pulse  feeble,  skin 
bathed  in  a  profuse  sweat,  and  she  had  lost  much  in  weight. 

Was  it  a  simple  pelvic  abscess  ?  Was  it  a  pelvic  abscess  with 
puerperal  tubo-ovarian  disease?  Or  was  it  a  localized  puerpeial 
pelvic  peritonitis  with  slight  tubo-ovarian  trouble? 

Dr.  Fisher  had  already  mentioned  the  hospital.  I  was  very  glad 
he  had,  for  among  the  Italians  there  seems  to  exist  a  great  fear  of 
institutions.  After  some  persuasion  she  consented  to  be  taken  to  the 
hospital,  as  she  stated,  "to  die." 

On  March  22,  1894 — two  days  after  admission — with  the  counsel 
and  assistance  of  my  associates,  Drs.  Hopkinson  and  Wilson,  I 
operated.  It  was  deemed  wisest,  although  there  was  no  fluctuation  or 
pointing,  to  cut  down,  above,  and  parallel  to  Poupart's  ligament,  that 
an  extraperitoneal  pus  accumulation  might  be  relieved.  With  a  rather 
obscure  diagnosis  this  course  seemed  wiser  than  immediately  opening 
the  general  peritoneal  cavity  for  tubo-ovarian  trouble. 

An  incision  of  about  two  inches  was  made  ;  after  opening  the 
aponeurotic  sheath  of  abdominal  muscles  and  severing  the  latter, 
slight  fluctuation  was  felt. 

An  abscess  was  incised  with  the  escape  of  about  two  ounces  of 
pus.  The  abscess  cavity  was  washed  out  and  an  iodoform-gauze 
drain  introduced.  There  immediately  followed  an  amelioration  of 
symptoms,  and  in  three  weeks  she  left  the  hospital  recovered.  Three 
months  after  the  operation  I  made  an  examination,  and  could  find 
no  ""evidence  of  the  original  trouble.  From  a  thin  and  anaemic  condi- 
tion she  had  grown  stout. 

In  conclusion,  I  would  state  that  this  particular  case  seemed  to 
me  to  be  one  of  infection  of  the  vaginal  portion  of  the  parturient 
canal,  and  it  is  quite  possible  that  throughout  our  patient's  long  ill- 
ness the  uterus  never  became  infected. 
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EDITORIAL. 

"LIVING  PICTURES"  REPRESENTING  THE  NUDE. 

This  particular  form  of  public  entertainment,  imported  a  year  ago 
from  London,  has  enjoyed  so  widespread  a  popularity  that  there  must 
be  few  inhabitants  of  our  large  cities,  and  the  visitors  thereto,  who 
have  not  become  familiar  with  this  development  of  modern  taste. 

Though  its  effect,  and  presumably  its  object,  have  been  merely 
salacious  for  the  majority  of  those  who  viewed  it,  it  has  presented  a 
powerful  object  lesson  to  all  anatomists  and  especially  to  gynaecolo- 
gists. It  has  read  us  a  lesson  we  may  well  study,  ponder  upon  and 
profit  by. 

This  is  the  first  opportunity  that  the  general  lay  public  has  had  of 
viewing  the  adult  female  form  in  great  numbers  and  variety  and  in  a 
condition,  as  regards  concealment,  of  practical  and  entire  nakedness. 
Nor  has  the  opportunity  of  the  medical  man,  so  far  at  least  as  the 
exercise  of  the  critical  faculty  is  concerned,  been  much  greater.  Cer- 
tainly the  general  male  opinion  among  laymen  hitherto  was  that  the 
average  female  figure  was  beautiful  in  its  proportions  and  graceful  in 
its  poses,  or  would  be  so  in  pun's  naturalibus,  and,  although  doctors 
have  been  aware  that  many  women  were  knock-kneed  and  bow-legged 
and  that  their  lung  capacity  was  frequently  too  small,  we  have  paid 
very  little  attention  to  these  matters  until  they  have  become  path- 
ological. Our  real  knowledge  of  the  general  physical  development  of 
the  modern  woman  has,  indeed,  been  practically  nil.  Women  them- 
selves have  undoubtedly  known  all  about  it,  but  they  have  generally 
maintained  an  attitude  of  discreet  loyalty. 

The  facts  are  these  :  In  four  of  the  largest  and  best-equipped  ex- 
hibitions of  "living  pictures  "in  this  city  during  last  summer  there 
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were  but  three  women  representing  the  nude,  at  whom  an  anatomist 
could  gaze  without  a  shudder.  And,  moreover,  of  these  exceptions 
two  approached  the  male  type.  They  were  exceptions  because  their 
limbs  presented  a  proper  proportion  to  each  other  and  to  the  head 
and  trunk.  Of  the  others,  the  physical  malformation  was  pitiful  and 
disgusting.  Large  head  and  small  trunk,  immense  thighs  and  small 
feet  and  ankles,  rotund  thighs  and  small  arms,  long  arms  and  short 
legs  and  large  feet,  narrow  hips  and  broad  shoulders  and  protruding 
bellies,  broad  and  full  hips  and  narrow  shoulders,  small  hips  and 
narrow  chests — these  were  the  combinations,  more  or  less  marked, 
in  all  of  them. 

If  we  now  remember  that  New  York  is  one  of  the  great  cosmo- 
politan cities  of  the  world,  that  she  is  the  market  of  this  country,  that 
it  was  the  intention  and  endeavor  of  the  management  of  these  exhibi- 
tions to  present  the  nearest  approach  to  the  artistic  type  of  physical 
proportion,  and,  finally,  that  the  available  material  was  enormous  and 
representative  of  a  cosmopolitan  country,  the  conclusion  forced  upon 
us  is  as  sad  as  it  is  serious.  It  means  that  the  clothing  of  woman, 
among  us  at  least,  no  longer  conceals  her  loveliness  but  hides  her 
ugliness,  is  no  longer  a  cloak  of  modesty  but  a  cover  of  deception. 
In  marked  contrast  to  this  deterioration  of  women  is  the  great  perfec- 
tion aimed  at  in  the  physical  development  of  men. 

Who  are  responsible  for  this  ?  Not  the  women,  who  are  but  the 
victims  of  circumstances  and  regulations  arranged  and  made  for  them. 
Who  should  be  held  responsible  but  those  who  are  the  arbiters  of  the 
laws  of  anatomy  and  physiology,  the  supreme  interpreters  of  all  laws 
affecting  the  human  body — who  but  ourselves  ?  It  is  to  physicians, 
and  especially  gynaecologists,  to  whom  women  have  naturally  looked 
and  upon  whom  they  have  relied  for  that  perfect  health  which  means, 
we  maintain,  not  only  freedom  from  disease  but  complete  develop- 
ment and  proportion — which  we  call  physical  beauty,  because  we 
know  it  is  the  fulfillment  of  natural  laws  and  an  evidence  that 
each  organ  and  part  of  the  body  is  thoroughly  and  equally  equipped 
for  the  work  for  which  it  was  created.  Is  our  duty  in  this  respect 
fulfilled,  because  we  have  spasmodically  and  half-heartedly  protested 
against  the  corset  and  have  entered  a  few  mild  pleas  for  hygienic 
clothing  ?  Are  we  always  to  remain  merely  patchers  of  injuries  and 
pruners  of  diseased  organs  ?  Is  this  a  complete  definition  of  the  term 
"  gynaecologist  "  ?  Surely,  the  duty  of  prophylaxis  is  even  more  in- 
cumbent upon  us  than  that  of  cure?  And  yet,  as  a  body,  gynaecolo- 
gists have  not  acted  in  this  spirit.    We  have  been  content  to  wait  for 
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the  effects,  generally  incurred  in  ignorance,  of  broken  and  disre- 
garded physical  laws,  instead  of  loudly  insisting  upon  the  proper  re- 
gard of  those  laws  and  the  prevention  of  disease.  There  have  been 
and  are  many  notable  exceptions  to  this  inertness  on  our  part,  but 
these  strictures  we  believe  in  the  main  are  just. 

Men  and  women  of  the  incoming  generation  show  a  great  improve- 
ment, it  is  true,  in  physical  development  and  in  the  observance  of 
the  laws  of  hygiene,  but  they  have  not  us  to  thank  for  it.  Rather  is 
it  due  to  an  increasing  love  of  the  beautiful  combined  with  strength, 
and  this  has  been  inaugurated  and  encouraged,  not  by  doctors  in  the 
first  instance,  but  by  artists  and  athletes  who  love  the  human  body 
on  account  of  its  capacity  for  beauty  and  prowess. 

The  limner  and  the  sculptor  come  to  us  that  they  may  learn  the 
true  type  of  physical  proportion  through  our  study  of  anatomy  ;  and 
yet  we,  the  possessors  and  guardians  of  this  arcanum,  use  it,  as  a  rule, 
only  in  connection  with  actual  disease. 

If  every  artist  should  be  a  practical  anatomist  so  much  the 
more  should  we  be  lovers  of  the  beautiful  that,  through  our  intel- 
ligent and  united  efforts,  the  majority  of  women  as  well  as  men 
might  thereby  arrive  at  that  just  bodily  proportion  which  is  the 
home  of  health — a  type  of  which  the  ancient  Greek  was  an  enduring 
exemplar. 

With  a  consensus  of  opinion  and  united  action,  this  consumma- 
tion would  be  easily  attained  but,  alas,  gynaecological  opinion  is  to- 
day still  as  variable  and  as  varied  as  the  religions  of  the  world. 

The  day  is  still  distant,  we  fear,  when  to  be  a  gynaecologist  shall 
mean  also  to  be  an  artist — in  that  true  and  broader  sense  which  com- 
prehends a  complete  ideal  of  perfection,  to  which  all  our  work  shall 
be  referred  and  by  which  it  shall  be  measured  and  judged. 

This  ideal  we  have  had  in  our  knowledge  of  anatomy  before  the 
birth  of  modern  gynaecology,  and  it  has  but  awaited  our  individual 
and  general  application  to  practical  use  in  our  work. 

There  is  nothing  concerning  the  physical  habit  of  women  to  which 
we  should  be  indifferent — not  an  article  of  their  clothing  nor  a  por- 
tion of  their  bodies  with  which  we  should  not  be  thoroughly  familiar 
and  upon  which  we  should  refrain  from  judgment. 

If  we  were  united  in  this  appreciation  of  our  duty  to  the  sex,  for 
whose  benefit  we  profess  to  work,  there  is  no  question  but  that  our 
demands  would  be  gratefully  and  enthusiastically  accepted. 

We  would  leave  less  work,  it  is  true,  for  gynaecologists  of  future 
generations,  but  we  would  have  fulfilled  the  mission  which  we  claim 
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to  be  ours  and  on  whose  account  we  receive  the  confidence  and 
honor  of  mankind. 

We  have  hitherto  left  this  part  of  our  duty  to  be  performed  by 
laymen,  whose  efforts  for  the  greater  development  of  the  race  we  have 
not  discouraged,  it  is  true.  But  we  have,  at  the  best,  merely  followed 
their  lead  when  it  was  ours  to  have  led  the  van. 

Finally,  let  us  ponder  upon  the  acumen  and  judgment  of  the  Chi- 
nese, who  reward  their  physicians  during  the  continuance  of  good 
health  but  punish  them  on  the  approach  of  illness. 


TRANSACTIONS  OF  THE   PHILADELPHIA  OBSTET- 
RICAL SOCIETY. 

November  i,  1894. 

The  President,  Dr.  Barton  Cooke  Hirst,  in  the  Chair. 

Papers  of  Dr.  Talley  {page  625)  and  Dr.  Boyd  (page  658). 
Discussion. 

Dr.  W.  Reynolds  Wilson  :  Probably  Dr.  Boyd's  conclusions 
with  reference  to  the  seat  of  infection  may  be  open  to  discussion.  It 
is  probable  that  the  endometrium  is  more  frequently  the  site  of  the 
infection  than  are  other  portions  of  the  canal.  This  is  so  for  two 
reasons.  In  the  first  place,  the  sinuses  at  the  placental  site  are  occu- 
pied by  large  clots,  which  become  readily  infected,  and  from  this 
location  the  putrefactive  and  septic  elements  are  absorbed  into  the 
general  circulation.  The  lacerated  vessels  of  the  cervical  canal  are 
also  liable  to  be  plugged  by  similar  clots,  but  not  to  the  same  extent, 
so  that  infection  from  decomposing  material  is  more  likely  to  occur 
from  the  placental  site  than  from  the  cervical  canal.  In  the  second 
place,  the  infection  is  more  likely  to  occur  higher  up  in  the  uterus,  on 
account  of  the  more  active  development  of  the  absorbent  vessels  at 
this  point.  The  lymphatics  in  the  lower  portion  of  the  canal  are  not 
nearly  so  highly  developed  as  those  draining  the  fundus  of  the  uterus 
and  accompanying  the  ovarian  or  spermatic  arteries.  Therefore,  as  a 
matter  of  discussion,  I  would  suggest  that  the  infection  is  more  likely 
to  occur  from  the  endometrium  than  from  the  lower  portion  of  the 
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uterine  canal,  owing,  in  the  first  place,  to  the  formation  of  clots  at  the 
placental  site,  and,  in  the  second  place,  to  the  more  active  develop- 
ment of  the  lymphatics  in  this  position. 

Again,  the  results  of  local  treatment  in  the  early  stage  of  septic 
infection  proves  that  the  endometrium  is  the  source  of  infection. 
When  proper  treatment  is  properly  applied  to  this  portion  of  the 
canal,  the  early  symptoms  are  likely  to  at  once  subside. 

Dr.  A.  J.  Downes  :  During  the  past  year  I  had  a  case  which  in 
its  clinical  history  very  closely  resembled  the  one  reported  to-night. 
The  patient  was  a  primipara,  confined  in  December,  1893,  under  cir- 
cumstances which  seemed  to  preclude  any  chance  of  infection.  She 
had  a  normal  puerperium,  and  was  in  good  health  for  six  weeks,  when 
she  began  to  suffer,  and  in  eight  weeks  she  was  in  bed.  On  examina- 
tion, I  found  a  small  tumor.  The  case  had  all  the  clinical  features  of 
a  case  of  abscess.  By  the  eleventh  week  the  mass  had  become  quite 
large.  There  was  no  chill,  but  there  was  evidence  of  tuberculosis. 
I  operated  eleven  weeks  after  delivery,  and  found  a  large  tuberculous 
tube,  about  three  times  its  normal  size,  adherent  to  a  large  mass  in  the 
mesentery  of  the  sigmoid  flexure  of  the  bowel.  This  case,  seen  by 
one  who  had  not  attended  her  previously,  would  probably  have  been 
regarded  as  one  of  pelvic  abscess.  As  regards  treatment,  I  would 
state  that  I  removed  the  appendages  and  left  the  tuberculous  mesen- 
tery, and  the  patient  is  now  in  excellent  health,  with  the  mass  reduced 
to  one  third  the  size  at  time  of  operation. 

Dr.  J.  M.  Baldy  :  Dealing  with  the  subject  in  a  general  way,  I 
recognize  three  kinds  of  pelvic  abscesses.  There  is  often  a  confusion 
of  terms  in  discussing  this  matter.  First,  we  have  pus-tubes  and 
ovarian  abscesses  ;  second,  true  intraperitoneal  abscess  ;  and  third, 
cellulitic  or  extraperitoneal  abscesses,  developing  in  the  connective 
tissue.  These  are  the  rarest  abscesses  of  all.  In  my  own  experience,  I 
have  never  run  across  one  of  these  extraperitoneal  abscesses,  but  I  do 
not  doubt  but  that  they  occur  occasionally.  My  failure  to  meet  them 
is  perhaps  explained  in  part  by  the  fact  that  I  do  not  deal  so  exten- 
sively with  obstetrical  work  as  some  others.  All  the  pelvic  abscesses 
I  have  seen  in  opening  the  abdomen — and  the  only  way  we  can  have 
direct  proof  is  by  opening  the  abdomen  and  knowing  the  exact  rela- 
tions— have  been  cases  of  the  intraperitoneal  variety. 

While  I  do  not  doubt  that  extraperitoneal  abscess  may  occur,  I 
would  rather  question  the  statement  that  the  case  reported  to-night 
belonged  to  that  group.  I  question  its  being  one  of  these  connective- 
tissue  abscesses.    The  history  is  that  the  case  was  operated  on  eight 
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weeks  after  labor  and  only  a  small  amount  of  pus  found.  The  abscess 
is  opened  above  Poupart's  ligament,  and  there  is  no  chance  of  deter- 
mining the  relations  to  the  pelvic  organs.  Many  of  the  connective- 
tissue  abscesses  of  which  I  have  heard  have  been  large  accumulations 
of  pus.  The  small  amount  of  pus  is  what  is  found  in  the  ordinary 
ovarian  abscess.  The  length  of  time  after  labor  is  also  a  factor, 
although  not  a  prominent  one,  that  would  go  to  substantiate  this 
opinion.  Again,  the  negative  fact  that  all  trace  of  disease  has  since 
disappeared  goes  to  prove  nothing  at  all,  for  we  know  that  in  these 
acute  cases  of  pus-tubes,  if  the  pus  is  evacuated  by  any  means,  such 
as  vaginal  puncture — which  is  a  bad  practice — examination  weeks  or 
months  afterward  may  fail  to  show  any  trace  of  disease.  The  patient 
is,  however,  always  in  danger  of  recurring  attacks.  This  fact,  then, 
does  not  go  far  in  the  way  of  proof  that  it  was  a  cellulitic  abscess. 

As  far  as  the  method  of  approaching  these  abscesses  is  concerned, 
if  one  can  diagnose  that  the  abscess  is  subperitoneal,  there  is  no  ques- 
tion that  the  peritoneal  cavity  should  not  be  opened.  The  abscess 
should  be  incised  through  the  vagina  preferably,  or,  if  it  is  pointing 
toward  the  abdominal  wall,  which  is  exceedingly  rare,  it  could  be 
opened  at  that  point.  I  conceive,  however,  that  it  would  be  impos- 
sible to  make  the  diagnosis,  and  therefore,  as  a  matter  of  practice,  the 
operation  should  always  be  by  abdominal  section.  If  this  shows  that 
the  abscess  is  subperitoneal,  the  abdomen  can  be  closed  and  the  ab- 
scess approached  from  the  outside. 

Dr.  W.  Easterly  Ashton  :  Last  spring  I  had  a  case  occurring  in 
the  wife  of  a  physician  in  the  interior  of  the  State,  with  a  history 
much  the  same  as  that  given  to-night,  and  which  would  lead  me  to 
believe  that  the  case  reported  was  not  an  extraperitoneal  collection  of 
pus,  and  that  the  ovary,  rather  than  the  tube,  was  the  seat  of  the  ab- 
scess, as  it  was  evacuated  so  readily.  The  history  was  as  follows  : 
Five  or  six  days  after  delivery  the  patient  developed  septicaemia. 
Curettement  was  performed  with  prompt  relief,  but  from  that  time  on 
the  general  condition  was  not  very  satisfactory.  There  was  consider- 
able pain  in  the  right  iliac  fossa.  I  saw  her  ten  weeks  after  confine- 
ment, and  found  a  condition  of  affairs  precisely  as  described  by  Dr. 
Boyd — namely,  a  blocked  pelvis  on  the  right  side,  with  a  distinct  mass 
on  suprapubic  examination.  I  did  not  make  a  lateral  incision,  be- 
cause I  agree  with  Dr.  Baldy  that  it  is  impossible  to  determine,  prior 
to  section,  what  we  have  to  deal  with.  Upon  section,  I  found  the 
trouble  was  in  the  ovary,  which  contained  two  and  a  half  ounces  of 
pus.    The  abscess  was  adherent  to  the  abdominal  wall,  the  head  of 
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the  colon,  and  the  appendix.  The  operation  required  the  complete 
removal  of  the  uterus  and  appendages.  It  was  also  necessary  to  re- 
move the  vermiform  appendix,  which  was  gangrenous  and  on  the 
point  of  rupture.  An  opening  was  left  in  the  head  of  the  colon  after 
the  ovary  was  removed.  Had  I  made  a  lateral  incision  in  this  case, 
the  pus  could  have  been  evacuated,  resulting  in  a  cure  such  as  Dr. 
Boyd  has  described  ;  but  this  would  be  bad  practice.  In  this  case  the 
tubes  were  perfectly  normal.  The  infection  seemed  to  have  come 
through  the  lymphatics  of  the  broad  ligament  infecting  the  ovary. 

I  believe  the  point  brought  out  by  Dr.  Wilson — that  the  endome- 
trium is  the  primary  source  of  infection  in  septic  cases — is  well  demon- 
strated by  the  fact  of  the  early  use  of  the  curette  and  flushing  being 
followed  by  a  cure  in  so  many  instances. 

Dr.  Robert  L.  Dickinson,  of  Brooklyn :  I  have  a  vague  recollec- 
tion of  certain  cases  that  would  seem  to  contradict  the  statement  of 
the  laparotomists  that  most  pelvic  abscesses  are  within  the  perito- 
naeum. We  who  are  called  in  consultation  in  cases  of  puerperal  septi- 
caemia seem  to  encounter  more  of  the  cases  such  as  have  been  de- 
scribed to-night.  Four  cases  come  to  my  mind,  in  two  of  which  the 
post  mortem  confirmed  the  diagnosis.  In  both  of  these  cases  there 
was  extensive  burrowing  of  pus  from  the  pelvis  up  as  high  as  the  dia- 
phragm, with  a  thin  place  in  the  groin  through  which  an  opening 
could  be  readily  made,  and  through  which  a  large  cavity  could  be 
treated.  One  of  these  cases  had  well-marked  nephritis  and  died. 
The  post  mortem  showed  distinctly  that  the  sepsis  had  developed 
post  partum,  and  there  was  no  trouble  in  the  peritonaeum  to  compli- 
cate it.    The  second  case  died  of  pure  sepsis. 

I  have  twice  opened  above  Poupart's  ligament  and  evacuated  col- 
lections of  pus  where  there  seemed  to  be  no  peritoneal  involvement 
beyond  the  deposit  of  lymph  in  the  region  of  the  abscess  cavity. 

Dr.  M.  Price  :  I  am  a  little  surprised  at  the  position  taken  by  the 
gentlemen  in  regard  to  pus  and  the  ability  to  locate  it ;  I  mean  to  say, 
whether  it  is  one  place  or  another  after  the  disease  has  existed  any 
length  of  time.  I  can  not  do  it  on  the  living,  and  I  have  never  seen 
any  one  do  it  satisfactorily  to  me  on  the  dead.  I  have  seen,  probably, 
one  hundred  cases  of  puerperal  peritonitis,  and  in  this  number  many 
cases  where  the  peritonaeum  contained  not  ounces  but  pints  of  pus, 
and  where  flushing  and  drainage  was  all  that  was  necessary  for  re- 
covery, and  I  am  positive  that  in  those  cases  no  one  could  say  whether 
the  infection  had  come  from  the  tubes,  from  the  endometrium,  or 
whether  it  had  come  from  some  injury  or  violence  at  the  time  of 
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labor.  In  nearly  all  the  cases  the  trouble  came  on  too  late  after  labor 
to  say  that  it  was  from  an  injury  ;  but  when  it  is  said  that  pus  can 
not  exist  in  the  pelvis  unless  the  infection  has  come  through  the 
uterus  or  appendages,  it  is  a  mistake,  because  I  have  opened  ab- 
scesses in  the  groin  and  in  the  loin  which  seemed  to  be  intraperi- 
toneal, and  I  know  that  they  were  not  connected  with  the  uterus,  be- 
cause the  patients  were  males.  I  did  not  go  deeper  than  the  abscess 
cavity,  and  both  of  the  cases  made  good  recoveries.  I  see  no  reason 
why  Dr.  Boyd's  case  could  not  have  been  one  of  abscess  outside  of 
the  peritonaeum,  having  nothing  to  do  with  the  uterus  and  nothing  to 
do  with  the  confinement.  There  are  so  many  labors  that  we  can  not 
say  that  a  woman  may  not  have  as  a  coincidence  an  abscess  some- 
where about  the  pelvic  bones,  along  the  crest  of  the  ilium,  or  along 
Poupart's  ligament,  that  has  absolutely  nothing  to  do  with  the  uterus. 
Only  a  little  while  ago  I  reported  a  pelvic  abscess  in  a  boy,  with  a 
gallon  of  pus.  Had  the  patient  been  a  girl,  I  should  probably  have 
said  that  it  was  a'pelvic  abscess  without  uterine  or  tubal  involvement. 
We  are  often  too  loose  in  our  statements  when  we  say  that  we  know 
that  the  trouble  is  not  tubal ;  but  in  this  case  the  fact  that  no  sign  of 
disease  remains  is  almost  proof  positive  that  there  was  no  tubal  chronic 
disease.  I  do  not  believe  that  these  cases  will  get  well  and  remain 
well  if  the  trouble  originates  in  the  tube  or  ovary. 

In  Dr.  Ashton's  case,  where  he  states  that  the  tubes  were  not  dis- 
eased and  the  head  of  the  colon  and  appendix  were  gangrenous,  I 
should  judge  that  the  infection  had  come  from  a  pre-existing  appen- 
dicitis. 

Dr.  G.  Betton  Massey  :  There  seems  to  be  two  sides  to  this 
question.  One  side  takes  the  position  of  the  old  surgical  axiom,  that 
where  you  find  pus,  it  should  be  let  out  at  the  most  dependent  and 
best  point  for  drainage,  while  the  other  side  seems-  to  take  the  posi- 
tion that  if  it  is  a  woman  that  is  suspected  of  having  the  abscess,  you 
must  dig  around  among  her  vital  organs  to  see  if  it  is  not  something 
else  ;  then,  after  probably  doing  untold  damage,  you  may  adopt  the 
old-fashioned  surgical  procedure,  and  open  and  drain  ;  and  this  illus- 
trates again  the  saying  that  has  been  put  forward  by  me — that  we  are 
apt  to  fall  into  fads  and  lose  our  hold  on  principles. 

It  seems  to  me  that  in  cases  of  this  sort  the  diagnosis  ought  to  be 
exceedingly  easily  made  before  the  knife  is  used,  adopting  Dr.  Ede- 
bohls'  plan  of  aspiration.  Surely  the  presence  of  pus  could  be  dis- 
covered before  operation.  This  operation  has  been  done  by  Dr. 
Edebohls  a  number  of  times  without  bad  results.    Of  course,  as  has 
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been  said,  if  you  have  a  pelvic  abscess  of  the  extraperitoneal  kind, 
or  an  ovarian  abscess,  or  a  typical  pus-tube,  there  will  be  agglutina- 
tion of  neighboring  organs,  and  if  you  dig  for  them  you  will  find 
them  ;  but  that  is  not  positive  proof  that  you  should  dig  for  them. 

Dr.  Charles  P.  Noble  :  I  did  not  have  the  pleasure  of  hearing 
Dr.  Boyd's  paper,  but  since  I  last  addressed  the  Society  on  this  sub- 
ject I  have  had  two  cases  in  addition  to  those  previously  reported. 
Some  time  ago  I  saw  a  case  on  which  Dr.  Joseph  Price  came  near 
operating.  If  he  had  opened  that  case,  he  would  have  had  one  case 
in  which  there  was  pus  in  the  broad  ligament.  The  patient  was  a 
Russian  Jewess,  and  I  saw  her  some  time  after  labor.  The  labor  was 
followed  by  sepsis,  and  in  that  case  the  broad  ligament  was  riddled 
with  abscesses  and  the  omentum  was  adherent,  but  there  was  no  pus 
in  the  tube.  The  broad  ligament  had  the  omentum  fastened  to  it, 
but  the  disease  was  plainly  primary  in  the  broad  ligament. 

The  second  case  was  a  patient  of  Dr.  Dunn,  and  was  seen  in 
West  Chester.  The  confinement  was  followed  by  sepsis,  and  some 
weeks  later  I  saw  her.  She  had  had  a  temperature  of  1020  to  1030  for 
some  weeks,  with  a  large  mass  in  the  left  groin.  I  opened  that  with- 
out opening  the  belly.  The  patient  recovered,  and  Dr.  Dunn  writes 
to  me  that  he  is  unable  to  find  any  pelvic  mass  in  the  left  side.  In 
this  last  case,  as  the  belly  was  not  opened,  it  is  impossible  to  speak  of 
the  condition  of  the  appendages,  but  I  have  every  reason  to  believe 
that  it  was  a  typical  broad-ligament  abscess. 

Dr.  Baldy  :  What  reasons  have  you  for  believing  that  this  was  a 
broad-ligament  abscess  ? 

Dr.  Noble  :  If  this  had  been  an  abscess  connected  with  the  tube, 
I  do  not  believe  that  it  would  have  got  well  by  simply  opening  it 
in  the  groin.  With  a  suppurating  tube  at  the  bottom  of  the  cavity,  I 
think  that  a  sinus  would  have  been  left.  The  wound  closed,  the 
woman  feels  well,  and  Dr.  Dunn,  whom  we  all  know  to  be  thoroughly 
competent,  can  find  nothing  wrong. 

I  have  recently  been  investigating  this  matter  from  the  standpoint 
of  correspondence,  and  have  under  way  a  paper  of  a  general  char- 
acter. I  find  that  about,  ten  per  cent,  of  my  correspondents  have 
verified  cases  of  broad-ligament  abscess  by  abdominal  section,  and  a 
much  larger  percentage  have  opened  abscesses  which  they  considered 
broad-ligament  abscesses,  but  not  having  opened  the  belly,  they  have 
been  unable  to  exclude  tubal  and  ovarian  trouble. 

Dr.  J.  M.  Baldy  :  In  regard  to  the  cases  referred  to  by  Dr.  Noble, 
I  should  most  emphatically  question  the  statement  that  they  were  in- 
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stances  of  broad-ligament  abscesses.  I  question  them  the  more  be- 
cause Dr.  Noble  is  constantly  reporting  such  cases,  all  of  which, 
without  exception,  are  open  to  the  same  doubt.  I  think  that  the  dis- 
cussion of  these  cases  should  be  taken  up  at  the  time  that  they  are  re- 
ported and  the  incorrectness  of  the  deductions  exposed.  Take  the 
second  case,  where  there  was  no  abdominal  section.  No  one  more 
than  the  laparotomist  knows  how  uncertain  and  difficult  it  is  to  decide 
a  question  of  that  character  without  opening  the  abdomen.  Even 
when  the  abdomen  is  opened,  it  is  often  difficult  to  decide  the  mat- 
ter. I  would  challenge  any  man's  opinion  on  such  data.  Dr.  Noble 
states  that  he  does  not  believe  that  a  pus-tube  once  evacuated  is 
cured.  He  further  states  that  because  at  a  later  day  he  could  not 
detect  diseased  appendages  by  a  manual  examination,  therefore  it 
did  not  originally  exist.  We  are  all  familiar  with  cases  where  a  pel- 
vic abscess  has  discharged  through  the  rectum  and  the  rectal  open- 
ing subsequently  closed,  and  where  with  extreme  difficulty  has  it 
been  possible  to  find  a  trace  of  that  disease  at  a  later  period.  We  all 
know,  however,  that  there  are  conditions  and  adhesions  remaining 
which  make  the  women  liable  to  subsequent  attacks. 

A  case  which  passed  through  my  hands  a  short  time  ago  illustrates 
what  I  have  said.  A  woman  came  to  me  last  spring  and  wanted  an 
abdominal  section.  I  found  nothing  that  would  warrant  it.  I  put 
her  under  ether,  and  still  could  find  nothing  and  refused  to  operate. 
The  uterus  was  large  and  the  appendages  rather  low,  but,  apparently, 
there  was  very  little  disease.  I  curetted  the  uterus  and  sent  her  home. 
In  the  fall  she  returned,  and  I  again  examined  her,  and  had  my  col- 
league, Dr.  Penrose,  also  examine  her,  but  neither  of  us  could  find  any- 
thing to  warrant  operation.  She  was  later  examined  by  Dr.  Ashton, 
who  expressed  the  same  opinion.  That  abdomen  was  subsequently 
opened,  and  the  appendages  were  found  adherent  with  the  -vermi- 
form appendix,  six  inches  in  length,  and  adherent  to  the  uterus.  This 
woman  had  passed  through  the  hands  of  three  operating  gynaecolo- 
gists who  had  failed  to  detect  the  lesions.  Such  a  condition  as  this 
would  remain  in  a  case  like  that  of  Dr.  Boyd.  If  the  abdomen  were 
opened,  the  appendages  would  probably  be  found  adherent,  with  ad- 
hesion of  the  intestines. 

In  regard  to  the  second  case  of  Dr.  Noble,  he  opened  the  abdo- 
men and  admits  that  he  found  salpingitis.  On  what  grounds  does  he 
say  that  the  broad-ligament  condition  was  primary  and  the  salpingitis 
secondary  ?  That  would  seem  to  me  to  be  stretching  the  case  to 
prove  his  point.    It  would  be  more  reasonable  to  suppose  that  the  in- 
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fection  traveled  up  through  the  uterine  cavity  and  through  the  open 
Fallopian  tube  infecting  the  broad  ligament. 

Dr.  M.  Price  :  We  can  not  help  but  feel  that  our  own  personal 
experience  in  the  abdomen  is  that  which  we  would  swear  by,  and  out 
of  the  hundreds  and  thousands  of  operations  that  I  have  seen, 
and  probably  about  one  half  for  pus,  I  have  never  seen  a  case  in 
which  the  two  little  folds  of  peritonaeum  of  the  broad  ligament  had  a 
drop  of  pus  in  them.  Why  Dr.  Noble  should  have  selected  these 
cases  as  broad- ligament  abscesses,  and  say,  too,  that  there  was  tubal 
disease,  I  can  not  understand.  Every  one  of  the  four  cases  previ- 
ously reported  by  the  same  gentleman  bear  characters  of  the  same 
kind.  In  no  case  could  it  be  shown  that  the  pus  was  between  the 
layers  of  the  broad  ligament.  In  one  case  he  had  to  hunt  to  find  the 
pus  outside  of  the  peritonaeum.  These  cases  go  on  record  and  are 
quoted  as  cases  of  broad-ligament  abscess.  How  many  extra-uterine 
pregnancies  are  reported  as  in  the  broad  ligament  ?  In  one  hundred 
and  twenty-one  (nineteen  of  them  my  own)  cases  of  extra-uterine 
pregnancy,  four  of  which  were  almost  at  term  (one  of  them  my  own), 
not  a  single  one  was  in  the  folds  of  the  broad  ligament.  Out  of  the 
hundreds  of  tumors  that  I  have  removed  I  have  never  seen  a  single 
solitary  growth  that  was  in  the  broad  ligament.  I  have  seen  the 
broad  ligament  pushed  forward  by  an  extra-uterine  pregnancy  and 
by  fibroid  tumors.  I  believe  that  these  tumors  in  the  broad  ligament 
would  be  harder  to  find  than  a  needle  in  a  haystack.  I  do  not  be- 
lieve that  any  operator  has  seen  more  than  one  of  them,  except  Dr. 
Noble,  and  I  am  very  doubtful  on  the  whole  subject. 

Dr.  Charles  P.  Noble  :  Dr.  Baldy  has  saved  me  any  difficulty 
in  explaining  the  case  in  which  the  abdomen  was  opened  by  describ- 
ing precisely  what  was  present.  In  that  case  the  omentum  was  plas- 
tered on  the  broad  ligament.  Not  only  had  the  infection  traveled  to 
the  broad  ligament,  but  it  had  also  involved  the  omentum.  '  The  fim- 
briated extremity  of  the  tube  was  not  closed,  and  the  outer  third  of 
the  tube  was  not  diseased,  but  simply  that  portion  where  the  omentum 
was  adherent  to  the  broad  ligament.  The  germs  had  worked  through 
the  ligament  and  into  the  omentum  and  involved  the  part  of  the  tube 
which  ran  through  this  mass.  The  outer  part  of  the  tube  was  not  in- 
volved and  the  fimbriated  extremity  was  not  closed,  and  I  have  no 
hesitation  in  saying  that  the  trouble  was  not  primarily  in  the  tube. 
Moreover,  the  affection  of  the  tube  was  a  very  insignificant  part  of  the 
disease,  and,  with  my  knowledge  of  other  cases  of  lymphangitis  in  the 
broad  ligament,  I  had  no  hesitation  in  saying  that  that  was  the  disease. 
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With  reference  to  the  West  Chester  case,  I  am  not  prepared  to  say 
that  that  is  a  case  on  which  discussion  should  turn,  but  I  believe 
that  it  was  a  case  of  broad-ligament  abscess. 

With  reference  to  Dr.  Price's  criticism  of  the  cases  already  re- 
ported, I  can  only  say  that  if  those  cases  do  not  convince  any  one  of 
the  existence  of  broad-ligament  abscess  the  trouble  is  in  the  mind  of 
the  man  who  is  not  convinced  and  is  the  result  of  mental  bias. 

Dr.  William  E.  Ashton  :  The  presence  of  a  large  tube  with  ad- 
herent broad  ligament  and  omentum  would  indicate  a  condition  of 
decided  pelvic  adhesions,  but  the  fact  that  the  fimbriated  extremity 
of  the  tube  was  patulous  is  worthless  as  an  evidence  that  the  infection 
did  not  take  place  through  the  tube.  Only  last  week  I  operated  in 
the  southern  part  of  New  Jersey  on  a  case  of  ectopic  gestation  about 
nine  weeks  after  rupture.  I  fortunately  found  the  foetus.  The  tube 
was  badly  ruptured  in  its  inner  third  where  the  sac  had  formed,  yet 
the  fimbriae  of  the  tube  were  in  absolutely  normal  condition.  We 
must  admit  that  there  is  a  good  deal  of  irritation  during  the  develop- 
ment of  an  ectopic  cyst.  I  have  seen  cases  in  which  there  has  been 
a  large  quantity  of  pus  in  the  pelvis  and  yet  the  fimbriated  extremity 
of  the  tube  has  been  in  apparently  a  normal  condition.  I  believe 
that  in  Dr.  Noble's  case  the  infection  came  along  the  tube.  I  do  not 
believe  that  the  condition  of  the  fimbriated  extremity  of  the  tube  in- 
dicates anything  one  way  or  the  other. 

Dr.  Charles  P.  Noble  :  I  should  like  to  ask  Dr.  Ashton  how  the 
patient  to  whom  he  has  just  referred  could  have  gotten  an  ectopic 
pregnancy  if  the  tube  had  been  closed? 

Dr.  William  E.  Ashton  :  In  reply  to  Dr.  Noble's  question,  I 
would  say  that  I  am  well  aware  that,  had  the  tube  been  occluded 
prior  to  conception  taking  place,  the  tubal  pregnancy  would  have 
been  impossible.  Dr.  Noble  evidently  forgets  that  the  tube  usually 
becomes  closed  at  its  fimbriated  extremity  in  the  third  month  of  an 
ectopic  tubal  pregnancy.  This  has  been  demonstrated  by  Bland 
Sutton,  who  holds  that  the  occlusion  is  due  to  the  irritation  of  the 
growing  ovum  causing  a  hypertrophy  of  the  peritoneal  and  muscular 
coats  of  the  tube  which  covers  over  and  folds  in  the  fimbriated  ex- 
tremity. Now,  the  point  I  wish  to  bring  out  in  this  connection  is 
that,  notwithstanding  the  irritation  necessarily  present  in  the  case  I 
referred  to,  the  fimbriated  extremity  was  perfectly  free ;  if  this  can 
occur  in  an  ectopic  gestation,  there  is  every  reason  why  the  tube  may 
be  free  at  times  in  septic  or  specific  inflammations. 

Dr.  George  M.  Boyd  :  The  discussion  seems  to  have  wandered 
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far  from  the  subject  of  extraperitoneal  collections  of  pus.  In  the 
case  reported  the  infection  seemed  to  be  by  way  of  the  vagina,  be- 
cause throughout  the  illness  of  the  patient  there  was  no  tenderness 
over  the  uterus,  and  the  one  labium  was  tumefied.  More  than  that, 
she  had  been  attended  by  a  midwife.  I  felt  that  it  was  an  extraperi- 
toneal accumulation  of  pus  ;  and  as  the  woman  was  very  ill  at  the 
time  of  operation,  it  was  important  to  decide  whether  it  was  wiser  to 
make  a  central  incision  or  to  attempt  to  relieve  by  an  incision  above 
Poupart's  ligament.  The  course  that  I  pursued  seemed  to  be  the 
wiser. 

With  regard  to  the  amount  of  pus,  Dr.  Wilson  reminds  me  that 
there  was  more  purulent  matter  evacuated  than  is  indicated  in  the 
report.  For  several  days  pus  from  the  abscess  drained  away.  I  do 
not  think  that  that  is  the  history  of  the  drainage  of  an  ovarian 
abscess. 

Adjourned.  Frank  W.  Talley,  Secretary. 
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Fcetus  and  Placenta  removed  by  Laparotomy,  from  a  Case  of  Extra- 
uterine Gestation.    By  William  Duncan,  M.  D. 

The  patient,  aged  thirty-four,  multipara,  was  admitted  to  the  Mid- 
dlesex Hospital  on  February  14,  1894,  with  the  following  history  : 

Her  last  child  was  born  in  November,  1889;  since  then  the  periods 
were  quite  regular  until  November,  1893,  when  that  period  was  missed 
altogether.  A  month  later  she  had  a  show  at  the  proper  time,  and 
the  loss,  which  was  of  a  brownish  color,  had  continued  on  and  off 
until  her  admission.  A  few  days  before  Christmas,  when  in  bed,  she 
was  seized  with  a  severe  pain  in  the  back,  and  fainted  away  for  ten 
minutes.  She  sent  for  a  doctor,  who  said  she  had  inflammation,  and 
ordered  hot  fomentations.  Since  then,  up  to  her  admission  to  hos- 
pital, she  has  been  in  bed  with  pain  and  irregular  discharge  of  blood. 

On  admission  there  is  found  in  the  lower  abdomen  an  irregular 
swelling,  separated  in  the  middle  line  by  a  depression  ;  the  tumor  on 
44 
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the  left  side  feels  like  a  somewhat  enlarged  uterus ;  that  on  the  right 
side  is  larger,  more  elastic,  and  less  denned. 

Auscultation  reveals  nothing.  The  breasts  are  tender,  and  some 
secretion  can  be  squeezed  out. 

Per  vaginam. — The  os  uteri  was  found  to  be  pushed  forward  and 
high  up  by  a  large  cystic  swelling,  filling  up  the  pouch  of  Douglas 
and  depressing  the  vaginal  roof.  Extra-uterine  pregnancy  was  diag- 
nosed, and  abdominal  section  was  performed  on  March  2 2d.  When 
the  abdomen  was  opened,  the  tumor  on  the  right  side  consisted  of 
the  placenta  with  the  exception  of  a  small  portion  at  the  upper  part  ; 
this  was  incised,  when  amniotic  fluid  gushed  out  ;  two  fingers  of  the 
left  hand  were  inserted,  and  the  foetus  seized  and  extracted  by  the 
feet.  The  passage  of  the  head  tore  the  placental  tissue,  and  there 
was  free  bleeding  until  the  vessels  were  seized  with  large  clamp  for- 
ceps. An  attempt  was  then  made  to  stitch  the  edge  of  the  sac  to  the 
parietal  peritonaeum,  but  sudden  and  profuse  haemorrhage  took  place 
from  the  deeper  parts  of  the  sac,  so  that  Dr.  Duncan  decided  at  once 
to  peel  off  the  placenta  ;  this  he  did  while  the-  abdominal  aorta  was 
compressed  by  Mr.  Hulke.  The  placenta  was  removed  without  diffi- 
culty, and  then  the  sac  could  be  seen  passing  down  to  the  bottom  of 
the  pelvic  cavity  ;  it  was  firmly  stuffed  with  iodoform  gauze,  six  yards 
in  all  being  used  ;  no  further  bleeding  occurred.  The  edge  of  the 
sac  was  fastened  to  the  parietal  peritonaeum,  and  the  abdominal 
wound  above  the  sac  closed  in  the  usual  way.  Altogether  the  patient 
did  not  lose  more  blood  than  most  women  do  at  an  ordinary  confine- 
ment. 

From  the  time  of  the  operation  the  patient's  pulse  became  ex- 
tremely rapid  ;  her  temperature  rose  to  1050  on  March  25th  ;  she  was 
delirious,  and  died  exhausted  on  the  sixth  day  after  the  operation. 
The  gauze  stuffing  the  sac  was  removed  on  the  third  day,  and  was 
only  just  slightly  blood-stained. 

Post  mortem  there  was  only  a  very  slight  amount  of  peritonitis, 
where  the  sac  was  stitched  to  the  abdominal  wall. 

Dr.  Duncan  said  he  considered  the  patient  died  from  iodoform 
poisoning,  and  that  in  another  case  he  would  stuff  the  sac  with  creo- 
lin  gauze. 

Dr.  Champneys  said  that,  while  congratulating  Dr.  Duncan  on  his 
escape  from  serious  haemorrhage  in  removing  the  placenta,  he  hoped 
that  Fellows  would  not  go  away  with  the  idea  that  this  was  a  safe 
proceeding.  On  the  contrary,  in  many  recorded  cases  the  bleeding 
had  proved  uncontrollable,  and  the  patients  had  lost  their  lives. 
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Mr.  Alban  Doran  asked  Dr.  Duncan  if  the  pulse  was  very  high 
in  his  case  of  suspected  iodoform  poisoning.  This  symptom  was 
noted  by  Slaviansky,  Elischer,  and  others,  many  years  ago  {Centralblatt 
f,  C/iirurg.,  vol.  xiv,  1887,  p.  234).  Mr.  Doran  had  observed  high 
pulse  in  two  cases  of  abdominal  section  under  his  own  care,  where 
iodoform  had  been  freely  applied  to  the  abdominal  wound,  and  in  a 
third  case  where  iodoform  had  been  freely  stuffed  into  a  large  pelvic 
abscess.  The  pulse  grew  slower  when  the  iodoform  was  left  off,  but 
all  three  cases  were  convalescent,  and  the  diminished  rate  of  the  pulse 
might  be  in  great  part  due  to  the  increased  strength  of  the  patient. 

The  President  asked  if  it  was  necessary  to  stitch  the  sac  to  the 
abdominal  walls.  This  was  quite  useless  unless  it  was  done  accu- 
rately and  thoroughly,  and  to  do  this  was  tedious,  and  might  be  diffi- 
cult. He  thought  it  was  unnecessary;  if  the  sac  were  plugged  with 
gauze,  the  gauze  was  soon  shut  off  by  lymph  from  the  rest  of  the  ab- 
dominal cavity.  In  Dr.  Duncan's  case  it  seemed  as  if  it  were  the 
dragging  on  the  sac  during  the  stitching  that  caused  the  haemorrhage. 
If  so,  the  stitching  increased  the  danger.  He  had  seen  one  case  of 
iodoform  poisoning  from  stuffing  a  bleeding  pocket  in  the  pelvis  with 
iodoform  gauze;  there  was  extreme  rapidity  of  the  pulse,  delirium, 
involuntary  passage  of  urine  and  faeces,  but  no  vomiting  or  abdomi- 
nal tenderness  or  distention.  After  removal  of  the  gauze  the  patient 
quickly  improved,  and  got  quite  well.  Had  he  a  case  like  Dr.  Dun- 
can's with  symptoms  of  iodoform  poisoning  during  life,  and  signs  of 
peritonitis  on  post-mortem  examination,  he  should  attribute  the  death 
to  the  peritonitis,  and  not  to  the  iodoform  poisoning. 

Dr.  Ettles  asked  Dr.  Duncan  as  to  whether  there  was — 1.  Dis- 
chromatopsia.  2.  Albuminuria.  3.  The  "  iodoform  "  delirium  present 
in  his  case.  In  a  case  of  partial  iodoform  poisoning  which  had  come 
under  his  notice,  dischromatopsia  was  a  marked  symptom,  and  if  it 
were  generally  present  in  such  cases  it  would  be  useful  as  a  monitor 
of  impending  poisoning. 

Dr.  Fenton  requested  Dr.  Ettles  to  explain  the  meaning  of  the 
term  used. 

Dr.  Ettles  said  that  by  dischromatopsia  he  understood  an  alter- 
ation or  aberration  of  the  patient's  color  sense,  due  usually  to  toxic 
causes,  the  chief  subjective  sensation  being  that  external  objects  had 
a  dominant  coloring,  usually  yellowish,  but  often  red  (erythropsia), 
and  having  a  colored  outline. 

Dr.  Duncan  in  reply  said  that,  notwithstanding  the  risks  of  re- 
moving the  placenta  at  the  time  of  operation,  he  felt  disposed  to 
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treat  his  next  case  in  the  same  way.  He  could  not  agree  with  the 
President  with  regard  to  its  not  being  important  to  stitch  the  edge  of 
the  sac  to  the  parietal  peritonaeum,  and  he  thought  a  little  time  was 
well  spent  in  the  careful  coaptation  of  the  two.  He  was  confident, 
as  there  was  only  a  trace  of  peritonitis  found  post  mortem,  that  the 
patient  died  of  iodoform  poisoning.  The  patient  had  during  the 
whole  time  she  lived  a  very  rapid  pulse  (150  to  160)  ;  there  was  also 
the  peculiar  delirium,  but,  unfortunately,  the  presence  of  dischroma- 
topsia  was  not  looked  for. 

Case  of  Cyclops.     Shown  by  Dr.  Ettles. 

A  committee,  consisting  of  Drs.  Giles,  Tate,  and  Ettles,  was  ap- 
pointed to  report  on  this  specimen. 

ON  CASES  OF  ASSOCIATED  PAROVARIAN  AND  VAGINAL 
CYSTS,  FORMED  FROM  A  DISTENDED  GARTNER'S 
DUCT. 

By  Amand  Routh,  M.  D.,  B.  S.,  M.  R.  C.  P. 
{Abstract.) 

Details  of  three  cases  of  the  above  are  given,  and  also  of  two 
analogous  cases  of  patency  of  the  whole  length  of  the  duct,  with  an 
anterior  opening  allowing  free  discharge,  and  thus  preventing  disten- 
tion of  the  duct  along  its  course. 

Comparison  is  drawn  between  such  cases  and  those  of  distended 
but  imperforate  Midler's  ducts. 

Evidence  adduced  from  these  cases  is  thought  to  establish,  or  at 
least  to  render  plausible,  the  following  propositions  : 

1.  That  Gartner's  duct  can  be  traced  in  some  cases  in  the  adult 
female  from  the  parovarium  to  the  vestibulum  vulvas,  ending  just  be- 
neath and  slightly  to  one  side  of  the  urethral  orifice. 

2.  Homology  tends  to  show  that  Max  Schtiller's  glands  are  diver- 
ticula of  Gartner's  ducts,  just  as  the  vesiculas  seminales  are  diverticula 
of  the  vasa  deferentia.  Some  evidence  is  given  that  Skene's  ducts 
are  not  necessarily  identical  with  the  anterior  termination  of  Gart- 
ner's ducts  (as  most  of  those  who  have  traced  Gartner's  duct  to  the 
vestibule  have  thought),  but  that  Skene's  ducts  lead  directly  and 
solely  from  Max  Schtiller's  urethral  glands,  Gartner's  ducts  being  con- 
tinued to  the  vestibule,  behind,  but  parallel  to,  Skene's  ducts. 

3.  That  Gartner's  duct,  if  patent,  may  become  distended  at  any 
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part  of  its  course,  constituting  a  variety  of  parovarian  cyst  if  the  dis- 
tention be  in  the  broad-ligament  portion,  and  a  vaginal  cyst  if  the  dis- 
tention be  in  the  vaginal  portion.  The  cases  described  are  instances 
of  the  association  of  both  of  these  cysts,  owing  to  simultaneous 
patency  and  distention  of  both  portions  of  the  duct. 

4.  Attention  is  drawn  to  these  cases  as  affording  explanations  of 
some  obscure  cases  of  profuse  watery  discharge  from  the  vagina,  not 
coming  from  the  uterus  or  bladder. 

5.  The  question  of  treatment  is  also  approached,  and  the  opinion 
is  expressed  that  where  the  whole  duct  is  distended  the  vaginal  part 
of  the  cyst  may  be  laid  open  as  far  as  the  base  of  the  broad  ligament, 
and  the  broad-ligament  portion  encouraged  to  contract  and  close  up. 

The  following  cases  are  examples  of  a  condition  probably  very 
rare — namely,  a  vaginal  cyst  communicating  with  a  cyst  between  the 
layers  of  the  broad  ligament,  and  the  explanation  offered  in  this  paper 
is  that  these  associated  cysts  are  the  result  of  distention  of  a  persistent 
Gartner's  duct  as  it  passes  through  both  structures. 

Case  I. — Miss  C.  C,  aged  twenty-five,  first  saw  me  in  1889  for 
coccygodynia  and  bearing  down,  due  to  pelvic  congestion.  She  im- 
proved rapidly,  but  overwalked  herself  in  January,  1890,  and  for  a 
few  weeks  suffered  as  before.  Two  years  and  a  half  afterward,  in  No- 
vember, 1892,  she  consulted  me  again  for  pain  over  the  right  ovarian 
region,  and  a  profuse  yellow  watery  discharge,  which  was  occasionally 
offensive.  Walking  caused  great  pain  down  the  right  leg  and  in  the 
right  side.  The  abdomen  was  somewhat  distended,  and  the  muscles 
resistant  over  the  right  half  of  the  abdomen.  Per  vaginam  the  uterus 
was  mobile,  but  pushed  over  to  the  left  by  a  somewhat  elastic  mass 
on  the  right  side  of  the  pelvis,  situated  apparently  between  the  layers 
of  the  broad  ligament.  Bimanually  this  mass  could  be  felt  to  be 
partly  mobile,  elastic,  tender,  and  separate  from  the  uterus,  which  by 
means  of  the  sound  could  be  moved  to  some  extent  independently  of 
the  broad-ligament  tumor. 

In  the  vaginal  wall,  running  from  the  base  of  the  right  broad  liga- 
ment, starting  from  a  spot  slightly  to  the  right  side  of  the  cervix, 
there  was  an  elastic  ridge,  somewhat  irregular  in  outline,  which  passed 
forward  and  toward  the  middle  line,  becoming  lost  a  little  to  the 
right  of  the  urethra,  about  three  fourths  of  an  inch  behind  the  base 
of  the  vestibule.  I  could  not  find  out  where  the  discharge  came 
from,  though  I  noticed  that  the  upper  part  of  the  vagina  was  free 
from  discharge,  while  the  vulvar  orifice  was  always  moist  and  soiled 
by  a  somewhat  viscid,  yellowish,  offensive  secretion. 
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A  fortnight  later  the  patient  suffered  severe  throbbing  pain,  and 
the  temperature  rose  nightly  to  1010  or  1020  F.  The  vaginal  ridge 
had  then  become  larger,  tenser,  and  more  elastic,  and  evidently  con- 
tained fluid  reaching  very  nearly  to  the  vaginal  outlet  in  the  middle 
line  of  the  vaginal  roof. 

In  a  few  days  the  portion  of  the  vaginal  cyst  near  the  cervix  was 
found  to  be  more  swollen,  being  about  the  size  of  a  thumb,  but  the 
rest  of  the  vaginal  ridge  seemed  to  consist  of  several  cysts,  apparently 
intercommunicating.  There  seemed  also  to  be  definite  communica- 
tion between  the  vaginal  cyst  and  the  broad-ligament  tumor,  from  the 
fact  that  pressure  upon  the  vaginal  cyst  caused  its  contents  to  pass 
backward,  while  straining  or  coughing  immediately  refilled  it. 

The  patient  went  into  a  nursing  home,  and  was  examined  under 
ether.  The  vaginal  cyst  was  then  found  to  be  collapsed  along  its 
whole  length  ;  the  broad-ligament  tumor  was  very  distinctly  made 
out,  and  was  thought  to  be  a  broad-ligament  parovarian  cyst,  the 
vaginal  cyst  being  presumably  a  patent  Gartner's  duct  communicat- 
ing with  the  cyst  cavity.  At  the  end  of  the  examination,  as  the  patient 
was  regaining  consciousness,  she  coughed,  and  bore  strongly  down, 
causing  a  quantity  of  yellowish  offensive  pus  to  come  out  of  a  minute 
hole  not  previously  seen,1  just  beneath  and  to  the  right  of  the  urethral 
orifice  at  the  base  of  the  vestibule.  A  small  probe  passed  down  this 
abnormal  orifice  for  three  quarters  of  an  inch,  and  the  passage  was 
laid  open  as  a  rectal  fistula  would  be.  The  openings  of  Skene's 
ducts  just  within  the  urethral  orifice  were  quite  perceptible. 

I  then  opened  the  main  vaginal  cyst  about  two  inches  up  the  va- 
gina, but  was  not  able  to  pass  a  probe  for  any  distance  either  back- 
ward or  forward. 

Offensive  pus  continued  for  some  days  to  come  away  from  both 
of  these  places,  but  mainly  from  the  anterior  orifice  ;  indeed,  I  do  not 
think  I  really  opened  the  main  cyst  posteriorly  on  the  first  occasion. 
A  few  days  later  I  succeeded  in  passing  a  probe  along  the  whole  canal 
from  the  anterior  orifice,  and  subsequently  a  director;  and,  under 
ether,  freely  laid  open  the  vaginal  cyst  by  means  of  a  Paquelin's  cau- 
tery knife,  letting  out  much  pus,  which  welled  freely  out  of  the  upper 
end  of  the  incision  at  the  base  of  the  broad  ligament. 

The  duct  thus  laid  open  was  lined  by  smooth  membrane,  but  no 
microscopic  examination  was  made. 

A  sound  passed  into  this  upper  opening  near  the  cervix  went  a 
distance  of  five  inches  upward  and  outward,  and  was  evidently  inside 
a  cyst  cavity  in  the  broad  ligament. 
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The  opening  was  enlarged  to  admit  the  finger,  which  could  be 
passed  into  the  cyst  behind  the  vagina,  and  could  make  out  that  the 
lining  membrane  was  smooth,  and  that  the  cyst  was  between  the  layers 
of  the  broad  ligament.  Per  rectum  the  examining  finger  passed  well 
behind  the  cyst  cavity,  and  could  then  detect  a  sound  passed  into  the 
parovarian  cyst  from  the  vagina.  The  cavity  was  washed  out  with 
iodized  water,  and  a  drainage-tube  inserted. 

For  nearly  five  weeks  the  purulent  fluid  continued  to  come  away, 
speedily  losing  its  offensive  odor  and  becoming  daily  more  watery, 
and  at  the  upper  end  the  sides  of  the  vaginal  cyst  tended  to  unite 
again  over  the  drainage-tube,  which  was  gradually  shortened  and 
finally  removed,  leaving  a  canal  in  the  vaginal  wall  about  an  inch  long 
(March,  1893)  on  the  right  side  of  the  cervix. 

November  7,  1893. — A  rut  or  trough  is  to  be  felt  in  the  vaginal 
wall  to  the  right  of  the  vaginal  portion,  leading  into  a  short  canal  an 
inch  long.  The  canal  now  only  admits  a  large  sound,  and  ends  in 
a  cul-de-sac.  It  is  lined  by  a  bright-red  membrane.  The  uterus  lies 
in  its  central  position,  and  nothing  abnormal  can  be  felt  in  the  right 
broad-ligament  region.    The  patient  feels  perfectly  well. 

This  is  believed  to  have  been  a  case  of  distended  Gartner's  duct, 
where  the  contents  finally  suppurated.  It  is  probable  that  at  first  the 
vaginal  part  of  the  duct  was  impervious,  but  had  become  gradually 
opened  up  by  the  pressure  of  the  contents  of  the  distended  portion  in 
the  broad  ligament  where  the  pain  first  began. 

I  have  only  been  able  to  find  two  other  cases  of  associated  broad- 
ligament  and  vaginal  cyst,  one  described  by  Watts  in  1881,  and  a 
second  by  Veit  in  1882. 

A  short  account  of  each  will  be  given. 

Case  II. — Watts'  patient  had  a  vaginal  cyst  which  bulged  from 
the  anterior  vaginal  wall  in  the  position  of  a  urethrocele.  The 
urethra  was,  however,  quite  normal. 

He  laid  open  the  cyst  per  vaginam,  and  to  his  surprise  was  able 
to  pass  a  probe  several  inches  without  the  slightest  resistance.  The 
probe  passed  to  the  patient's  left  side,  and  its  tip  was  easily  felt  at  a 
point  midway  between  the  umbilicus  and  the  left  anterior  superior  iliac 
spine.  Watts  thought  this  probe  had  penetrated  to  the  peritoneal 
cavity,  but  I  think  it  pretty  clear  that,  as  in  my  case,  it  was  really  be- 
tween the  layers  of  the  broad  ligament,  where  there  was  almost  cer- 
tainly some  distention  of  the  duct  not  noticed  at  the'time,  as  it  doubt- 
less speedily  collapsed  when  the  vaginal  cyst  was  opened. 

Case  III. — Veit's  case  (1882)  was  that  of  a  married  multipara,  aged 


68o 


Transactions  of  Societies. 


forty-seven,  who  had  a  large  vaginal  cyst,  which  made  micturition  dif- 
ficult, owing  to  pressure  upon  the  urethra.  The  cyst  bulged  out  be- 
tween the  labia  majora  as  large  as  a  child's  head. 

The  uterus  was  pushed  over  to  the  left  by  a  tense  elastic  swelling 
in  the  right  broad  ligament,  which  clearly  communicated  freely  with 
the  vaginal  cyst. 

The  case  was  treated  by  incision  of  the  vaginal  cyst,  draining  both 
it  and  the  broad-ligament  cyst,  and  by  cutting  out  a  large  piece  of  the 
lining  membrane  of  the  vaginal  cyst  to  prevent  reclos-ure.  Choleste- 
rine  crystals  were  found  in  the  fluid.  The  epithelium  was  flattened 
in  type. 

The  finger  could  be  passed  into  the  broad-ligament  cyst,  and  the 
ovary  could  be  felt  on  its  posterior  and  outer  surface. 

Such  cases  have  to  be  distinguished  from  a  case  like  the  following, 
which  has  many  symptoms  in  common,  but  is  clearly  of  a  different 
character,  being  one  of  double  vagina  and  uterus,  imperforate  on  one 
side : 

Case  IV. — Miss  T.  P.  was  a  patient  of  my  father,  who  kindly  per- 
mitted me  to  see  her,  and  whose  notes  are  here  reproduced  :  Aged 
seventeen.  Is  constantly  "  unwell,"  discharge  being  grumous  and 
somewhat  offensive.  Suffers  much  from  pruritus  and  pelvic  dis- 
comfort. 

February,  1891. — On  examination,  the  hymen  is  present,  but  very 
dilated.  The  uterus  is  rather  larger  than  normal.  Between  the  uterus 
and  the  left  side  of  the  pelvis  is  a  tumor,  larger  than  the  uterus,  and 
mobile,  somewhat  behind  the  level  of  the  broad  ligament. 

'April,  1 891. — In  spite  of  vaginal  injections  the  discharge  persists, 
and  continues  to  be  very  offensive.  On  examination,  the  odor  from 
the  vagina  is  very  foul  ;  on  the  left  side  of  the  vagina,  reaching  half- 
way down,  a  swelling  is  felt  like  a  vaginal  cyst,  but  no  aperture  open- 
ing into  vagina  can  be  detected,  though  it  seems  certain  that  one  is 
present.    The  uterus  is  apparently  normal. 

June,  1891. — No  change,  except  that  an  opening  into  the  cyst  is 
discovered  anteriorly. 

Patient  was  taken  into  a  nursing  home,  and  the  vaginal  cyst 
opened  along  the  side  of  the  vagina  to  the  level  of  the  external  os 
uteri.  As  the  parts  were  very  vascular  the  vaginal  cyst  was  opened 
by  passing  an  India-rubber  tube  along  its  canal,  and  bringing  it  out 
at  the  top  of  the  vagina,  tightening  it,  and  allowing  it  to  work  its  way 
through,  imitating  one  of  Allingham's  methods  for  fistula  in  ano. 

Later  on,  the  sound  was  passed  upward  and  backward  into  the 
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body  felt  to  the  left  of  the  uterus,  and  the  finger  could  also  be  passed 
along  the  opened-up  canal,  and  the  circle  of  the  dilated  neck  of  the 
distended  half  of  the  double  uterus  could  be  felt.  The  case,  there- 
fore, was  clearly  one  of  uterus  bicornis  septus  with  double  vagina,  the 
left  half  of  the  vagina  being  closed  near  the  vulva.  A  drainage-tube 
was  passed  into  the  uterus  (left  half)  and  kept  in  for  some  weeks. 

This  diagnosis  was  confirmed  in  August,  1891,  when  the  vaginal 
canal  leading  to  the  left  external  os  uteri  was  found  to  admit  the  tip 
of  the  finger  for  over  an  inch.  The  finger  could  then  detect  a  normal 
external  os  uteri,  and  in  January,  1892,  the  sound  showed  that  the 
left  half  of  the  uterus  was  two  and  a  half  inches  long  and  retroverted, 
while  the  right  half  was  the  same  length  and  anteverted.  The  patient 
is  now  quite  well. 

Where  Midler's  ducts  have  not  combined  by  absorption  of  their 
intervening  sseptum,  as  in  this  case,  Freund  has  stated,  and  Winckel 
agrees  with  him,  that  one  duct  may  take  a  spiral  course  and  become 
anterior  to  the  patent  vagina,  formed  out  of  the  other  Midler's  duct. 
This  would  make  the  diagnosis  between  a  distended  Midler's  duct 
and  a  similar-sized  distended  Wolffian  or  Gartner's  duct  more  difficult. 

There  are  many  points  of  interest  in  connection  with  a  distended 
Gartner's  duct.  Its  position  while  between  the  layers  of  the  broad 
ligament  is  well  known. 

It  is  agreed  that  most  parovarian  cysts  arise  from  distention  of 
one  of  the  vertical  tubules  of  the  parovarium,  and  that  cysts  so  formed 
are  rarely  present  before  the  age  of  seventeen,  when  the  changes  ol 
puberty  set  up  some  activity  in  the  vestigial  remains  of  the  Wolffian 
body. 

The  three  cases  described  above  seem  to  prove  that  sometimes  the 
longitudinal  tube  of  the  parovarium  running  at  right  angles  to  the 
vertical  tubules  may  become  distended  into  a  cyst,  and  Doran  alludes 
to  such  a  possibility.  Usually  the  longitudinal  tube  thus  distended 
would  not  be  patent  beyond  the  limits  of  the  broad  ligament,  and  the 
resulting  parovarian  cyst  would  be  indistinguishable  from  a  paro- 
varian cyst  due  to  distention  of  one  of  the  vertical  tubules.  If, 
however,  the  longitudinal  tubule,  Gartner's  duct,  were  patent  along 
that  part  of  its  course  which  lies  in  the  antero-lateral  wall  of  the 
vagina,  the  condition  would  be  precisely  as  was  found  in  the  three 
cases  described  above — viz.,  a  parovarian  cyst  formed  out  of  the  broad- 
ligament  portion  of  Gartner's  duct,  with  a  channel  leading  from  it, 
along  the  vaginal  continuation  of  the  duct,  toward  the  base  of  the 
vestibule,  forming  a  more  or  less  continuous  cyst  along  the  vagina. 
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The  following  case,  occurring  in  the  practice  of  Mr.  ^Milton,  of 
Cairo,  is  not  identical  with  the  preceding  three  cases,  inasmuch  as, 
owing  to  patency  of  the  duct  at  its  vulvar  termination,  there  was  free 
discharge,  preventing  any  distention  of  the  duct  along  its  course.  It 
is  also  interesting  from  other  points  of  view,  especially  as  regards  the 
treatment  adopted,  which  I  do  not  think  was  very  satisfactory,  merely 
masking  and  not  curing  the  abnormity  : 

Case  V. — The  case  was  that  of  an  Egyptian  fellah  woman,  aged 
thirty,  who  from  her  earliest  recollection  had  been  subject  to  a  watery 
vaginal  discharge.  At  the  age  of  thirteen  she  married,  became  preg- 
nant, and  was  delivered  of  a  healthy  child,  the  discharge  continuing 
during  the  whole  pregnancy.  On  vaginal  examination,  a  very  minute 
orifice,  admitting  only  a  catgut  guide,  was  found  on  the  vesico-vaginal 
saeptum,  a  little  to  the  right  of  the  middle  line,  and  half  an  inch  pos- 
teriorly to  the  vesical  extremity  of  the  urethra.  From  this  issued, 
drop  by  drop,  a  pellucid  fluid,  to  the  amount  of  about  two  ounces 
per  diem,  having  a  specific  gravity  of  1026,  and  containing  much  al- 
bumin, with  some  chloride  of  sodium.  Urea  and  urates  were  absent. 
A  fine  urethral  bougie,  introduced  with  great  difficulty,  passed  di- 
rectly backward  along  the  vesico-vaginal  saeptum,  and  then,  following 
to  all  appearance  the  line  of  the  ureter,  penetrated  to  the  whole  of  its 
length  in  the  direction  of  the  right  kidney.  The  patient  was  most 
anxious  to  have  something  done  to  stop  the  constant  discharge. 

Mr.  Milton  decided  not  to  attempt  to  close  or  destroy  the  canal, 
but  to  divert  its  opening  into  the  bladder,  so  that  its  contents  might 
flow  away  unnoticed  with  the  urine.  This  was  easily  effected  by 
separating  a  tongue  of  tissue  composed  of  the  whole  thickness  of  the 
vesico-vaginal  saeptum,  and  containing  the  orifice  and  first  inch  of  the 
duct,  tucking  it  up  into  the  bladder,  and  closing  the  vesico-vaginal 
saeptum  beneath  it.  Twenty-four  hours  after  this  operation  was  per- 
formed the  patient  compiained  of  severe  pain  in  the  right  lumbar 
region  ;  this  pain  lasted  for  a  few  days,  and  required  morphine  for  its 
relief.  It  was  very  probably  due  to  retention  of  the  contents  of  the 
canal  from  a  kink  at  the  point  where  it  had  been  turned  up  into  the 
bladder.  The  patient  recovered  completely,  and  left  the  hospital  free 
from  any  vaginal  discharge,  but  with  an  albuminuria,  which  in  the 
future  may,  he  says,  greatly  trouble  some  learned  physician. 

The  question  of  the  course  and  termination  of  Gartner's  duct 
after  it  leaves  the  broad  ligament  has  not  yet  been  definitely  settled. 
Many  observers  have  traced  it  along  the  broad  ligament  from  its 
closed  extremity,  usually  called  Kobelt's  tubes,  above  the  ovary  and 
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the  vertical  tubules,  downward  and  inward  into  the  cervix,  or  into 
the  vagina  at  the  sides  of,  or  anterior  to,  the  cervix,  but  its  course 
after  that  position  has  been  reached  is  disputed. 

Max  Schuller,  Fischel,  Dohrn,  Rieder,  Skene,  and  others  believe 
that  it  never  persists  as  far  forward  as  the  urethra. 


ut,  Uterus;  B,  bladder;  u1,  ureter;  v'2,  urethra;  SD,  Skene's  ducts;  v,  vagina; 
G  C,  Gartner's  canals ;  M  s  G,  Max  Schuller's  glands  ;  K,  Kobelt's  tubules  ; 
B  L,  broad  ligament ;  O.  ovary  ;  o  L,  ovarian  ligament  ;  R  L,  round  ligament  ; 
F  T,  Fallopian  tube  ;  H  M,  hydatid  of  Morgagni  ;  P,  vertical  tubes  of  par- 
ovarium.   (Modified  from  Skene.) 

The  opposite  view  is  taken  by  many.  Thus  Kocks,  of  Bonn  (and 
Garrigues  acquiesces  with  him),  declared  that  in  eighty  per  cent,  of 
adult  females  the  remains  of  Gartner's  duct  could  be  found  as  two 
small  tubules  opening  just  posterior  to  the  meatus  urinarius. 

The  sow  is  specially  stated  to  have  persistent  Gartner's  ducts,  and 
Dohrn  states  that  in  fcetal  kittens  they  are  always  persistent  along  the 
vagina. 

Cases  of  vaginal  cysts  along  the  presumed  course  of  a  persistent 
Gartner's  duct  are  very  numerous,  and  are  not  alluded  to  here. 
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Many  observers  have  examined  the  lining  membrane  of  these  vagi- 
nal cysts,  and  the  epithelium  is  variously  described  as  pavement  and 
cylindrical,  while  Johnston  figures  columnar  and  pavement  cells  in 
different  sections  of  the  same  cyst.  This  diversity  of  epithelial  lining 
is  explained  by  Rutherfoord  in  his  exhaustive  paper  on  Vaginal  Cysts, 
read  before  this  Society  in  1891,  as  being  due  to  pressure  of  the  con- 
tents flattening  the  original  cylindrical  form,  so  as  to  resemble  the 
endothelium,  such  as  is  found  in  a  lymph  channel.  Chalot,  writing 
in  1892,  believes  that  all  cysts  in  the  antero-lateral  wall  of  the  vagina, 
extending  upward  to  the  base  of  the  broad  ligament,  if  lined  with 
cylindrical  epithelium,  are  invariably  Wolffian. 

A  very  valuable  work  on  The  Duct  of  Gartner,  by  Bland  Sutton, 
was  published  in  1886,  giving  his  results  of  examination  of  seventy 
cows  ;  and  Mr.  Alban  Doran,  in  his  review  of  this  work,  points  out 
that  as  Gartner's  ducts  are  generally  admitted  to  be  the  homologues 
of  the  vasa  deferentia,  and  as  the  vesiculse  seminales  are  diverticula 
of  the  vasa,  close  to  their  termination  on  the  floor  of  the  prostatic 
urethra,  it  follows  that  the  Max  Schtiller's  glands  of  the  female  urethra 
are  the  homologues  of  the  vesiculae  seminales,  and  he  agrees  with  Bland 
Sutton  in  thinking  that  in  woman,  as  in  Bos,  Skene's  tubes  represent 
the  anterior  termination  of  Gartner's  ducts.  This  latter  conclusion 
is  not,  I  think,  correct. 

When  this  view  was  expressed  in  1886,  no  cases  had  been  pub- 
lished of  a  persistent  Gartner's  duct  opening  at  the  base  of  the  vesti- 
bule ;  but  the  cases  now  given,  and  other  cases  of  cysts  formed  out 
of  the  vaginal  portion  of  Gartner's  ducts,  show  that  the  opening  of 
Skene's  ducts  and  the  opening  of  Gartner's  ducts  are  not  necessarily 
identical  in  situation. 

In  my  own  and  Mr.  Milton's  cases  the  duct  leading  from  the 
broad  ligament  was  traceable  along  the  whole  length  of  the  vagina, 
from  the  base  of  the  broad  ligament  near  the  cervix  forward  and  in- 
ward to  a  point  at  the  base  of  the  vestibule  immediately  below,  and 
in  both  cases  slightly  to  the  right  side  of  the  urethral  orifice,  just  as 
Kocks  believes  to  obtain  in  80  per  cent,  of  adult  females,  and  not,  as 
Doran  and  others  have  described,  opening  just  inside  the  urethral 
orifice  in  the  position  of  Skene's  ducts.  Almost  all  observers  who 
have  been  able  to  trace  persistent  Gartner's  ducts  as  far  forward  as 
the  urethra  describe  the  opening  as  being  just  behind  and  to  one  side 
of  the  urethral  orifice.  The  actual  opening  may  vary  much  in  differ- 
ent cases,  and  may  in  a  few  cases  really  open  into  Skene's  tubes,  and 
be  a  source  of  an  obscure  albuminuria.    Freund,  in  describing  one 
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case  of  patency  of  the  vaginal  part  of  the  duct,  places  the  opening 
on  the  urethral  ridge,  three  tenths  of  an  inch  behind  the  urethral 
orifice. 

Realdus  Columbus,  writing  in  1559,  gives  an  interesting  account 
of  a  case  observed  by  him.  The  following  is  a  translation  (for  origi- 
nal Latin  see  footnote  *) : 

"  The  case  of  an  androgynus  or  hermaphrodite,  in  whose  one  person 


*  Realdus  Columbus,  De  Anatomicd,  p.  268  :  "  Proposito  enim  mihi  Androgyno, 
seu  hermaphrodito,  subiecto  in  quam  eodem  mare,  et  foemina,  superioribus  et  enim 
annis  foeminam  mihi  videre  contigit,  quae  praeter  vuluam,  membra  quoque  virili 
praedita  erat,  quod  tamen  non  erat  admodum  crassum.  Quaobrem  in  eius  anatome 
generationis  vasa  accurate  admodum  per  uestigaui,  vasa  seminaria,  testesq'  ;  conside- 
rans,  nunquid  vlla  inter  haec  communio,  et  consensus  adesset :  Tandem  hoc  comperi, 
vasa  quidem  praeparantia,  ab  aliarum  foeminarum  praeparantibus  vasis  non  differre  ; 
sed  deferentia  differre  :  nam  bipartita  erant,  et  exbinis  quaterna  natura  genuerat,  ex 
quibus  duo,  quae  etiam  maiora  erant,  ad  matricis  concauum  destinabantur,  reliqua 
duo  ad  penis  radicem,  qui  glandularum  parastatum  expers  erat.  Hoc  tarn  admira- 
bile  uisu,  et  speculatu  erat  quam  quod  maxime  :  quo  pacto  natura  prudens,  sagaxq'  ; 
locum  satis  tutum  selegerat,  per  quod  uasa  haec  ad  penem  deferri  possent :  et  quern 
admodum  meatum,  qui  in  ipso  est  pene,  perforarent :  qui  meatus  in  alijs  turn  semini, 
turn  lotio  comunis  existit,  hie  vera  urinae  nihil  quicquam  opis  afferebat  ;  nam  instar 
aliarum  mulierum  urina  exibat.  vterus  autem,  nec  non  vteri  ceruix  a  caeterarum  foe- 
minarum matrice,  colloq'  ;  nihil  distabat  :  sed  in  testibus  discrimen'  erat  ;  na  testes 
in  hac  crassiores  erant,  quam  in  reliquis  mulieribus  :  seb  quoad  situm  ipsorum  nul- 
lum discrimen  depraehendi.  Peni  scrotum  contiguum  non  erat,  imo  vera  scroto 
prorsus  carebat :  et  duobus  musculis  praeditus  erat  huius  foeminae  penis,  non  qua- 
tuor,  vt  in  maribus  perfectis.  Praeterea  penis  huius  hermaphroditi  tenui  pelle  inte- 
gebatur,  nullum  aderat  praeputiu,  sed  duo  spongiosa  corpora,  per  quae  duae  arteriae 
ferebantur,  ab  illis  ortae,  quae  ad  vesica  tendebant." 

N.  B. — The  above  translation  is  believed  to  be  correct.  I  have  had  the  advan- 
tage of  the  opinion  of  Mr.  J.  W.  Hulke,  F.  R.  C.  S.,  whose  note  may  here  be  quoted, 
with  reference  to  the  old  anatomical  terms  used. 

"  The  vasa  praparantia  are  the  '  vasa  semen  preparantia,'  and  are  the  spermatic 
veins.  Cf.  Bartholinus,  Anat.  Rcformata,  p.  132,  fig.  explic,  Tab.  xxii ;  also  Gibson, 
Thos.,  Anat.  of  Mans  Body  Epitomized,  1688,  p.  157  ;  Of  the  Genitals  in  Women, 
chap,  xxiv  ;  Of  the  Vasa  Pneparantia.  Here  plainly  the  ovar.  arteries  and  veins  are 
intended.  Riolanus  says  of  these  that  in  females  '  et  vena  et  arteria  bipartite  fin- 
duntur.' 

"  The  '  vasa  deferentia '  are  not  the  Fallopian  tubes,  but  the  ovarian  ligament, 
which  was  regarded  by  old  anatomists  as  a  vessel,  and  is  their  '  vas  evacuatorium,' 
by  which  the  female  semen  was  conveyed  from  the  ovary  into  the  womb.  The  Fal- 
lopian tube  was,  by  some,  regarded  as  a  spiracle,  by  which  the  foetus  in  utero  drew 
air  for  its  breathing  from  the  mother ;  by  others  it  was  considered  to  be  a  vent 
through  which  the  fuliginous  vapors  forming  in  the  womb  escaped  from  it  into  the 
belly.  Fallopus  called  it  'Tuba,'  but  does  not  seem  to  have  rightly  appreciated  its 
true  function,  the  human  ovum  to  him  unknown." 
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the  male  and  female  alike  are  combined,  having  been  brought  to  my 
notice,  I  may  mention  that  it  fell  to  my  lot  formerly  to  see  a  woman, 
who  in  addition  to  a  vulva  was  endowed  with  a  male  organ  as  well — 
not,  however,  a  very  thick  one.  Accordingly  in  the  anatomy  of  this 
person  I  investigated  the  vessels  of  generation  very  accurately,  the 
seed-vessels  (ovarian  blood-vessels)  and  the  testes  (ovaries)  marking 
whether  there  was  any  communication  and  agreement  between  them. 

"  The  result  of  my  observations  was  that  the  spermatic  (ovarian) 
arteries  and  veins  did  not  differ  from  that  of  ordinary  women,  but  the 
ovarian  ligaments  did  ;  for  they  were  bipartite,  and  from  the  pair 
Nature  had  developed  two  pairs,  two  of  which,  and  these  the  larger, 
were  attached  to  the  hollow  of  the  womb,  the  other  two  to  the  root 
of  the  penis,  which  was  without  a  prostate  gland.  This  (arrange- 
ment) was  to  the  last  degree  admirable  to  look  at  and  contemplate, 
showing  how  farsighted  and  wise  Nature  had  chosen  a  sufficiently 
safe  place  by  means  of  which  these  vessels  might  reach  the  penis,  and 
pass  through  the  orifice  which  exists  in  the  penis  itself.  This  orifice 
in  other  individuals  serves  alike  for  the  semen  and  the  urine  ;  in  this 
case,  however,  it  is  of  no  help  to  the  urine,  for  this  last  finds  its  way 
out  as  in  other  women.  The  uterus,  moreover,  and  the  neck  of  the 
uterus  as  well,  do  not  differ  from  the  uterus  and  the  cervix  of  other 
women  ;  but  as  regards  the  testes  there  was  a  difference,  for  the  testes 
(ovaries)  in  this  case  were  thicker  than  in  other  women,  but  as  regards 
the  position  of  the  latter  I  detected  no  difference.  The  scrotum  was 
not  attached  to  the  penis — in  fact,  the  scrotum  was  altogether  absent, 
and  the  penis  of  this  female  was  endowed  with  two,  nof  four  muscles, 
as  in  the  case  of  well-developed  males.  Moreover,  the  penis  of 
this  hermaphrodite  was  covered  with  a  thin  skin;  no  prepuce  was 
attached,  but  two  spongelike  bodies,  through  which  two  arteries 
made  their  way,  sprung  from  those  bodies,  which  extended  to  the 
bladder." 

It  is  difficult  to  credit  the  vague  statement  that  these  canals 
"ended  at  the  root  of  the  clitoris,"  for  if  homology  is  of  any  value,  it 
would  tend  to  prove  that  if  the  Wolffian  duct  ended  in  the  female 
urethra  at  all,  it  would  do  so  in  the  part  corresponding  with  the  first 
part  of  the  prostatic  portion,  which  in  this  case  is  in  the  usual  position 
of  the  female  urethra.  No  microscopical  examination  was  possible  in 
1559,  but  the  genital  glands  were  in  the  usual  position  of  ovaries,  and 
there  is  no  reason  to  think  they  were  testes.  The  woman,  therefore, 
was  almost  certainly  not  hermaphrodite,  and  we  may  assume  the 
canals  to  have  been  persistent  Gartner's  canals. 
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It  is  recognized  that  vaginal  cysts  near  the  cervix  may  be  due  to  a 
distended  Gartner's  duct  ;  and  if  it  be  allowed  that  Gartner's  duct  is 
sometimes  present  up  to  the  base  of  the  vestibule,  it  will  simplify  the 
aetiology  of  many  cysts  in  the  anterior  parts. of  the  vagina.  Chalot, 
the  most  recent  writer  on  vaginal  cysts,  is  convinced  that  Skene's 
ducts  are  quite  distinct  from  Gartner's  ducts,  and  gives  one  case  in 
which  he  proved  them  to  be  so. 

It  is  probable  that  the  formation  of  the  vaginal  cysts  in  some  of 
the  above  cases  was  secondary  to  the  distention  of  the  broad-liga- 
ment portion  of  the  duct,  and  that  the  vaginal  portion  of  the  duct 
was  gradually  opened  up  by  the  pressure  of  the  fluid  contents  of  the 
broad-ligament  portion,  under  the  influence  of  coughing  and  other 
intra-abdominal  pressure. 

Patent  Gartner's  ducts  may  be  more  frequent  than  is  imagined, 
and  may  account  for  some  of  those  cases  of  watery  vaginal  discharge 
the  origin  of  which  is  obscure  ;  for  in  all  the  cases  which  were  dis- 
charging, the  hole  was  so  minute  that  it  could  only  be  detected  when 
fluid  was  actually  exuding  through  it. 

In  this  connection  a  case  related  by  Mr.  Lawson  Tait  is  inter- 
esting. 

Case  VI. — A  patient,  aged  sixty  years,  consulted  him  for  profuse, 
recurring,  clear,  watery  discharge  from  the  vagina  for  the  last  thirty 
years,  the  cause  having  been  variously  diagnosed  as  hydrorrhcea  uteri, 
polyuria,  etc.  He  discovered  that  the  fluid  came  neither  from  the 
dterus  nor  bladder,  but  from  two  small  apertures,  one  on  each  side  of 
the  urethra.  Temporary  closure  of  the  canals  by  Paquelin's  cautery 
caused  much  pelvic  distention,  which  was  relieved  when  the  accumu- 
lation of  fluid  reopened  the  closed  orifices. 

Mr.  Tait  appears  to  have  held  to  Morrison  Watson's  theory  that 
these  ducts,  which  he  assumed  to  be  Gartner's  canals,  led  into  the 
peritoneal  cavity,  and  nothing  further  was  done,  the  discharge  con- 
tinuing till  the  patient  was  seventy  years  of  age. 

If  this  was  a  case  of  patency  of  both  Gartner's  ducts  from  their 
commencement  near  the  ovary  to  their  ending  near  the  urethra,  a 
closure  anywhere  along  the  vaginal  portion  of  the  duct  would  have 
led  to  distention  of  the  broad-ligament  portion,  and  a  parovarian  cyst 
would  have  resulted. 

The  question  of  treatment  may  also  be  alluded  to. 

If  suppuration  has  occurred,  there  is  probably  no  doubt  that  the 
best  plan  is  to  treat  the  combined  cysts  as  an  abscess  by  laying  open 
the  vaginal  part  of  the  duct  by  means  of  Paquelin's  cautery-knife  so 
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far  back  as  the  broad-ligament  cyst,  which  can  then  be  easily  drained 
and  irrigated,  and  will  gradually  contract  down,  and,  finally,  com- 
pletely close  up.  Even  where  suppuration  has  not  occurred  (as  in 
Dr.  Milton's  or  in  Mr.  Tait's  case)  the  same  course  might  be  adopted  ; 
the  broad-ligament  parovarian  cyst,  if  present,  being  washed  out  with 
iodine  solution,  and  allowed  slowly  to  contract. 

Mr.  Milton's  method  of  diverting  the  course  of  the  duct  into  the 
bladder  seems  to  have  no  advantages  ;  and  if  there  is  a  vaginal  open- 
ing, one  doubts  if  an  abdominal  section,  as  proposed  by  Mr.  Lawson 
Tait,  is  necessary,  or  even  advisable,  for  if  the  parovarian  cyst  had  to 
be  enucleated  from  its  broad-ligament  investment  it  might  be  difficult 
to  effectually  close  the  opening  into  the  vaginal  cysts,  and  unless  the 
vagina  were  kept  aseptic  the  patient  would  run  great  risk  of  septic 
abdominal  infection  occurring. 

The  conclusions  which  may  be  drawn  from  these  cases  seem  to  be 
as  follows  : 

1.  That  Gartner's  duct  can  be  traced  in  some  cases  in  the  adult 
female  from  the  parovarian  to  the  vestibulum  vulva?,  ending  just  be- 
neath and  slightly  to  one  side  of  the  urethral  orifice. 

2.  Homology  tends  to  show  that  Max  Schiiller's  glands  are  diver- 
ticula of  Gartner's  ducts,  just  as  the  vesiculae  seminales  are  diverticula 
of  the  vasa  deferentia.  Some  evidence  is  given  that  Skene's  ducts 
are  not  necessarily  identical  with  the  anterior  termination  of  Gartner's 
ducts  (as  most  of  those  who  have  traced  Gartner's  duct  to  the  vesti- 
bule have  thought),  but  that  Skene's  ducts  lead  directly  and  solely 
from  Max  Schiiller's  urethral  glands,  Gartner's  ducts  being  continued 
to  the  vestibule,  behind,  but  parallel  to  Skene's  ducts. 

3.  That  Gartner's  duct,  if  patent,  may  become  distended  at  any 
part  of  its  course,  constituting  a  variety  of  parovarian  cyst  if  the  dis- 
tention be  in  the  broad-ligament  portion,  and  a  vaginal  cyst  if  the 
distention  be  in  the  vaginal  portion.  The  cases  described  are  in- 
stances of  the  association  of  both  of  these  cysts,  owing  to  simultaneous 
patency  and  distention  of  both  portions  of  the  duct. 

4.  Attention  is  drawn  to  these  cases  as  affording  explanations  of 
some  obscure  cases  of  profuse  watery  discharge  from  the  vagina,  not 
coming  from  the  uterus  or  bladder. 

5.  The  question  of  treatment  is  also  approached,  and  the  opinion 
is  expressed  that  where  the  whole  duct  is  distended  the  vaginal  part 
of  the  cyst  may  be  laid  open  as  far  as  the  base  of  the  broad  ligament, 
and  the  broad-ligament  portion  encouraged  to  contract  and  close 
up. 
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Female. 

Ovary. 
Parovarium. 
Gartner's  canal. 

Duct  from  Gartner's  canal  to  Max 

Schuller's  gland. 
Max  Schuller's  gland. 
Skene's  ducts. 
Urethra. 

Urethral  orifice  and  vestibule. 
Clitoris. 


Male. 

Testis. 
Epididymis. 
Vas  deferens. 

Junction  of  vas  deferens  with  vesic- 

ula  seminalis. 
Vesicula  seminalis. 
Ejaculatory  ducts. 

Upper  part  of  prostatic  portion  of 
urethra. 

Lower  part  of  prostatic  and  mem- 
branous porlion  of  urethra. 

Glans  penis  and  spongy  portion  of 
urethra. 
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The  President  expressed  the  thanks  of  the  Society  to  Dr.  Routh 
for  his  able  and  instructive  paper,  which  contained  both  exact  and 
careful  original  observations,  and  laborious  research  into  the  preced- 
ing work  of  others  upon  the  difficult  subject  discussed. 

Mr.  Alban  Doran  thought  that  the  association  of  parovarian 
cysts  with  cysts  in  the  lower  part  of  the  genito-urinary  tract  in  the 
same  subject  was  strong  evidence  of  tneir  common  origin.  The 
rarity  of  cysts  in  the  lower  part  was  the  chief  argument  against  the 
theory  that  the  duct  ever  extended  so  low  downward,  but  such  an 
argument  was  in  no  sense  a  proof.  The  development  and  embryol- 
ogy of  the  female  organs  should  be  studied  in  a  scientific  spirit,  and 
the  observer  must  not  look  out  for  ducts  which  he  wanted  to  find, 
else  he  was  sure  to  find  them,  according  to  his  own  opinion.  Un- 
fortunately, the  next  man  who  worked  at  the  subject  was  apt  to  deny 
that  any  duct  had  been  discovered.  At  present  they  must  dwell  on 
what  had  actually  been  detected.  Fischel  (Beitrage  zur  pathologis- 
chen  Histologie  der  weiblichen  Genitalien,  Archiv  f.  Gyndk.,  vol. 
xxiv,  1884,  p<  119),  in  dissecting  the  uterus  of  a  human  foetus,  found 
that  Gartner's  duct  ran  into  the  uterine  wall  and  suddenly  turned  up- 
ward in  the  tissues  of  the  vaginal  portion  of  the  cervix,  ending  in  a 
blind  extremity,  without  reaching  the  vagina.  However,  this  con- 
dition might  be  an  individual  anomaly  ;  nor  did  it  follow  that  the 
blind  extremity  was  the  end  of  Gartner's  duct,  which  might  have  ex- 
tended further  and  become  obliterated.  Mr.  Sutton's  theory  con- 
cerning the  homologies  of  Skene's  tubes  and  Max  Schiiller's  glands 
was  not  unreasonable.  The  tubes  were  no  doubt  ducts  of  glands, 
yet  they  might  also  be  the  extremities  of  Gartner's  ducts.  Even  if  the 
ducts  could  be  traced  running  outside  the  urethra  and  ending  in 
blind  extremities  in  the  vestibule,  that  would  not  prove  that  Skene's 
tubes  were  not  the  true  extremities  of  Gartner's  ducts  after  all.  The 
cutting  off  and  dislocation  of  portions  of  fcetal  structures  was  a  com- 
mon phenomenon  in  embryology.  The  clinical  importance  of  Dr. 
Amand  Routh's  communication  was  evident.  Just  as  parovarian 
cysts  tended  to  burrow,  sometimes  inconveniently,  between  the  layers 
of  the  broad  ligament,  so  vaginal  cysts  tended  to  burrow  upward,  so 
as  to  lie  in  close  association  with  the  parametrium,  peritonaeum,  and 
large  blood-vessels.    On  the  other  hand,  cysts  of  Cowper's  glands 
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could  not  burrow  in  the  same  direction,  owing  to  the  disposition  of 
the  pelvic  fascia.  Hence,  while  the  extirpation  of  large  cysts  of 
Cowper's  glands  was  usually  practicable  and  advisable,  the  dissecting 
out  of  large  vaginal  cysts  was  dangerous  and  unjustifiable. 

Dr.  Herbert  Spencer  said  that  the  paper  was  a  highly  important 
contribution  to  our  knowledge  of  Gartner's  duct.  One  point  he  did 
not  agree  with — namely,  the  representation  in  the  diagram  of  the 
middle  part  of  Gartner's  duct  as  running  in  the  fold  of  the  broad 
ligament,  whereas  it  had  often  been  traced  into  the  outer  wall  of  the 
uterus,  and  he  (Dr.  Spencer)  had  a  specimen  of  a  fcetal  uterus  show- 
ing distention  of  the  duct  in  that  situation.  He  drew  attention  to  the 
frequency  with  which  a  duct,  more  or  less  rudimentary,  was  to  be 
found  opening  on  either  side  of  the  urethra.  He  noticed  that  the 
cyst  in  Dr.  Routh's  case  had  a  smooth  lining,  a  point  worth  noting  in 
view  of  the  frequency  with  which  cysts  arising  from  parovarial  tubes 
developed  papilloma.  While  agreeing  with  what  Mr.  Bland  Sutton 
had  said  as  to  changes  in  the  epithelial  lining  of  cysts,  he  (Dr.  Spen- 
cer) thought  that  the  racemose  arrangement  and  many-layered  lining 
of  Skene's  glands  was  so  different  from  the  single  layer  of  Gartner's 
duct  that  it  was  evidence  of  a  difference  in  origin. 

Dr.  Oliver  did  not  consider  vaginal  cysts  were  so  rare  as  was 
usually  supposed.  During  the  last  twelve  months  he  had  had  six 
cases,  and  out  of  this  number  he  was  of  opinion  that  two  had  origi- 
nated in  Gartner's  duct.  Both  had  occurred  in  married  women,  and 
were  located  rather  on  the  right  side  of  the  vagina,  although  they  in- 
volved very  extensively  the  anterior  wall  of  the  vagina  too.  They 
extended  from  the  vaginal  roof  to  close  upon  the  remains  of  the 
hymen.  One  cyst  contained  three  ounces  of  fluid  and  the  other  six. 
In  both  cases  the  contents  were  similar  to  those  found  in  parovarian 
cysts.  The  fluid  was  slightly  opalescent  ;  it  was  neutral  in  reaction, 
and  contained  albumin  and  chlorides.  The  specific  gravity  of  the 
fluid  was  in  one  case  1005,  and  in  the  other  1008.  Dr.  Oliver  stated 
that  the  contents  of  vaginal  cysts  varied.  Recently  he  had  opened  one 
on  the  posterior  wall  of  the  vagina  in  which  the  fluid  was  treacly — in 
consequence,  no  doubt,  of  the  presence  of  blood — but  he  had  long 
been  disposed  to  believe  that  some  vaginal  cysts  originated  in  Gart- 
ner's duct. 

Dr.  Amand  Routh  thanked  the  Society  for  their  reception  of  the 
paper,  and  especially  those  members  who  had  taken  part  in  the  inter- 
esting discussion.  He  was  glad  to  find  that  such  able  comparative 
anatomists  as  Mr.  Doran  and  Mr.  Bland  Sutton  were,  in  the  main,  in 
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agreement  with  him  in  regard  to  the  conclusions  at  which  he  had 
arrived.  He  thanked  Mr.  Doran  for  his  remarks  on  the  diagram  ex- 
hibited, which  clearly  was  not  intended  to  be  anatomically  correct,  as 
Dr.  Griffith  suggested,  but  purely  diagrammatical.  It  was  impossible 
to  draw  several  planes  of  tissue  except  in  this  way.  In  reply  to  Mr. 
Bland  Sutton  he  said  the  duct  laid  open  could  not  be  a  distended 
ureter,  as  it  would  not  then  have  granulated  up  after  incision.  His 
specimen  of  vaginal  cyst  from  a  distended  Gartner's  duct  in  a  cow 
was  of  great  value,  as  showing  unequivocally  that  such  distention 
cysts  do  actually  occur  as  suggested.  The  suggestions  in  the  paper 
were  not  yet  capable  of  actual  proof,  for  no  anatomical  evidence  of  a 
communication  between  Gartner's  duct  and  Max  Schiiller's  gland  had 
been  shown  to  exist.  Homology,  however,  made  this  very  probable. 
He  did  not  agree  with  Mr.  Bland  Sutton's  interpretation  of  Realdus 
Columbus's  case  (1559),  and  believed  that  it  was  not  a  description  of 
a  hermaphrodite,  but  of  a  woman  with  persistent  Gartner's  ducts, 
all  other  organs  being,  so  far  as  could  be  judged  by  the  text,  normal. 
He  had  in  the  diagram  drawn  the  middle  part  of  Gartner's  duct  as 
passing  downward  outside  the  uterine  muscle,  as  it  appeared  to  him 
to  obtain  in  his  own  case.  He  was  aware,  as  stated  by  Dr.  Herbert 
Spencer,  that  Fischel  and  others  described  it  as  passing  through  the 
cervix  to  reach  the  vagina,  but  others  had  held  the  view  as  drawn  in 
the  diagram,  and  the  point  was  as  yet  undecided.  Embryologically 
there  was  no  reason  to  suppose  that  the  Wolffian  duct  was  enveloped 
by  the  Mullerian  duct  in  the  female  except  in  a  few  cases,  which 
might,  he  thought,  be  viewed  as  exceptional.  He  did  not  find  the 
lining  of  the  cyst  anywhere  papillomatous,  its  surface  being  uniformly 
smooth.  The  general  idea  of  his  diagram  was  founded  on  the  basis 
of  one  published  by  Skene.  He  thanked  Dr.  Oliver  for  his  remarks 
on  vaginal  cysts,  in  the  main  confirmatory  of  his  contention. 


Stated  Meeting,  May  2,  1894. 

A  Case  of  Exomphalic  Foetus.    By  Arthur  E.  Giles,  M.  D.,  and 
R.  J.  Probyn-Williams,  M.  D. 

This  child  was  born  at  the  General  Lying-in  Hospital,  Lambeth, 
on  the  17th  of  March,  1894.  The  mother,  aged  twenty-seven,  secun- 
dipara, believed  the  period  of  pregnancy  to  be  seven  months.  The 
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head  midwife,  Mrs.  Messenger,  attended  the  case  in  Dr.  Williams' 
absence.  She  states  that  she  was  at  first  much  puzzled  to  make  out 
the  presentation  :  it  was  a  breech,  but  the  mass  of  viscera  could  be 
felt,  and  she  thought  she  had  to  do  with  a  dead  and  decomposed 
foetus.  The  membranes  had  ruptured  before  admission.  Labor  pro- 
ceeded without  difficulty.  The  child  made  two  or  three  gasps  on  be- 
ing born.  The  placenta  was  expelled  immediately,  the  cord  being 
very  short. 

The  child  appears  to  be  of  the  male  sex,  but  the  malformation  of 
the  genital  organs  renders  this  doubtful.  It  is  thirteen  inches  long, 
and  weighs  three  pounds. 

The  head  and  upper  extremities  are  apparently  normal.  The 
right  foot  is  in  a  condition  of  marked  talipes  varus;  the  left  shows  a 
slight  talipes  valgus.  The  anus  is  imperforate,  and  there  is  a  spina 
bifida,  the  fluid  swelling  being  about  the  size  of  a  pigeon's  egg.  The 
gap  in  the  vertebrae  can  be  felt. 

The  trunk  is  contracted  on  the  left  side,  causing  the  pelvis  to  tilt 
upward  on  that  side.  The  thorax  appears  normal  externally.  A 
mass  the  size  of  an  orange,  and  containing  viscera,  projects  from  the 
abdomen.  Its  pedicle  is  six  and  a  half  inches  in  circumference  at  its 
base,  and  consists  of  skin  for  about  half  an  inch  all  round  except  in- 
feriorly.  This  skin  is  continued  into  the  amnion,  which  forms  a  cov- 
ering for  the  mass,  leaving  exposed,  however,  on  the  under  surface  of 
the  tumor,  an  area  one  and  a  half  inch  in  diameter.  This  area 
presents  a  corrugated  appearance,  and  seems  to  have  been  in  direct 
contact  with  the  chorion. 

The  cord,  about  seven  inches  in  length,  and  straight,  starts  from 
the  inferior  margin  of  the  exposed  area,  and  coursing  along  its  left 
side,  reaches  the  front  of  the  mass,  to  which  it  is  closely  bound  down ; 
it  then  runs  more  freely  to  the  placenta,  receiving  a  partial  invest- 
ment from  the  amnion,  which  forms  a  membranous  fringe  on  each 
side  of  it. 

Just  below  the  visceral  protrusion  is  a  small  fold,  which  appears  to 
be  the  penis  ;  further  down  are  two  other  folds  of  unequal  size,  which 
seem  to  be  the  separated  halves  of  the  scrotum. 

The  specimen  illustrates  well  the  aetiology  of  this  condition,  which 
appears  to  be  a  form  of  arrested  development.  During  the  first  few 
weeks  of  foetal  life,  as  His  has  shown,  the  foetus  is  anchored  at  its 
posterior  extremity  to  the  chorion  by  the  allantois;  the  amnion  grows 
out  from  the  cephalic  end  of  the  foetus,  and  extends  backward  over 
the  dorsal  surface.    If  the  primitive  attachment  remain  short,  the 
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amnion  is  unable  to  form  a  complete  covering  for  the  foetus  ;  and  the 
cord,  instead  of  coming  to  lie  freely  with  a  complete  investiture  of 
amnion,  runs  along  the  uterine  wall  between  the  chorion  and  the 
amnion.  The  visceral  surface  of  the  abdomen  of  the  foetus  thus  re- 
mains bound  down  to  the  side  of  the  uterus,  lying  on  the  chorion  ; 
the  skin  is  unable  to  close  over  the  viscera,  and  exomphalos  results. 
A  secondary  effect  is  that  the  foetus  necessarily  assumes  a  position  of 
dorsiflexion,  with  lateral  flexion  superadded  if  the  anchorage  of  the 
foetus  is,  as  is  generally  the  case,  on  one  side  of  the  middle  line. 
Probably  owing  to  the  tension  on  the  sides  of  the  trunk,  the  spinal 
laminae  are  unable  to  unite,  and  spina  bifida  results.  Similarly,  owing 
to  traction  on  the  intestine,  the  hind  gut  is  unable  to  reach  the  sur- 
face, and  the  anus  remains  imperforate. 

These  points  are  all  illustrated  in  this  specimen,  and  from  the  at- 
titude of  the  foetus  its  position  in  the  uterus  can  be  clearly  deduced. 

For  a  clear  exposition  of  the  aetiology  of  the  condition  we  refer 
the  reader  to  Dr.  Dakin's  paper  on  A  Dissection  of  a  Foetus  the  Sub- 
ject of  Retroflexion,  etc.,  in  vol.  xxxii  of  this  Society's  Transactions 
(1890),  p.  200. 

Dr.  Amand  Routh  reminded  Dr.  Giles  that  he  had  shown  a  very 
similar  specimen  {Transactions,  vol.  xxxv,  pp.  102  to  106).  In  com- 
mon with  the  specimen  now  shown  it  had  extroverted  abdominal 
viscera,  spina  bifida,  torsion  and  flexion  of  spinal  column,  imperforate 
anus,  talipes,  and  the  characteristic  skin  tag  to  the  right  of  the  rudi- 
mentary genitals.    He  hoped  the  specimen  would  be  dissected. 

Kidneys  from  a  Case  of  Eclampsia.    By  Lennard  Cutler. 

Mrs.  C.  H.,  aged  twenty-three,  primipara,  was  admitted  into  the 
General  Lying-in  Hospital  on  March  13,  1894,  at  10.45  A-  M-  Early 
in  pregnancy  she  had  severe  vomiting  confining  her  to  bed  ;  she  was 
otherwise  well  until  March  12th,  when  she  complained  of  headache, 
and  did  not  care  for  food.  At  6.30  p.  m.  on  that  day  she  had  a  fit, 
becoming  unconscious  with  twitchings  of  the  hands  and  arms,  biting 
the  tongue  and  turning  the  head  toward  the  left.  This  fit  lasted  two 
minutes.  She  had  a  second  one  at  8  p.  m.,  and  another  at  3  a.  m.  on 
the  13th,  when  the  convulsions  became  more  frequent. 

On  admission. — The  patient  was  unconscious,  rather  anaemic,  with 
oedema  of  the  face  and  legs.  The  pupils  were  dilated  and  insensi- 
tive. The  head  turned  toward  the  right,  and  the  mouth  was  firmly 
closed.  She  was  eight  months  pregnant.  The  urine  was  acid,  straw- 
colored,  cloudy,  solid  with  albumin,  containing  urea  1.2  per  cent.,  and 
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many  granular  casts.  Chloroform  was  administered,  and  she  was  de- 
livered by  forceps  ten  minutes  after  admission. 

After  delivery  the  pulse  became  very  weak,  and  the  patient  rather 
cyanosed,  with  pin-point  pupils.  Ether  was  injected  into  the  chest 
wall  and  the  mouth  forced  open.  The  breathing  soon  became  better, 
and  the  pulse  improved,  124  ;  respirations,  20. 

March  13th,  5  p.m. — After  losing  the  effect  of  the  chloroform  the 
patient  began  to  yawn  frequently.  The  masseter  muscles  on  each 
side  acted  alternately.  The  eyes  were  rolled  and  the  head  moved 
toward  the  right.  The  patient  remained  unconscious  ;  said  "  Oh, 
dear,"  several  times.  She  seemed  thirsty  ;  drank  half  a  pint  of  milk 
and  some  water.  One  minim  of  croton  oil  was  given  with  results. 
Pulse  improved,  120;  respiration,  26;  temperature,  97. 20. 

March  14th. — There  has  been  no  fit  since  recovery  ;  there  is  che- 
mosis  in  both  eyes,  but  the  swelling  is  going  down  in  the  legs  and 
face.  The  patient  is  still  drowsy  and  unconscious  ;  the  pupils  small. 
When  asked  if  thirsty,  she  said  "  Yes."  Takes  liquid  well,  one  drachm 
of  whisky  and  two  ounces  of  milk,  with  two  drachms  of  water,  every 
hour.  Very  little  urine  has  been  drawn  off  by  the  catheter,  and 
fomentations  are  being  applied  to  the  loins.  The  patient  was  more 
restless  at  night  time.  Injectio  morphinse  hypod.,  one  fourth  of  a 
grain,  was  given  at  midnight. 

Urine  acid,  amber-color,  cloudy,  albumin  two  thirds,  one  per  cent, 
urea,  urates.    Temperature,  96. 2°  ;  pulse,  106;  respiration,  18. 

March  i$th. — Patient  seems  better  this  morning.  Swelling  of  face 
and  legs  less,  and  chemosis  has  disappeared.  Perspiring  all  night. 
Has  had  no  fit  ;  is  still  drowsy,  but  seems  more  conscious  ;  takes 
liquids  well.  Little  urine  is  being  excreted,  but  some  was  passed  in- 
voluntarily on  to  a  pad.  An  attempt  to  examine  for  retinitis  was  un- 
satisfactory, as  the  patient  was  so  restless.  Temperature,  100. 2°  last 
night,  this  morning  98. 6°  ;  pulse,  120  ;  respiration,  26. 

Evening. — The  bowels  were  not  opened.  Pulv.  jalapse  co.,  3  j,  was 
ordered  every  four  hours  until  they  acted  ;  an  ounce  and  a  half  of 
urine  was  drawn  off,  which  was  alkaline,  cloudy,  one  fourth  albumin, 
and  contained  urea  one  per  cent. ;  no  casts. 

March  16th. — Three  drachms  of  jalap  powder  and  a  common 
enema  had  no  result.  One  minim  of  croton  oil  was  given.  The  pa- 
tient was  more  drowsy  in  the  morning  ;  could  not  be  roused  at  all. 
Pupils  reacted  sluggishly  to  light,  and  were  dilated.  There  was  no 
oedema  of  the  face,  slight  of  legs.  Temperature  last  night,  100.60; 
this  moining,  99.20  ;  respirations,  20  ;  pulse  more  tense,  120,  regular. 
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Moist  sounds  heard  over  lungs.  No  signs  of  consolidation.  Patient 
is  not  sweating  so  profusely,  but  the  skin  is  moist.  The  tongue  is  dry 
and  coated.  No  twitching  or  sign  of  convulsion.  There  is  now  diffi- 
culty in  getting  the  patient  to  take  nourishment  ;  does  not  seem  able 


Date. 

URINE. 

Color  and  reaction. 

Sp.  gr.  deposit. 

Albumin. 

Urea. 

March  13. 

14. 

"  15- 
16. 

Straw  ;  acid. 

Amber ;  acid. 
Cloudy  ;  alkaline. 

Many  granular 
casts. 
Urates. 
Phosphates. 

Solid. 

Two  thirds. 
One  quarter. 

1 .2  per  cent. 

1.0  " 
1 .0  " 

0.6  " 

to  swallow.  12.15  p-  M->  injectio  pilocarpin.  hypoderm.,  one  sixth 
grain.  Patient  began  to  perspire  freely  five  minutes  afterward.  5  P.  M., 
seems  better,  takes  notice  when  spoken  to,  and  opens  her  eyes.  Ut- 
tered some  intelligible  sounds.   Pulse  less  tense,  120  ;  respirations,  20. 
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Breathing  quietly.  Takes  food  more  readily.  Three  ounces  of  urine 
were  drawn  off  this  morning,  none  since;  alkaline,  dirty  straw-color, 
cloudy,  one  fourth  albumin,  urea  two  thirds  per  cent,  n  p.  m.,  patient 
apparently  sleeping  naturally.  Temperature,  100.20;  respirations,  20. 
Breathing  quietly.  Has  taken  plenty  of  fluid  nourishment.  A  small 
quantity  of  urine  has  dribbled  away  on  the  pad. 

i-jtn,  2  A.  m. — The  nurse  reports  that  the  patient  suddenly  began 
to  breathe  with  difficulty,  became  ghastly  pale,  and  died  in  less  than 
ten  minutes. 

Post-mortem  Appearances. — Body  well  nourished,  anaemic.  No 
oedema  about  the  face,  slight  of  the  legs  and  lower  part  of  back. 
About  half  a  pint  of  fluid  in  peritoneal  cavity.  No  oedema  of  glottis. 
Lungs  :  base  of  either  lung  congested  and  cedematous  ;  float  readily 
in  water  ;  much  blood-stained  mucus  squeezes  out.  Heart:  normal. 
About  two  ounces  of  serum  in  pericardial  cavity.  Spleen  :  congested 
and  breaks  down  readily,  not  enlarged.  Kidneys  :  right  seven  ounces, 
left  six  ounces  ;  swollen,  have  somewhat  rounded  forms.  Full  of 
blood.  Capsule  strips  readily.  Surface  smooth,  mottled,  and  paler 
than  normal.  Cortex  shows  whitish  patches,  both  under  capsule  and 
scattered  through  its  substance,  varying  from  size  of  a  small  pea  to 
elongated  narrow  bands.  These  are  clearly  marked  off  from  the  rest 
of  the  cortical  tissue,  which  is  of  a  dark  chocolate  color.  What  they 
are  does  not  definitely  appear  under  the  microscope.  Pyramids  well 
marked,  dark  red.  Bright-red  spots  over  the  surface  ;  small  haemor- 
rhages. 

Microscopically  there  is  intense  congestion  with  haemorrhage  into 
the  tubes,  especially  under  the  capsule. 

The  lymphatics  around  the  glomeruli  and  tubules  are  crowded 
with  small  cells,  which  for  the  most  part  are  confined  to  their  chan- 
nels, but  at  one  or  two  spots  there  are  foci  of  small  cells  in  connec- 
tion generally  with  a  vessel,  which  suggest  small  abscesses. 

The  vessels  show  no  marked  thickening  of  any  of  their  coats. 
Most  of  the  glomeruli  are  intensely  congested,  some  being  so  much 
so  that  the  whole  of  their  structure  is  obscured  by  red  corpuscles. 
There  is  no  thickening  of  Bowman's  capsule  or  fibrosis  of  the  tuft. 

Epithelium. — The  lumen  of  many  tubes  is  filled  with  a  fibrinous 
substance.  Most  tubules,  however,  show  what  is  apparently  a  running 
together  of  the  cells,  having  no  definite  structure,  and  having  their 
nuclei  obscured,  the  whole  condition  of  the  epithelium  being  similar 
to  that  often  found  in  acute  toxic  conditions.  The  whole  of  the 
changes  above  described  are  almost  wholly  confined  to  the  cortex, 
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and  are  suggestive  of  a  very  recent  acute  interstitial  nephritis  with 
secondary  affection  of  the  epithelium. 

Liver  normal,  three  pounds  six  ounces.  Intestines  normal.  Uterus 
contains  a  small  amount  of  clot  ;  measured  six  inches  from  cervix  to 
fundus.  Brain  :  meninges  healthy.  Brain  substance  normal  to  naked 
eye.    Ventricles  normal.     Microscopically  healthy. 

I  am  much  indebted  to  Dr.  W.  J.  Fenton  for  the  preparation  of 
the  microscopical  specimens. 

The  President  said  there  were  three  points  in  Mr.  Cutler's  case 
worthy  of  attention.  First,  the  condition  of  the  kidneys.  It  had 
been  suggested,  and  the  view  had  found  favor  with  the  late  Dr. 
Matthews  Duncan,  that  in  some  cases  at  least  of  puerperal  eclampsia 
the  disease  was  not  ordinary  nephritis,  but  an  acute  atrophy  of  the 
kidney,  pathologically  allied  to  acute  atrophy  of  the  liver,  and,  like 
that  disease,  especially  apt  to  attack  pregnant  women.  Cases  of  such 
acute  atrophy  of  the  kidney  had  been  described  by  Hecker  and  by 
Angus  Macdonald.  He  (the  President)  had  put  on  record  a  case  in 
which  the  kidneys  had  been  submitted  to  Dr.  Charlwood  Turner,  a 
pathological  expert  unbiased  by  any  preconceived  theories  as  to  the 
nature  of  the  disease  causing  eclampsia  in  pregnancy  ;  and  Dr.  Turner's 
report  {Transactions,  vol.  xxxiii,  p.  338)  was  that  the  kidneys  showed 
"changes  attributable  to  some  toxic  matter  in  the  blood."  Mr.  Cutler 
had  read  to  them  the  report  of  a  pathologist  upon  the  kidneys  now 
exhibited,  and  that  report  was  that  the  changes  produced  were  like 
those  of  blood  poisoning  rather  than  of  inflammation.  These  cases 
tended  to  show  that  the  extremely  acute  disease  which  produced 
eclampsia  in  pregnancy  was  an  acute  change  in  the  kidneys  peculiar 
to  pregnancy,  and  not  ordinary  nephritis.  The  second  point  was  as 
to  the  temperature.  Since  the  publication  by  Bourneville  of  some 
cases  ending  fatally  by  rapidly  rising  temperature,  it  had  been  taught 
in  text-books  that  the  temperature  was  a  valuable  sign  in  prognosis  ; 
that  a  rising  temperature  indicated  danger,  while  if  the  temperature 
did  not  rise  high,  recovery  was  probable.  He  (the  President)  was 
satisfied  that  death  with  a  rapidly  rising  temperature  was  only  one 
mode  of  death  from  puerperal  eclampsia.  He  had  published  a  fatal 
case  ( Transactions,  vol.  xxxii,  p.  43)  in  which  the  temperature  was 
subnormal  throughout.  In  Mr.  Cutler's  case  the  temperature  was 
never  much  raised.  A  very  high  temperature  might  indicate  danger, 
but  a  low  temperature  did  not  show  that  prognosis  was  favorable. 
Third,  as  to  the  quantity  of  urine  and  urea.  He  (the  President)  had 
reported  to  the  Society  a  number  of  cases  of  Bright's  disease  in  preg- 
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nancy,  and  of  eclampsia,  which,  taken  together,  showed  that  in  the 
cases  that  got  well,  delivery  or  cessation  of  fits  was  followed  by  in- 
creased diuresis  and  augmentation  of  the  quantity  of  urea  excreted, 
while  in  those  that  did  not  recover  there  was  no  increase  in  the  urea 
excretion  after  delivery  or  cessation  of  fits.  He  regarded  this  as  the 
surest  guide  in  prognosis.  Mr.  Cutler's  case  confirmed  this  view,  for 
after  delivery  the  quantity  of  urine  and  the  percentage  of  urea  con- 
tained in  it  steadily  declined. 

Gangrenous  Uterine  Fibroid  removed  by  Abdominal  Hysterectomy. 
By  William  Duncan,  M.  D. 

Dr.  Duncan  gave  the  notes  of  this  case.  The  patient,  aged  thirty- 
six,  was  admitted  to  the  Middlesex  Hospital  on  April  4,  1894,  very 
ill,  and  with  a  gangrenous  mass  protruding  from  the  vulva.  She  had 
been  married  ten  years,  had  eight  children  (youngest  three  years  old), 
no  miscarriages. 

She  had  always  been  regular  every  three  weeks,  her  periods  lasting 
only  two  days,  until  two  years  ago,  when  they  began  to  appear  every 
two  weeks,  and  to  last  seven  days. 

Since  December,  1893  (five  months),  the  loss  had  been  almost  con- 
tinuous, and  on  March  31st  it  became  very  offensive. 

On  examination,  the  uterus  was  felt  rising  above  the  pelvic  brim. 
Per  vaginam  the  cervix  was  dilated  and  patulous  ;  projecting  through 
the  cervical  canal  and  filling  the  vagina  was  a  black  stinking  mass. 
The  patient  was  very  ill,  with  a  temperature  of  102. 50  and  pulse  142. 
Next  day  she  was  anaesthetized,  and  the  sloughing  mass  removed  with 
forceps.  On  introducing  the  finger  into  the  uterine  cavity  a  gangre- 
nous fibroid,  about  the  size  of  an  orange,  was  found  situated  a  little 
above  the  internal  os  uteri  and  to  the  right  side.  No  distinct  line  of 
demarcation  could  be  felt  between  the  tumor  and  the  uterine  wall  ; 
and  as  in  one  part  there  seemed  to  be  very  little  tissue  separating  the 
finger  in  the  uterus  from  the  peritoneal  cavity,  it  was  decided  not  to 
attempt  enucleation.  The  uterus  was  irrigated  with  a  mercuric  chlo- 
ride solution,  and  an  iodoform  bougie  passed  into  the  cavity. 

On  April  12th,  as  the  patient  seemed  to  be  losing  ground,  Dr. 
Duncan  decided  to  perform  abdominal  hysterectomy.  An  incision 
four  inches  long  was  made  in  the  middle  line  of  the  abdomen,  and 
the  uterus  with  its  appendages  drawn  out ;  the  broad  ligaments  were 
transfixed  on  either  side,  and  the  tubes  and  ovaries  removed.  Next 
a  Kceberle's  serre-nceud  was  passed  round  the  lower  part  of  the  cervix 
and  tightened  up ;  then  all  round  the  clamp  was  packed  with  cotton 
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wool  soaked  in  mercuric-chloride  solution.  The  uterus  was  now  cut 
across;  when  its  cavity  was  opened  a  lot  of  horribly  offensive  matter 
escaped  and  soaked  into  the  plugs.  The  parietal  peritonaeum  was 
carefully  united  to  the  peritonaeum  all  round  the  cervix  just  below  the 
serre-nceud,  and  then  the  abdominal  wound  was  closed  and  dressed 
in  the  ordinary  way. 

The  patient  made  an  excellent  and  uninterrupted  recovery ;  the 
clamp  came  away  on  the  twelfth  day,  and  now  (May  2d)  there  is  only 
a  small  granulating  wound  left.  The  patient's  temperature  is  normal, 
and  she  is  gaining  flesh  and  strength. 

Remarks. — Dr.  Duncan  said  the  case  presented  several  points  of 
interest  ;  the  first  was  as  to  the  best  method  of  treating  a  gangrenous 
fibroid.  It  was  evident  on  examination  that  any  attempt  to  enucleate 
the  tumor  would  lead  to  perforation  of  the  uterus  into  the  peritonae- 
um, and  certain  death  result.  The  choice  lay  between  doing  all  that 
was  possible  in  the  way  of  irrigating  the  uterus  with  antiseptics  while 
waiting  for  Nature  to  throw  off  the  sloughing  mass,  and  removing  the 
uterus.  Dr.  Duncan  thought  that,  notwithstanding  the  grave  condi- 
tion the  patient  was  in  from  septicaemia,  removal  of  the  uterus  afford- 
ed her  the  best  chance. 

Then  came  the  question,  Should  it  be  removed  by  the  vagina  or 
by  the  abdomen?  Removing  it  by  the  vagina  had  the  advantage  of 
complete  removal,  with  perhaps  a  somewhat  slighter  risk.  On  the 
other  hand,  by  performing  abdominal  hysterectomy  the  tubes,  which 
were  not  unlikely  to  be  diseased  also,  could  be  removed  at  the  same 
time,  and  also  there  was  some  risk  in  tearing  the  diseased  uterus 
while  doing  vaginal  hysterectomy,  and  thus  setting  up  fatal  peritonitis. 

The  specimen  handed  round  showed  that  there  was  only  an  ex- 
tremely thin  layer  of  uterine  tissue  between  the  tumor  and  the  peri- 
tonaeum, so  that  any  attempt  at  enucleation  must  have  caused  perfora- 
tion. The  Fallopian  tubes  were  apparently  healthy,  but  the  left 
ovary  was  dilated  into  a  cyst  the  size  of  an  unshelled  walnut. 

Dr.  Duncan  said  that  the  condition  of  gangrenous  or  phagedenic 
fibroids  was  an  extremely  interesting  one,  and  he  was  unaware  that 
any  good  explanation  of  its  cause  had  ever  been  put  forward. 

Dr.  Peter  Horrocks  asked  if  microscopic  examination  had  been 
made,  because  the  cut  surface  of  the  tumor  was  flat  like  the  section 
of  a  raw  potato,  which  was  characteristic  of  malignant  growths,  and 
not  convex  as  occurred  when  a  fibroid  was  cut  across.  Moreover, 
he  noticed  the  patient  had  had  many  children,  which  was  against 
the  view  of  fibroid.    He  could  not  obtain  any  milky  juice  on  scrap- 
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ing  the  surface,  but  he  should  not  be  surprised  if  on  histological  ex- 
amination it  proved  to  be  of  a  malignant  character. 

Dr.  Dakin  asked  why  Dr.  Duncan  had  preferred  abdominal  to 
vaginal  hysterectomy,  since  by  the  latter  method  the  ovaries  and 
tubes,  which  Dr.  Duncan  thought  it  advisable  to  remove  with  the 
uterus  in  this  case,  could  be  quite  completely  extirpated.  There 
would  also  have  been  no  danger  of  infecting  the  peritonaeum  by  the 
virulently  septic  secretion  necessarily  escaping  from  the  uterine  cav- 
ity opened  in  the  abdominal  operation,  for  the  uterus  could  be  re- 
moved per  vaginam  without  any  contamination  of  peritonaeum  by  the 
cervix.  In  addition,  although  ventral  hernia  might  not  be  very  com- 
monly observed  after  abdominal  sections,  there  was  little  doubt  that 
it  was  more  frequent  than  was  suspected  by  operators.  It  was  cer- 
tainly more  frequent  after  hysterectomy  than  after  most  other  ab- 
dominal sections.  As  far  as  Dr.  Dakin's  experience  went  there  were 
no  unpleasant  results  following  successful  rapid  extirpation  of  the 
uterus. 

Dr.  Duncan,  in  reply,  said  he  had  not  yet  examined  the  tumor 
microscopically,  but  sections  were  being  prepared,  and,  when  ready, 
would  be  shown  to  the  Society.  He  preferred  abdominal  to  vaginal 
hysterectomy  in  this  case  because  he  feared  the  uterus,  being  so  thin, 
might  tear  during  the  latter  operation,  and  thus  its  offensive  contents 
get  into  the  peritoneal  cavity  ;  besides  which,  in  many  cases  of  vagi- 
nal hysterectomy,  the  tubes  and  ovaries  could  not  be  removed  as 
completely  as  by  the  abdominal  operation.  He  quite  agreed  with  Dr. 
Dakin  as  to  the  occurrence  of  ventral  hernia  sometimes  after  supra- 
vaginal hysterectomy,  but  also  intestinal  obstruction  had  been  known 
to  occur  from  adhesion  of  bowel  to  the  wound  left  after  vaginal  hys- 
terectomy. 

Two  Cirrhotic  and  Cystic  Ovaries,  with  Microscopical  Section  of  Same. 
By  Leonard  Remfry,  M.  D. 

Ovarian  Tumor  with  Greatly  Enlarged  Fallopian  Tube.    By  Peter 
Horrocks,  M.  D. 

Dilated  Fallopian  lube  and  Ovary.    By  T.  C.  Hayes,  M.  D. 

A  committee,  consisting  of  Drs.  Gow,  Tate,  and  Hayes,  was  ap- 
pointed to  report  on  this  specimen. 
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Report  of  Committee  on  Mr.  Grogono's  Specimen  of  Foetus  Acephalus 
Acardiacus.    Shown  February  7,  1894. 

We,  the  undersigned,  have  met  this  day,  and,  after  examining  the 
specimen  named  above,  have  drawn  up  and  signed  the  following 
report  : 

The  specimen  is  six  inches  long  and  four  inches  in  its  greatest 
width. 

It  is  divided  by  a  marked  constriction  into  two  parts — an  upper 
larger  and  a  lower  smaller.  The  upper  part  bears  a  misshapen  right 
hand  with  three  fingers,  attached  to  a  shoulder.  There  is  no  trace  of 
a  left  upper  extremity.  The  shoulder  is  firm  ;  almost  all  the  rest  of 
this  portion  feels  soft  and  doughy.  On  its  upper  anterior  aspect  is  a 
patch  covered  by  black  hair  ;  at  the  lower  border  of  the  hairy  portion 
is  a  hemispherical  protuberance,  softer  and  pinker  than  the  surround- 
ing skin.  Below  this  is  a  sac,  on  the  surface  of  which  the  umbilical 
cord  spreads  out,  and  which  is  soft  and  thin-walled  above,  hard  be- 
low.   It  contains  viscera. 

The  lower  and  smaller  part  of  the  foetus  is  firm,  and  bears  two 
deformed  feet,  one  of  which  has  three  toes  and  the  other  one.  The 
toes,  like  the  fingers,  have  nails.  The  feet  are  planted  close  together 
on  the  anterior  aspect  of  this  portion  of  the  foetus.  Neither  in  the 
cleft  between  the  feet  nor  anywhere  else  can  any  trace  of  anus  or  of 
genital  organs  be  found. 

Dissection. — In  the  v  isceral  mass  is  a  piece  of  intestine,  terminating 
at  one  end  blindly,  and  at  the  other  in  a  mass  of  friable  yellowish  tis- 
sue. Two  oval  masses  appear  to  be  kidneys,  but  the  specimen  is  too 
decomposed  to  allow  of  microscopic  examination.  Several  vessels 
are  also  present,  but  nothing  can  be  gathered  from  their  distribution. 

The  upper  portion  of  the  specimen  consists  mainly  of  four  dilated 
and  thin-walled  cysts  containing  clear  fluid  ;  they  do  not  communi- 
cate with  one  another  nor  with  surrounding  structures.  Each  has  a 
distinct  cyst  wall.  They  are  probably  products  of  cedematous  de- 
generative changes. 

Skeleton. — Occupying  nearly  the  center  of  the  specimen  is  a  piece 
of  vertebral  column,  containing  spinal  cord.  It  terminates  superiorly 
in  a  conical  mass  of  bone,  over  which  is  situated  the  hemispherical 
protuberance  above  mentioned  ;  this,  when  cut  into,  is  found  to  be  a 
bursa  (probably  a  pressure-bursa).  At  the  other  end  of  the  piece  of 
vertebral  column  the  spines  are  deficient  for  about  an  inch,  the  bodies 
of  the  vertebne  being  alone  present,  and  beyond  this  portion  again  is 
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Skeletal  system  of  acephalic  acardiac  foetus  (Dr.  Grogono's  specimen).  Dissected  by 
Arthur  E.  Giles,  a,  vertebral  mass;  B,  scapula,  right  ;  c,  spine  of  scapula  -  D. 
bodies  of  dorsal  vertebras  ;  K,  right  humerus  ,  F,  right  ribs,  fused  ;  G,  bodies  of 
lumbar  vertebra-;  H,  iliac  bone;  1,  radius  and  ulna;  j,  carpus;  K,  sacrum  •  l 
ischium  and  pubes  ;  M,  metacarpal  bones;  n,  phalanges;  o,  left  femur  -  P  right 
femur;  Q,  left  tibia;  u,  right  tibia;  s,  left  tarsus  and  metatarsus  -  T  right  tar- 
sus ;  U,  metatarsal  bones  ;  v,  phalanges. 
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a  rudimentary  sacrum.  A  hatchet-shaped  piece  of  bone  adjacent  to 
the  sacrum  represents  an  iliac  bone,  articulated  to  which  is  a  semi- 
cartilaginous  mass  representing  the  remainder  of  the  pelvis.  The 
femur  is  present  on  the  right  side,  and  to  this  is  fastened  the  tibia, 
articulating  below  with  a  tarsus,  of  which  the  individual  bones  can 
not  be  recognized.  The  foot  terminates  in  three  well-developed 
metatarsal  bones,  bearing  the  normal  number  of  phalanges.  On  the 
left  side  the  lower  end  of  the  femur  is  present,  and  the  rest  of  the 
limb  is  like  the  right,  except  that  the  three  metatarsal  bones  are  fused, 
and  there  is  only  one  complete  set  of  phalanges  ;  the  others  are  in- 
dicated by  several  small  nodules  of  cartilage.  Four  rudimentary  and 
partly  fused  ribs  articulate  on  the  right  side  with  the  portion  of  spinal 
column  that  is  complete.  The  right  scapula  is  well  developed  with 
spine,  acromion,  and  coracoid  process.  The  clavicle  is  absent.  The 
humerus,  radius,  and  ulna  are  represented  only  by  small  cartilaginous 
nodules.  The  carpus  is  present,  and  supports  three  metacarpal  bones 
with  the  normal  number  of  phalanges. 

We  learn  that  the  mother  of  this  monster  was  a  strong,  healthy 
primipara,  aged  twenty-two  years.  Labor  occurred  at  full  term,  and 
the  monster  was  one  of  twins.  The  other  was  a  fine  healthy  female 
child,  and  was  born  naturally  ;  the  monster  was  born  next,  and  then 
the  placenta  was  expelled.  It  did  not  seem  to  be  abnormal,  but  had 
two  cords — one  normal,  the  other  short  and  atrophied. 

The  prepared  skeleton  and  a  drawing  are  shown  herewith. 

Walter  Arthur  Grogono, 
J.  Bland  Sutton, 
Arthur  E.  Giles. 


Stated  Meeting,  June  6,  1894. 
G.  E.  Herman,  M.  B.  Lond.,  F.  R.  C.  P.,  President,  in  the  Chair. 

Specimens  Presented. 

Dr.  Crawford  :  Fibroma  of  Ovary. — Dr.  Horrocks  :  (i)  Fibroma 
of  Ovary  ;  (2)  Fibroid  of  Uterus. — Dr.  Blacker  :  Uterus  with  Pla- 
centa Praevia  Marginalis. — Mr.  Bland  Sutton  :  Tubal  Gestation, 
with  Effusion  of  Blood  between  Amnion  and  Chorion. — Mr.  Mal- 
colm :  Uterine  Fibroids  removed  for  Pyrexia  after  Miscarriage. 
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Ligature  and  Division  of  the  Upper  Parts  of  Both  Broad  Ligaments, 
and  the  Result  as  compared  with  that  of  Removal  of  the  Appendages. 

Dr.  Remfry  read  this  paper. 

The  case  referred  to  was  that  of  a  bleeding  fibroid,  where  he  had 
operated  as  described  instead  of  removing  the  appendages,  which  the 
conditions  present  rendered  an  impossible  procedure.  He  discussed 
the  comparative  value  of  the  two  operations,  especially  in  reference  to 
the  circulation  in  the  broad  ligaments  and  as  to  the  final  results  in 
each  operation. 

Mentioning  the  different  theories  prevalent  in  regard  to  the  amen- 
orrhcea  which  follows  oophorectomy,  he  considered  that  the  chief 
cause  of  this  condition  was  the  changes  in  the  circulation  induced, 
especially  the  lessened  supply  of  blood  to  the  uterus.  This  theory 
was  supported  by  the  history  of  his  case. 

He  illustrated  the  method  of  circulation  in  the  broad  ligament  by 
an  experiment. 

Discussion. 

Dr.  Horrocks  said  he  had  never  himself  seen  a  case  where  both 
ovaries  had  been  completely  removed,  and  yet  menstruation  had  con- 
tinued for  any  length  of  time.  Operators  knew  how  difficult  it  was 
in  many  cases  to  be  quite  sure  of  removing  the  ovaries  entire.  He 
had  never  been  able  to  find  the  nerve  which  was  said  to  influence 
menstruation,  and  he  would  be  glad  of  proof  of  its  existence.  There 
could  be  no  doubt  about  the  influence  of  the  nervous  system  on  men- 
struation. He  quoted  cases  of  amenorrhcea  from  shock,  but  he  still 
believed  the  ovaries  were  essential  to  menstruation,  and  that,  while 
ovulation  could  take  place  without  menstruation,  menstruation  could 
not  take  place  without  ovulation. 

Dr.  Duncan  said  he  had  had  four  cases  in  which,  many  months 
after  complete  removal  of  the  appendages,  the  patients  suffered  from 
menorrhagia,  to  account  for  which  he  was  at  a  loss,  except  that  the 
ligatures  tying  the  stumps  of  the  pedicles  were  perhaps  causing  irri- 
tation. Again,  he  had  had  several  cases  in  which  the  ovaries  and 
tubes  were  so  completely  matted  down  in  the  pelvis  that,  although  he 
was  able  to  tie  the  stumps  beyond  the  ovaries,  still  he  had  thought  it 
safer,  in  cutting  across  the  pedicle,  to  leave  a  little  of  the  firm  ovarian 
tissue  so  as  to  prevent  slipping  of  the  ligature,  and  yet  in  none  of 
these  cases  had  there  been  any  subsequent  menstruation.  He  believed 
that  so  long  as  no  ovarian  tissue  was  left  at  the  proximal  side  of  the 
ligature,  a  little  left  on  the  distal  side  was  of  no  moment. 
46 
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The  President  said  that  other  cases  had  been  published  in  which 
the  broad  ligaments  had  been  tied — by  Dr.  Murphy,  in  the  Society's 
Transactions,  vol.  xxvii,  and  by  Dr.  Kilner  Clarke,  in  the  British  Med- 
ical Journal,  1893 — and  in  these  menstruation  was  not  arrested.  It 
had  been  proposed  to  tie  the  broad  ligaments  in  order  to  arrest  the 
growth  of  malignant  disease.  Dr.  Remfry's  case,  with  the  others  he 
had  referred  to,  had  an  important  bearing  on  this  proposition. 

Dr.  Amand  Routh  thought  that  the  possibility  of  an  intra-uterine 
polypus  as  a  cause  of  continued  haemorrhage  after  oophorectomy 
should  always  be  considered.  He  had  dilated  the  uterus  in  three 
cases  of  persistent  haemorrhage  after  oophorectomy,  finding  a  polypus 
in  two  and  a  cluster  of  villous  growth  in  the  other.  He  believed  that 
the  ovaries  influenced  menstruation  through  the  medium  of  ganglionic 
nerves  passing  between  the  ovary  and  the  uterus,  and  it  must  be  re- 
membered that  these  nerves  were  to  a  great  extent  removed  during 
oophorectomy,  so  that  they  could  not  be  altogether  ignored  as  a  cause 
of  menstruation. 

Dr.  Remfry,  in  reply,  said  the  shock  theory  of  amenorrhcea  in 
this  case  was  improbable,  considering  the  slightness  of  the  operation 
and  the  fact  that  menstruation  did  not  return  for  three  months.  He 
did  not  agree  that  removal  of  the  ovaries  insured  amenorrhcea,  as 
cases  showing  the  contrary  had  been  published.  The  explanation 
given,  that  these  were  incomplete  removals,  was  not  easy  to  refute. 
As  to  the  argument  that  shrinking  of  the  ovaries  at  the  menopause 
favored  this  idea,  the  fact  that  this  was  only  part  of  a  general  atrophy 
of  pelvic  organs — a  condition  accompanied  by  diminished  blood  sup- 
ply— rather  strengthened  the  circulatory  theory  advocated  in  the 
paper  than  otherwise. 

Dr.  Braithwaite  presented  the  history,  successful  cure,  and  mi- 
croscopical report  of  the  following 

Case  of  Adenoma  of  the  Portio  Vaginalis  Uteri  forming  a  Depressed 

Sore  or  Ulcer. 

Discussion. 

Dr.  Dakin  thought  that  every  one  would  agree  with  Dr.  Braith- 
waite that  his  case  was  of  an  adenomatous  nature,  but  from  the  de- 
scription of  the  clinical  appearances  of  the  microscopic  sections,  and 
from  the  history  and  subsequent  course  of  events,  it  was  difficult  to 
see  the  distinction  between  the  case  in  question  and  one  of  erosion  of 
the  cervix.    The  fact  that  there  was  a  depression  was  possibly  an  ac- 
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cident,  and  due  to  the  erosion  having  appeared  over  an  area  already 
depressed,  seeing  that  the  woman  was  a  3-para.  The  histological 
appearances  were  those  of  an  erosion — namely,  sections  of  numerous 
glands,  like  those  of  the  cervix,  and  not  showing  any  sign  of  commenc- 
ing malignant  action. 

Dr.  Amand  Routh  alluded  to  the  fact  that  a  cervical  adenoma 
was  extremely  prone  to  become  malignant,  and  it  was  possible  that 
this  change  had  occurred  in  that  portion  of  the  adenoma  where  the 
ulceration  had  been  seen,  although  the  microscope  did  not  prove  it. 

The  President  said  that  Dr.  Braithwaite's  case  was  a  very  unusual 
and  obscure  one.  Had  it  not  been  that  the  surface  of  the  ulcer  was 
depressed,  he  thought  every  one  would  have  considered  it  an  ordinary 
erosion.  The  microscopic  structure  resembled  that  of  an  erosion  ; 
there  was  no  infiltration,  and  there  was  no  statement  that  the  patient 
had  wasted. 


Meeting,  July  4,  1894. 
G.  Ernest  Herman,  M.  B.,  President,  in  the  Chair. 
Presentation  of  Specimens. 

A  demonstration  of  microscopic  specimens,  illustrating  the  Anat- 
omy of  Menstruation  in  Semnopithecus  Entellus  was  given  by  Mr. 
Heape.  Dr.  Stevens  (for  Dr.  Horrocks)  showed  Fibroma  of  Uterus 
undergoing  Degeneration. 

Remarks  on  Fatal  Retroflexion,  7oit/i  Report  on  a  Specimen. 
By  Dr.  Remfry. 

After  discussing  the  causes  of  fcetal  retroflexion,  as  given  by  vari- 
ous authors,  he  divided  them  into  two  classes — (1)  abdominal,  in 
which  the  cases  were  connected  with  abnormities  in  the  umbilical 
cord  ;  and  (2)  dorsal,  cases  occurring  in  connection  with  various  ab- 
normities of  the  vertebrae.  In  the  case  reported  the  incompletely 
developed  spine  was  so  bent  that  the  posterior  portion  of  the  head 
very  nearly  touched  the  crests  of  the  ilia.  There  was  also  some  lateral 
flexion  to  the  left,  and  on  the  same  side  the  glutaeus  maximus  was 
seen  to  have  a  distinct  origin  from  the  upper  portion  of  the  occipital 
bone.  On  the  right  side  the  occipital  bone  was  separated  from  the 
crest  by  an  encephalocele  of  about  three  cubic  inches' capacity.  It 
was  a  pelvic  presentation,  and  delivery  was  effected  only  after  pro- 
longed traction,  during  which  something  was  felt  to  give  way.  This 
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was  found  to  be  due  to  the  rupture  of  the  umbilical  cord,  which  was 
only  two  inches  long. 

Discussion. 

Dr.  Giles  believed  that  maldevelopments  of  the  vertebral  column 
were  always  secondary  to  the  close  application  of  the  abdominal  sur- 
face of  the  foetus  to  the  placental  surface.  By  adopting  this  view  a 
uniform  explanation  of  retroflexion  was  obtained. 

Dr.  Amand  Routh  thought  that  the  cause  of  the  retroflexion  here 
was  the  extreme  shortness  of  the  cord.  He  wished  to  know  why  the 
insertion  of  the  glutaeus  maximus  into  the  left  occipital  bone  was 
thought  to  be  secondary  to  the  retroflexion. 

The  President  considered  that  extreme  retroflexion  of  the  foetus 
might  be  produced  by  a  very  slight  cause,  as  if  the  foetus  for  any  rea- 
son became  so  extended  that  the  occipito-spinal  or  any  spinal  joint 
came  in  front  of  the  line  along  which  the  pressure  of  the  uterine 
walls  on  the  two  ends  of  the  foetus  was  exerted,  then  this  pressure 
would  tend  to  more  and  more  retroflex — that  is,  extend — the  foetus. 
This  explained  the  great  amount  of  extension  in  face  presentations, 
and  Dr.  Remfry's  specimen  was  in  the  attitude  of  a  foetus  presenting 
with  the  face. 

Dr.  Remfry,  in  reply  to  Dr.  Amand  Routh,  said  the  explanation 
depended  on  the  fact  that  the  latissimus  dorsi  and  the  glutaeus  maxi- 
mus were  both  parts  of  a  primitive  sheet  of  muscle,  and  in  the  present 
specimen  the  ordinary  relations  had  become  displaced  in  consequence 
of  the  retroflexion. 

Temperature  after  Delivery  in  Relatioti  to  the  Duration  of  Labor. 
By  Dr.  A.  E.  Giles. 

His  conclusions,  drawn  from  an  analysis  of  six  hundred  cases  of  nor- 
mal labor  from  the  standpoint  of  the  relation  of  the  temperature  after 
delivery  to  the  character  of  the  labors,  were  as  follows  :  (i)  The  average 
rise  of  temperature  due  to  labor  is  very  slight,  it  being,  in  these  six 
hundred  cases,  only  98.70.  (2)  The  length  of  the  first  stage  of  labor 
bears  only  a  slight  relation  to  the  subsequent  temperature.  (3)  The 
duration  of  the  second  stage  has  a  direct  influence  on  the  tempera- 
ture, which  rises  in  proportion  to  the  length  of  this  stage.  (4)  The 
time  of  day  at  which  deliyery  occurs  has  but  little  influence  on  the 
temperature  ;  it  is,  however,  highest  in  the  cases  where  delivery  took 
place  between  12  and  4  a.  m.  and  between  4  and  8  p.m.  (5)  If 
chloroform  is  given  during  the  second  stage  of  labor,  the  temperature 
is  usually  low  after  delivery,  even  if  the  second  stage  be  protracted. 
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The  average  temperature  in  fifteen  cases,  where  the  second  stage 
averaged  two  hours  and  forty  minutes,  was  98.70.  (6)  In  the  applica- 
tion of  forceps  under  chloroform  the  result  is  similar.  The  average 
temperature  in  twenty-six  cases,  where  the  second  stage  lasted,  on  an 
average,  three  and  a  half  hours,  was  98. 8°.  (7)  In  twelve  cases  of 
natural  delivery,  in  which  the  second  stage  was,  on  an  average,  but 
thirty-five  minutes,  but  in  which  an  intra-uterine  douche  was  given, 
the  average  temperature  was  99.40.  Tables  and  charts  illustrating 
the  principal  points  in  the  paper  were  exhibited. 

Discussion. 

Dr.  Culling  worth  was  glad  to  find  that  chloroform  exercised 
no  prejudicial  influence  upon  the  post-partum  temperature. 

The  President  said  that  this  paper  of  Dr.  Giles'  was  the  first 
attempt  to  reduce  to  law  the  minor  temperature  variations  of  the  nor- 
mal lying-in.  These  variations,  although  they  might  be,  in  the  pres- 
ent state  of  knowledge,  unimportant,  because  not  leading  to  inferences 
useful  in  the  management  of  the  case,  yet  could  not  be  fortuitous. 

On  the  Change  in  Size  of  the  Cervical  Canal  during  Menstruation. 
By  G.  Ernest  Herman,  M.  B.,  President. 

He  reviewed  the  different  opinions  held  as  to  the  state  of  the  uter- 
ine canal  during  menstruation,  some  claiming  that  the  lumen  of  the 
canal  was  narrowed  by  the  swelling  of  its  mucous  membrane ;  others 
that  it  was  dilated.  All  these  opinions  were  based  chiefly  on  theory 
and  but  little  on  observation.  He  detailed  measurements  made  to 
ascertain  what  change  really  occurs  in  the  cervical  canal  during  men- 
struation, and  came  to  the  following  conclusions  :  (1)  That  slight 
spontaneous  dilatation  of  the  cervical  canal  takes  place  during  men- 
struation. (2)  That  this  dilatation  is  at  its  maximum  on  the  third 
and  fourth  days  of  menstruation.  (3)  That  this  dilatation  takes  place 
in  those  who  suffer  from  dysmenorrhoea  as  well  as  in  those  who  are 
free  from  it,  and  that  neither  menorrhagia  nor  scanty  menstruation 
affect  it,  there  being  no  relative  variation  between  the  degree  of  dila- 
tation and  the  amount  of  suffering  or  flow. 

Discussion. 

Dr.  Cullingworth  was  surprised  to  hear  that  the  effects  of  arti- 
ficial dilatation  were  lasting  enough  to  vitiate  observations  made  on 
the  following  day.  It  was  usually  supposed  that  the  effects  passed 
off  much  earlier. 
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Dr.  Giles  asked  whether  the  observations  referred  to  the  cervix 
only,  or  whether  the  bougies  were  passed  to  the  fundus.  (The  Presi- 
dent signified  the  latter.)  In  that  case  it  was  interesting  that  the 
maximum  dilatation  was  found  on  the  same  days  of  menstruation 
(third  and  fourth)  as  those  on  which  desquamation  occurred  in  the 
uteri  of  monkeys  observed  by  Mr.  Heape.  The  dilatation  might  thus 
be  partly  anatomical.  The  dilatation  of  the  first  day  was  probably 
functional. 

Dr.  C.  H.  F.  Routh  said  that  it  had  always  been  known  that  the 
uterus  dilated  during  menstruation,  but  he  knew  of  nothing  so  pre- 
cise as  the  statements  of  the  President.  It  was  possible  to  pass  a 
probe  through  the  cervix  during  menstruation  in  cases  where  this 
could  not  be  done  in  the  interval.  Again,  we  were  conversant  with 
the  fact  that  in  certain  cases  of  dysmenorrhea  the  pain  was  due  to 
spasm  of  the  uterus,  and  sometimes  to  a  flexion  which  had  to  be  over- 
come. The  pain  usually  ceased  on  the  second  to  the  fourth  day,  and 
this  might  explain  the  gradual  dilatation  of  the  uterine  canal  at  this 
period,  although  preceded  by  a  contraction.  Another  cause  for  the 
diminution  in  size  of  the  uterine  canal  consisted  in  the  swelling  of  the 
walls  caused  by  the  congestion  occurring  prior  to  menstruation. 

The  President  said  that  his  measurements  were  of  the  cervical 
canal  ;  but  the  os  internum  was  the  narrowest  part  of  this.  He  could 
draw  no  distinction  between  the  functional  and  the  anatomical  os 
uteri.  Menstruation  seemed  to  him  like  a  miniature  labor ;  as  the 
cervix  dilated  in  labor,  so  it  did  in  menstruation.  Dr.  Routh's  obser- 
vation as  to  a  pinhole  os  admitting  a  sound  during  menstruation  but 
not  at  any  other  time  was  valuable.  He  had  not  been  able  to  find 
any  publication  to  this  effect.  Dr.  Routh's  remarks  as  to  the  swelling 
of  the  uterus  blocking  up  the  canal  he  thought  illustrated  the  need 
for  observations  such  as  he  had  in  this  paper  submitted  to  the  Society. 


Meeting,  October  3,  1894. 
G.  Ernest  Herman,  M.  B.,  President,  in  the  Chair. 

Presentation  of  Specimens. 

The  following  specimens  were  shown  :  Dr.  Remfry  :  (1)  Tubal 
Abortion  ;  (2)  Pregnancy  in  a  Rudimentary  Uterine  Horn. — Dr.  W. 
Duncan  :  (1)  Cystic  Sarcoma  of  Omentum  ;  (2)  Sarcomatous  Ovaries; 
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(3)  Malignant  (?)  Disease  of  Omentum  ;  (4)  Dermoid  of  Right  Ovary, 
pedicle  twisted  from  left  to  right. — Dr.  Culltngworth  :  Myoma  of 
Uterus  becoming  gangrenous,  removed  by  abdominal  hysterectomy. — 
Dr.  Lewers  :  Fibrocystic  Tumor  of  Uterus. — Mr.  Targett  :  Two 
Cases  of  Spurious  Hermaphroditism  (photographs). 

Three  Cases  of  Pelvic  Inflammation  attended  with  Abscess  of  the  Ovary, 
with  Clinical  Remarks.    By  Dr.  Cullingworth. 

He  called  attention  to  the  fact  that  the  form  of  pelvic  inflamma- 
tion with  which  small  suppurating  cysts  of  the  ovary  and  ovarian  ab- 
scesses were  usually  associated  was  salpingitis  rather  than  pelvic  cellu- 
litis, the  ovarian  suppuration  being  the  result  of  secondary  infection. 
He  briefly  outlined  the  course  Of  events  when  salpingitis  was  attended 
with  profuse  suppuration,  showing  how  the  pus  might  either  be  con- 
fined in  the  Fallopian  tube  (by  occlusion  of  the  abdominal  opening), 
or,  if  the  abdominal  opening  remained  patulous,  be  discharged  through 
it  and  form  an  intraperitoneal  abscess.  Although  the  usual  seat  of 
such  an  abscess  was  the  pouch  of  Douglas,  it  might,  in  cases  where  the 
tube  had  been  lifted  put  of  the  pelvis  by  the  development  of  the  preg- 
nant uterus,  form  in  a  different  situation — for  example,  at  the  upper 
and  lateral  part  of  the  pelvis,  near  the  brim.  Wherever  the  intra- 
peritoneal abscess  formed  it  was  usual  to  find  the  ovary  constituting 
part  of  its  wall.  In  this  way  the  ovary  was  specially  liable  to  sec- 
ondary infection,  the  more  so,  probably,  if  it  were  already  the  seat  of 
incipient  cystic  disease.  The  cases  were  related  of  abscess  in  the  ovary 
due  to  secondary  infection  of  this  kind.  In  the  first  case  two  sepa- 
rate abscesses  were  found  in  one  ovary,  one  at  its  outer  end  close  to 
the  intraperitoneal  abscess,  and  one  at  its  inner  end  at  some  distance. 
In  the  second  case  there  were  also  two  abscesses,  and  a  communication 
had  been  opened  up  between  them  by  a  process  of  ulceration.  In  the 
third  case  a  still  more  advanced  stage  was  seen,  the  ovary  having 
ruptured  and  the  contents  of  the  abscess  having  escaped.  The  first 
two  were  puerperal  cases,  and  in  them  the  intraperitoneal  abscess, 
formed  by  the  discharge  of  the  contents  of  a  suppurating  Fallopian 
tube,  was  situated  high  up  in  the  pelvis,  close  to  the  edge  of  the  psoas 
muscle,  where  it  overhangs  the  pelvic  brim.  In  each  case  the  suppu- 
rating ovary  formed  part  of  the  wall  of  the  abscess.  These  two  cases 
recovered  ;  the  third  died. 

The  history  of  the  cases  was  followed  by  remarks  on  some  of  the 
modes  of  termination  of  ovarian  abscess,  and  on  the  deceptive  charac- 
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ter  of  a  temporary  subsidence  of  symptoms,  with  apparent  restoration 
to  health. 

He  concluded  by  referring  to  eighty-three  cases  in  which  he  had 
performed  abdominal  section  for  non-cellulitic  pelvic  suppuration. 
These  cases  revealed  that  ovarian  suppuration  occurred  in  a  large 
percentage,  and  that,  next  to  purulent  salpingitis,  it  was"  the  most  fre- 
quent form  of  non-cellulitic  suppuration  within  the  female  pelvis. 

Discussion. 

Dr.  Hayes  could  not  think  that  Dr.  Cullingworth's  idea  that  cases 
of  ovarian  abscesses  and  pelvic  cellular  abscesses,  such  as  those  re- 
lated in  his  paper,  were  dependent  upon  a  prior  purulent  accumula- 
tion in  a  Fallopian  tube,  was  at  all  proved.  In  the  first  two  cases 
septic  infection  was  the  first  step  in  the  morbid  phenomena,  and  surely 
this  was  often  the  cause  or  precursor  of  inflammation  terminating  in 
abscess — abscess  in  the  cellular  tissue,  ovary,  or  tube — in  any  two,  or 
in  all  three.  Why  assign  the  tube  as  the  infecting  source  of  the  ovary 
or  cellular  tissue  ?  Dr.  Hayes  was  in  full  accord  with  Dr.  Culling- 
worth's method  of  treatment. 

Dr.  Galabin  had  met  with  several  cases  similar  to  those  recorded 
by  Dr.  Cullingworth,  and  he  agreed  with  him  that  the  usual  sequence 
of  events  was  that  the  suppurative  inflammation  was  communicated 
from  the  tube  to  the  ovary.  He  considered  that  the  liability  of  the 
ovary  to  suppuration  in  these  cases  afforded  a  strong  argument  in  fa- 
vor of  removing  the  ovaries  in  instances  of  double  pyosalpinx,  since 
there  might  be  small  foci  of  commencing  suppuration  which  might 
escape  recognition  at  the  operation.  In  the  case  of  one  patient  he 
had  reason  to  regret  that  this  had  not  been  done.  He  had  found  at 
operation  on  her  a  peritoneal  abscess  and  pyosalpinx  on  the  right  side, 
and  pyosalpinx  on  the  left.  The  tubes  were  lined  with  cheesy  mate- 
rial, apparently  tuberculous.  The  left  ovary  was  removed  with  the 
tube  ;  the  right  ovary  could  not  be  found.  The  patient  continued  to 
menstruate,  and  a  sinus  remained,  and  there  was  occasional  retention  of 
pus.  About  a  year  after,  a  swelling  appeared  on  the  right  side,  and  on 
operation  it  proved  to  be  an  ovary  enlarged  to  more  than  two  inches  in 
diameter,  and  containing  several  abscess  cavities,  one  discharging  by  a 
sinus.  In  another  case  he  operated  for  double  pyosalpinx,  and  found 
the  ovaries  enlarged  and  inflamed,  and  adherent  to  the  fimbriated 
ends  of  the  tube.  He  removed  them  both,  and  found  on  section  sev- 
eral small  abscess  cavities,  apparently  suppurating  follicles.  Puncture 
during  the  operation  had  failed  to  reveal  these.    He  thought  that  if 
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the  ovaries  had  been  left  in  this  case  the  sequel  might  have  been  simi- 
lar to  that  in  the  former  one. 

Dr.  Griffith  remarked  that  Dr.  Cullingvvorth  had  not  attempted 
to  prove  that  ovarian  abscess  was  the  result  of  tubal  inflammation. 
The  explanation  of  this,  if  the  fact  were  proved,  would  not  be  easy. 
It  did  not  seem  probable  that  an  inflammation  extending  from  the 
tube  to  the  surface  of  the  ovary  would  readily  cause  suppuration  of 
the  substance  of  the  ovary.  Dr.  Griffith  believed  that  suppuration  of 
the  ovaries  was  usually  the  result  of  septic  inflammation  of  the  broad 
ligament  occurring  after  childbirth,  abortion,  or  surgical  operations, 
the  stroma,  with  its  lymphatics  and  blood-vessels,  being  in  direct  contin- 
uity with  the  same  tissues  in  the  broad  ligament.  Inflammation  of 
the  tubes  was  commonly  present,  in  different  degrees,  in  these 
cases. 

Dr.  Lewers  said  Dr.  Griffith  had  spoken  of  the  connection  be- 
tween inflammatory  affections  occurring  during  the  puerperium  and 
abscess  of  the  ovary.  Some  years  ago  Dr.  Lewers  described  a  phleg- 
mon of  the  broad  ligament  in  a  patient  who  had  died  shortly  after  her 
confinement.  In  that  case,  while  the  inflammatory  process  between 
the  layers  of  the  broad  ligament  was  only  in  the  stage  of  phlegmon,  yet 
in  the  adjoining  ovary  there  was  found  on  section  a  small  abscess  con- 
taining about  a  drachm  of  pus. 

The  President  had  seen  two  cases  of  ovarian  abscesses  different 
from  those  related  by  Dr.  Cullingworth.  In  each  of  those  two  cases 
there  was  a  small  cyst,  full  of  pus,  which  he  had  enucleated  from  its 
bed  in  the  ovary  quite  easily,  without  rupture  and  without  haemor- 
rhage. The  history  of  one  case  was  as  follows  :  She  was  married  in 
1 87 1.  Six  weeks  after  marriage  she  had  a  severe  illness,  attended 
with  great  pain,  for  which  she  was  in  the  London  Hospital  under  the 
care  of  the  late  Dr.  Head.  She  was  delivered  in  1873,  and  afterward 
had  an  illness  described  as  "inflammation  and  fever."  In  1874  she 
had  a  relapse  of  this  illness,  and  was  in  the  hospital  under  the  care  of 
the  late  Dr.  Palfrey;  the  diagnosis  then  made  was  "pelvic  cellulitis." 
In  1876  and  subsequent  years  she  was  under  the  care  of  Dr.  Herman 
as  an  out-patient  ;  but  she  got  no  better,  occasionally  having  ac  ute  at- 
tacks of  pain  and  fever.  She  got  tired  of  treatment,  and  ceased  at- 
tendance. Dyspareunia  had  been  severe  since  the  first  illness.  In 
1891  she  again  came  under  treatment ;  her  abdomen  was  opened,  and 
the  suppurated  cyst  described  was  removed.  The  patient  now  con- 
sidered herself  well.  This  case  showed  the  chronicity  of  the  morbid 
process,  and  also  the  advance  of  our  power  to  cure,  for  doubtless  this 
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patient  might  have,  with  our  present  knowledge,  been  saved  twenty 
years  of  pain. 

Dr.  Cullingworth,  in  reply,  said  he  had  realized  all  along  the 
difficulty  of  explaining  how  the  infection  traveled  from  tube  to  ovary. 
It  did  not  seem  necessary  to  invoke  pyaemia  as  the  cause  when  there 
was  such  strong  evidence  of  a  local  infection.  Dr.  Hayes  had  in- 
quired where  the  enormous  quantity  of  pus  had  come  from  that  was 
found  on  opening  the  abdomen  in  the  third  case.  The  answer  was 
that  when  perforation  or  rupture  of  a  suppurating  ovary  or  tube  had 
occurred  and  the  contents  escaped  among  the  surrounding  peritonitic 
adhesions  a  very  active  suppurative  process  was  often  set  up,  the  re- 
sulting abscess  rapidly  assuming  a  large  size.  He  was  grateful  to  Dr. 
Galabin  for  his  estimate  of  the  importance  of  the  evidence  he  had 
brought  forward  as  to  the  large  proportion  of  cases  in  which  suppura- 
tion of  the  ovary  was  associated  with  tubal  disease,  and  for  having 
called  attention  to  the  desirability  of  removing  even  apparently  nor- 
mal ovaries  in  operations  for  pyosalpinx.  In  reply  to  Dr.  Griffith,  he 
believed  that  the  infection  passed  from  tube  to  ovary  directly  through 
their  respective  walls  or  from  an  intervening  intraperitoneal  abscess. 
He  considered  the  case  analogous  to  the  infection  of  certain  dermoid 
tumors  of  the  ovary  from  the  adjacent  rectum,  when  the  tumors  had 
been  bruised  during  parturition,  and  thus  rendered  susceptible  to 
infection. 


TRANSACTIONS  OF  THE  BRITISH  GYNECOLOGICAL 

SOCIETY. 

July  12,  1894. 

Heywood  Smith,  M.  D.,  Vice-President,  in  the  Chair. 

Presentation  of  Specimens. 

Dr.  Godson  showed  a  Uterus  removed  by  vaginal  hysterectomy 
for  malignant  disease,  from  a  person  aged  fifty-seven,  who  had  had 
six  children.  She  made  a  good  recovery. — Mr.  Bowreman  Jessett 
showed  two  specimens  of  Uteri  removed  by  vaginal  hysterectomy  for 
malignant  disease.  He  also  showed  a  new  Broad  Ligament  Forceps 
to  secure  the  broad  ligaments  in  cases  of  vaginal  hysterectomy. — Dr. 
Bantock  showed  two  large  soft  Fibroids  of  the  Uterus,  removed  by 
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abdominal  hysterectomy. — Dr.  Hey  wood  Smith  showed  :  (1)  Double 
Hydrosalpinx,  removed  from  a  patient  aged  fifty  ;  (2)  Double  Pyosal- 
pinx  and  Tubo-ovarian  Abscess  ;  (3)  Double  Hematosalpinx  and  Papil- 
loma of  the  Broad  Ligament.  The  important  question  in  the  last  case 
was  whether  the  disease  was  malignant.  All  three  patients  made  a 
good  recovery. 

Lymphangiectasis  of  the  Omentum  treated  by  Abdominal  Section. 
By  Professor  Krantz.    Read  by  the  Secretary. 

The  patient  was  a  girl,  fifteen  years  of  age,  who  early  in  the  year 
1893  noticed  a  freely  movable  tumor,  the  size  of  a  small  orange, 
in  the  lower  part  of  her  abdomen.  The  only  pain  she  experienced 
was  occasional  cardialgia.  She  had  menstruated  for  the  first  time, 
in  October,  1892,  scantily  and  painlessly;  the  second  and  last  time, 
in  February,  1893,  abundantly  and  with  pain. 

When  seen  in  March,  1893,  the  tumor  extended  from  the  pelvis  to 
a  distance  of  two  inches  above  the  umbilicus  ;  it  occupied  the  middle 
of  the  abdomen,  extending  a  little  to  the  left  side.  There  were  no 
contractions  in  the  cyst,  and  no  fcetal  or  placental  souffle  could  be 
heard.  The  liver  and  right  kidney  were  normal.  The  left  kidney 
and  spleen  not  palpable.  On  bimanual  examination,  the  external 
hand  pressed  down  behind  the  symphysis  pubis  crowded  the  tumor 
higher  up.  It  was  felt  to  be  freely  movable  vertically,  and  to  a  less 
degree  laterally,  but  movement  of  the  tumor  to  the  right  side  caused 
pain  in  the  cardia.  The  uterus  was  of  the  size,  shape,  and  con- 
sistence usually  found  in  a  virgin  ;  the  tubes  were  normal,  but  both 
ovaries  somewhat  enlarged.  There  was  no  connection  found  be- 
tween the  uterus  or  its  appendages  and  the  tumor.  A  diagnosis  of 
pregnancy  was  excluded  by  the  condition  of  the  uterus;  and  that  of 
a  phantom  tumor  by  the  absence  of  hysterical  symptoms,  and  by  the 
uniform  fluctuation.  It  was  plainly  not  a  tumor  of  the  genital  organs. 
There  were  no  indications  that  it  was  a  renal  or  hepatic  tumor,  as 
echinococci  do  not  exist  in  Norway ;  while  a  pancreatic  cyst  would 
not  be  movable. 

There  remained  only  two  possibilities — an  omental  or  mesenteric 
cyst.  The  former  was  considered  more  probable  on  account  of  the 
pain  in  the  cardia  when  the  tumor  was  moved  to  the  right.  Laparot- 
omy confirmed  this  diagnosis.  The  cyst  was  hanging  in  the  omentum 
majus  ;  as  it  could  not  be  shelled  out,  the  omentum  had  to  be  ligated 
and  cut  off.  Both  ovaries  were  cystic  and  were  removed  with  the 
tubes.    An  uninterrupted  recovery  followed. 
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The  cyst  was  found  to  be  the  size  of  a  child's  head,  unilocular, 
with  a  wall  from  0.5  to  1.00  mm.  thick.  Microscopical  examination 
showed  that  this  wall  was  composed  of  a  more  or  less  cellular  fibril- 
lary connective  tissue  ;  on  the  inner  surface  was  a  single  layer  of  en- 
dothelial cells.  The  contents  of  the  cyst  were  a  clear,  thin,  dark 
fluid. 

The  case  was  evidently  one  of  lymphangiectasis  of  the  omentum 
majus.  It  was  of  special  interest  because  of  the  rarity  of  the  secysts, 
and  because  the  diagnosis  was  made  before  the  operation.  References 
to  literature  of  the  subject  concluded  the  paper. 

Discussion. 

Dr.  Bantock  said  he  had  reported  three  cases  ;  one  was  a  hy- 
datid ;  of  the  other  two,  one  (recorded  in  the  Obstetrical  Tra?isactions) 
was  unilocular,  the  other  was  multilocular. 


Meeting  October  11,  1894. 
Thomas  Savage,  M.  D.,  President,  in  the  Chair. 

Presentation  of  Specimens. 

Dr.  Elder  (Nottingham)  showed  (1)  Two  Myomata,  removed 
by  supravaginal  hysterectomy  ;  one  on  account  of  alarming  haem- 
orrhage, the  other  because  it  had  become  wedged  into  the  pelvis, 
and  gave  rise  to  pressure  symptoms  ;  (2)  a  Papillomatous  Ovary. — 
Dr.  Purcell  showed  a  Sarcomatous  Ovary  removed  from  a  girl  of 
eighteen,  and  narrated  some  further  cases  of  Cancer  of  the  Uterus 
treated  by  chloride  of  zinc,  with  specimens  and  casts, 

Treatment  of  Uterine  Myomata  complicated  with  Pregnancy.    By  Mr. 

BOWREMAN  JESSETT. 

Attention  was  called  to  the  fact  that  this  complication  was  of 
comparatively  rare  occurrence,  owing  to  the  infrequency  of  women 
suffering  from  myomata  becoming  pregnant.  After  giving  a  detailed 
history  of  two  illustrative  cases,  and  discussing  the  literature  of  the 
subject,  the  author  formulated  the  following  conclusions  : 

(1)  That  it  would  be  justifiable  in  these  cases  of  subperitoneal 
myomata,  if  growing  rapidly  and  causing  great  pain,  to  open  the 
abdomen  and  enucleate  the  growths  ;  (2)  in  cases  of  subperitoneal 
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and  interstitial  myomata  of  considerable  size,  and  surrounding  the 
uterus,  it  would  be  wise  to  remove  the  whole  organ  ;  (3)  in  cases  of 
interstitial  or  submucous  myomata  complicating  pregnancy,  statistics 
seem  to  show  that  the  risk  to  the  patient  is  greater  if  left  to  go  the 
full  period,  than  if  abortion  is  produced  or  the  organ  removed  ;  (4) 
cases  in  which  the  growths  are  limited  to  the  cervix  may  be  allowed 
to  go  their  full  term,  as  the  growth,  if  presenting  in  the  vagina,  may  be 
either  enucleated  or  removed  by  morcellement  at  the  end  of  the  period. 

Discussion. 

Dr.  Routh  dissented  from  the  opinion  held  by  many,  that  con- 
ception was  rare  when  fibroids  were  present,  especially  when  those 
fibroids  were  extra-uterine.  Miscarriage  must  occur  if  fibroids  were 
multiple  and  scattered  throughout  the  uterus.  He  commented  also 
on  the  frequency  with  which  fibroids  disappeared  after  pregnancy. 

Dr.  Heywood  Smith  thought  the  amount  of  danger  was  relative 
to  the  proportionate  development  of  fibroid  and  pregnancy.  He 
classified  such  cases  into  three  groups  :  (1)  Where  the  tumor  greatly 
preponderated,  so  as  to  prevent  growth  of  the  uterus;  (2)  where  the 
tumor,  though  large,  did  not  entirely  hamper  the  development  of  the 
uterus  ;  (3)  where  the  tumor  was  not  of  such  size  or  position  as  to 
interfere  with  natural  labor.  In  the  first  only  would  operative  inter- 
ference be  imperative,  while  the  second  would  require  careful  watch- 
ing. 

Dr.  Godson  believed  that  small  fibroids  frequently  coexisted  with 
pregnancy  and  were  never  discovered.  Subperitoneal  fibroids,  when 
found  occupying  the  pelvis,  even  during  labor,  could  sometimes  be 
pushed  up  so  as  to  allow  of  the  application  of  forceps.  When,  how- 
ever, a  fibroid  was  known  to  exist  and  be  fixed  in  the  pelvis,  he  con- 
sidered the  production  of  an  early  abortion  to  be  the  only  right  treat- 
ment. 

Dr.  Bantock  quite  agreed  that  fibroids  did  not  prevent  preg- 
nancy, and  laid  stress  on  the  fact  of  the  frequency  with  which  fibroids 
disappeared  after  pregnancy.  He  did  not  consider  the  matter  of  the 
position  of  the  fibroid,  as  regards  the  uterus,  important. 

Remarks  were  also  made  by  Dr.  Macnaughton  Jones,  Dr.  W. 
Armstrong  (Buxton),  Dr.  T.  B.  Grimsdale  (Liverpool),  and  Dr. 
Leith  Napier  ;  and  Mr.  Jessett  replied. 
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TRANSACTIONS  OF  THE  EDINBURGH  OBSTETRICAL 

SOCIETY. 

Meeting,  July  n,  1894. 

Dr.  A.  H.  F.  Barbour,  President,  in  the  Chair. 

Dr.  Felkin  exhibited  a  Cast  of  the  Uterus.  Patient,  when  first 
seen,  was  suffering  with  general  abdominal  pain,  purging,  and  pain  on 
passing  water.  Menstruation  had  been  regular  until  within  ten  days, 
when  she  should  have  been  unwell.  Examination  showed  a  distended 
abdomen,  painful  to  the  touch  ;  labia  very  cedematous.  It  was  dis- 
covered that  the  patient,  fearing  she  was  pregnant,  had  taken,  four 
days  previous  to  being  seen,  a  powder  consisting  of  equal  parts  of 
aloes  and  cannella,  followed  by  two  Seidlitz  powders.  As  there  were 
no  immediate  results,  she  took  another  dose  of  aloes  and  cannella  on 
the  next  day.  Pain  and  purging  were  severe.  Five  days  after  taking 
powders  she  passed  the  first  cast,  and  seven  days  after,  the  second. 

Dr.  B.  D.  C.  Bell  narrated  the  following 

Case  of  Retained  Af enses  with  Perforation  of  the  Bladder. 

Patient  single,  aged  twenty-six  years  ;  first  seen  February  28,  1888. 
She  presented  symptoms  of  hectic  fever,  with  swollen  abdomen  the 
size  of  six  months'  pregnancy.  Menstruation  had  always  been  scant, 
a  few  drops  only  at  each  period.  Examination  per  vaginam  showed 
the  hymen  to  be  firm  and  entire,  with  only  a  small  pinhole  opening. 
Meatus  urinarius  very  patulous,  from  which  pus  was  oozing.  On 
March  16th  a  knife  was  passed  into  the  hymen  to  the  depth  of  two 
inches  ;  as  no  pus  escaped,  a  curved  trocar  and  cannula  were  substi- 
tuted and  introduced  about  three  inches.  Three  pints  of  vile-smelling 
pus  gushed  out.  The  vagina  was  washed  out  every  day,  and  tempera- 
ture became  normal  in  ten  days.  The  opening  in  the  hymen  was 
dilated  daily  until  it  admitted  a  bougie  three  inches  in  diameter. 
Normal  menstruation  followed,  and  general  health  rapidly  improved. 
In  September,  1890,  patient  was  delivered,  at  full  term,  of  a  stillborn 
child.  It  was  discovered  that  she  had  been  having  illicit  connection 
from  time  to  time  since  the  beginning  of  1887,  accounting  for  the 
patulous  condition  of  the  meatus  urinarius. 

Dr.  J.  Haig  Ferguson  read  the  following  notes  on  a  broad- 
ligament  cyst  removed  by  enucleation,  which  was  so  tense  that  its 
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pelvic  portion  before  operation  presented  all  the  signs  of  a  solid 
tumor.  He  records  the  case  "  chiefly  for  the  sake  of  the  interest 
attached  to  its  diagnosis  from  its  anomalous  physical  signs,  which 
only  serve  as  a  further  illustration  of  how  uncertain  one  often  must 
be  of  the  exact  nature  of  an  abdominal  or  pelvic  tumor  before  opera- 
tion." 

Patient  single,  aged  fifty-five  years  ;  first  noticed  swelling  in  Octo- 
ber, 1893  ;  had  not  increased  much  in  size  since.  Her  menopause 
was  reached  at  the  age  of  fifty  years.  Her  periods  had  become  very 
profuse  shortly  before  ceasing  altogether.  On  examination,  her  abdo- 
men presented  in  the  middle  line  a  somewhat  tender  swelling,  about 
the  size  of  a  cocoanut,  obscurely  fluctuating  and  dull  on  pressure. 
On  vaginal  examination  under  chloroform,  tumor  was  found  fixed 
in  pelvis ;  uterus  could  be  separated  from  tumor.  On  bimanual  ex- 
amination, the  abdominal  cyst  could  be  felt  fluctuating,  yet  seemed 
inseparable  from  the  solid  tumor  below.  Examination  per  rectum 
revealed  a  hard  tumor,  size  of  a  fcetal  head,  fixed  in  the  pelvis,  giving 
no  evidence  of  fluctuation.  On  opening  the  abdomen,  a  thin-walled 
cyst  was  found,  intimately  associated  with  the  left  broad  ligament, 
through  which  it  had  forced  itself. 

The  firmness  of  the  pelvic  portion  of  the  tumor,  in  connection  with 
the  patient's  menstrual  history,  lent  weight  to  the  view  that  the  tumor 
was  a  fibroid  of  the  uterus  ;  yet  the  fluctuation  of  the  abdominal  part 
which  had  escaped  from  pressure  of  the  broad  ligament  made  it  re- 
semble a  semisolid  intraligamentous  cyst. 

Case  of  Severe  Menstrual  Headache  successfully  treated  by  Pre- 
menstrual Venesection.    By  R.  J.  E.  Young,  M.  D. 

Patient  complained  of  severe  headache,  beginning  with  menstrua- 
tion and  disappearing  not  until  four  days  after  cessation  of  discharge. 
This  condition  had  existed  from  time  of  first  menstruation,  thirteen 
years  ago.  The  attacks  were  so  severe  that  she  could  not  lift  up  her 
head,  and  was  made  completely  unfit  for  any  duty.  Pulse  was  full  and 
compressible.  Glycerin  packing  relieved  the  dysmenorrhcea  from 
which  she  also  suffered,  but  had  no  effect  upon  the  headache.  Vene- 
section was  performed  at  the  beginning  of  the  next  menstruation. 
Slight  faintness  was  experienced  for  twenty-four  hours,  but  disap- 
peared after  a  few  clays.  "  For  the  remainder  of  the  menstrual  period, 
and  afterward,  the  headache  and  sense  of  weight  and  oppression  were 
almost  nil,  and  that  for  the  first  time  since  puberty." 

Venesection  was  again  performed  on  the  day  before  the  next  men- 
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struation,  and  eight  ounces  of  blood  drawn.  Pulse  was  full  and 
bounding,  headache  slight.  She  passed  through  this  period  free  from 
pain  and  felt  perfectly  well.  Menstruation  has  continued  quite  regu- 
lar, and  she  has  been  entirely  free  from  all  unpleasant  symptoms. 

Discussion. 

Should  Antiseptic   Vaginal  Douching  be  made  a  Routine  Practice  in 
the  Puerpcrium  ?    Opened  by  Dr.  J.  H.  Croom. 

He  thought  that  to  intelligently  discuss  the  subject  a  consideration 
of  antisepsis  before  confinement  was  essential.  He  believed  that  if 
the  accumulated  secretions  during  pregnancy  were  thoroughly  re- 
moved by  douching,  many  cases  of  sepsis  after  labor  would  be 
avoided.  With  regard  to  post-partum  douching,  he  thought  that  in 
the  dorsal  decubitus  position,  as  the  drain  was  not  free,  the  lochia  ac- 
cumulated in  the  vagina,  and  the  dibris  remaining  in  contact  with  a 
recent  wound  of  the  cervix  was  apt  to  become  a  source  of  infection. 
Warm  carbolized  douching  under  these  circumstances  was  most  im- 
portant in  order  to  keep  the  lochia  aseptic.  The  conditions  surround- 
ing labor  among  civilized  races  were  unnatural  ;  with  the  savages, 
however,  since  they  assumed  the  erect  position  soon  after  parturition, 
free  drainage  took  place,  rendering  douching  unnecessary. 

In  hospital  practice  he  advocated  the  routine  use  of  antiseptic 
douching  because  of  the  complicated  surroundings.  The  conditions 
in  private  practice  were  somewhat  different,  but  the  principle  in 
treatment  the  same,  and  when  douching  could  be  carried  out  properly 
he  thought  it  should  be  done  from  motives  of  cleanliness  and  com- 
fort if  nothing  more.  As  the  action  of  hot  water  was  to  stimulate 
uterine  retraction,  hot  vaginal  douching  after  labor  must  promote  in- 
volution. He  considered  the  objections  urged  against  this  system 
more  imaginary  than  real,  and  that,  if  properly  conducted,  vaginal 
douching  during  parturition  was  not  only  harmless,  but  of  great 
utility. 

Dr.  James  Ritchie  did  not  think  that  antiseptic  vaginal  douching 
should  be  made  a  routine  practice.  In  cases  where  there  existed 
profuse  vaginal  discharge  he  considered,  antiseptic  vaginal  douching 
the  proper  treatment,  and  thought  that  it  should  be  instituted  weeks 
before  the  onset  of  labor. 

Septic  infection,  which  was  the  great  danger  to  be  guarded 
against  in  puerperal  cases,  might  arise  in  many  ways  : 

"  i.  In  the  patient  herself. 
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"  2.  Because  of  an  insanitary  and  infectious  condition  of  the 
house. 

"  3.  It  may  be  communicated  by  the  hand  of  the  nurse. 

"4.  It  may  be  introduced  by  the  medical  attendant." 

If  the  instruments,  the  attendants,  the  patient  and  her  surround- 
ings during  the  puerperium  were  clean — that  is,  if  antiseptic  treatment 
was  thoroughly  carried  out — he  considered  routine  vaginal  douching 
unnecessary  and  sometimes  harmful.  Under  such  circumstances  the 
less  interference  there  was  with  patients  the  better.  Antiseptic 
routine  douching  presented  also  the  possibility  of  poisoning  in  un- 
skillful hands. 

Dr.  James  Carmichael  thought  that  the  question  should  be  con- 
sidered first  in  regard  to  the  natural  unaided  labor  ;  second,  in  re- 
gard to  difficult  or  aided  labor. 

The  first  was  a  normal  process,  and  under  ordinary  conditions  in 
private  practice  was  healthy  and  aseptic.  Interference,  therefore, 
should  be  as  little  as  possible,  and  everything  introduced  into  the 
vagina  should  be  first  rendered  perfectly  aseptic.  Antiseptic  douch- 
ing under  these  circumstances  he  thought  meddlesome  and  unneces- 
sary. When,  however,  labor  was  difficult  or  instrumental,  the  routine 
practice  of  antiseptic  douching  for  some  days  after  labor  was  a  good 
one,  for  the  patient  was  here  liable  to  all  the  dangers  of  the  introduc- 
tion of  noxious  elements  from  without.  In  hospital  practice  the  con- 
ditions were  different,  and  routine  douching,  if  properly  conducted, 
was  the  correct  treatment.  In  conclusion  he  said  :  "  I  am  of  the 
opinion  that  we  are  not  warranted  in  teaching  that  vaginal  douching 
should  be  a  hard-and-fast  practice  in  all  women,  but  that  the  ob- 
stetric physician,  guided  by  sound  principles,  should  judge  each  case 
on  its  own  merits  and,  as  in  all  other  cases,  treat  the  patient  as  he 
finds  her,  rather  than  the  puerperium  as  such." 
47 
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ABSTRACTS. 

OVARIOTOMY  IN  GENERAL  SURGICAL  PRACTICE. 
By  A.  W.  Mayo  Robson,  F.  R.  C.  S., 

Senior  Surgeon  to  the  General  Infirmary  at  Leeds;  Professor  of  Surgery  in  the  Victoria 
University  ;  and  Member  of  Council  of  the  Royal  College  of  Surgeons  of  England. 

Dr.  Robson  says  that  such  an  air  of  specialism  has  been  wrapped 
around  ovariotomy  that,  according  to  some  gynaecologists,  the  opera- 
tion is  one  that  ought  only  to  be  undertaken  by  obstetric  physicians. 
This  has  never  been  put  more  pertinently  and  directly  than  it  was  in 
a  paper  read  before  one  of  the  London  societies  some  months  ago, 
and  although  the  opinions  of  those  who  heard  the  papers  were  prob- 
ably not  altered  by  the  arguments  advanced,  a  number  of  questions 
were  raised  which  will  well  bear  discussion. 

This  paper  is  written  chiefly  for  the  purpose  of  eliciting  opinions 
on  the  subject,  and,  but  for  the  necessity  of  using  his  own  experience 
in  the  argument,  Dr.  Robson  would  leave  himself  out  of  the  question. 
This,  however,  might  not  be  considered  fair.  He  therefore  presents 
a  table  of  a  consecutive  series  of  ovariotomies,  the  greater  number 
of  which  have  been  treated  in  the  general  wards  of  a  large  hospital, 
to  serve  as  what  he  believes  may  be  taken  as  a  fair  example  of  what 
is  being  done  by  general  surgeons. 

He  limits  the  list  simply  to  ovariotomy,  lest  the  discussion  might 
become  involved,  and  only  mentions  the  total  number  of  abdominal 
sections,  the  details  of  which  will  be  given  in  a  paper  on  another 
occasion. 

The  total  number  of  his  abdominal  sections  is  850,  with  a  mortality 
of  eleven  per  cent.,  and  this  includes  cases  of  suppurative  and  per- 
forative peritonitis,  acute  intestinal  obstruction,  gangrene  of  gut,  and 
many  other  cases  operated  on  when  almost  beyond  hope,  in  order  to 
give  the  patient  a  last  chance.  His  ovariotomies  number  216,  with  a 
mortality  of  5.5  per  cent.,  or,  if  malignant  cases  be  included,  of  6.52. 

In  looking  through  the  list  it  is  seen  that  the  14  recorded  deaths 
may  with  advantage  be  submitted  to  analysis,  the  preventable  being 
distinguished  from  the  probably  unavoidable  deaths.  Two  patients 
(Nos.  151  and  194)  died  from  malignant  disease,  one  ten  days  after 
operation,  the  other  from  shock  within  a  few  hours.  Two  suc- 
cumbed to  intestinal  obstruction — one  on  the  eighth  day  from  volvu- 
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lus  of  the  small  intestines,  the  other  from  gangrene  of  about  a  foot  of 
bowel,  owing  to  injury  of  the  mesentery  in  separating  adhesions. 

One  case  (No.  90)  was  admitted  with  acute  peritonitis,  and  was 
operated  on  to  give  her  a  last  chance  ;  in  this  case  death  was  cer- 
tainly not  due  to  operation,  although  it  followed  it,  and  must  there- 
fore be  included  in  the  mortality.  In  Case  153,  operated  on  for 
faecal  fistula  of  four  years'  duration  following  on  pelvic  suppuration, 
and  accompanied  by  a  pelvic  tumor,  the  adhesions  were  very  exten- 
sive, and  the  opening  in  the  intestine,  being  deep  in  the  pelvis,  was 
with  difficulty  closed,  and,  in  fact,  reopened  in  a  few  days,  the  pa- 
tient sinking  from  exhaustion  seven  weeks  after.  One  case  died  of 
exhaustion  at  the  end  of  a  week  after  the  removal  of  a  large  sup- 
purating multilocular  cyst ;  as  she  was  extremely  low  at  the  time  of 
operation,  and  had  general  peritonitis,  the  operation  can  not  be 
blamed  for  her  death. 

Case  109  died  of  congestive  bronchitis,  possibly  due  to  ether 
anaesthesia.  Case  148  succumbed  on  the  night  of  the  operation  to 
pulmonary  embolism,  apparently  owing  to  the  patient,  who  was  the 
subject  of  heart  disease,  getting  up  in  the  temporary  absence  of  the 
nurse.  The  operation  was  a  very  simple  one,  and  only  occupied 
about  fifteen  minutes.  Case  95  comes  under  the  preventable  causes 
of  death,  inasmuch  as  the  ligature  on  the  pedicle  slipped  during  an 
attack  of  vomiting  twelve  hours  after  operation  ;  and  although  he 
reopened,  ligatured  the  pedicle  afresh,  and  transfused,  it  was  of  no 
avail.  In  this  case  there  was  hardly  any  pedicle,  and  the  Stafford- 
shire knot  was  used.  Since  that  time  he  has  usually  applied  a  sepa- 
rate ligature  to  the  outer  part  of  the  broad  ligament  where  there  has 
been  any  tension.  Of  the  four  cases  dying  from  peritonitis,  one 
patient  was  in  a  very  insanitary  ward,  a  drain  having  burst  recently 
beneath  the  floor.  One  case  developed  distention  after  the  removal 
of  appendages  for  a  large  myoma  of  the  uterus,  and,  had  she  been 
freely  purged,  she  would  probably  have  recovered,  but  at  that  time 
(ten  years  ago)  morphine  was  in  vogue.  In  Case  146  a  large  suppurat- 
ing cyst  was  with  difficulty  removed,  and  perchloride  of  iron  had  to 
be  applied  freely  to  arrest  the  haemorrhage. 

In  Case  167  a  suppurating  dermoid  cyst  was  operated  on  away 
from  his  immediate  care  and  was  not  seen  until  the  third  day,  when 
distention  had  set  in,  with  vomiting,  morphine  having  been  given 
from  the  first  night  after  the  operation.  Although  he  reopened  the 
wound  and  drained,  and  then  tried  to  purge,  it  was  without  avail. 
In  this  case  abstention  from  morphine  and  a  turpentine  enema  on 
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the  second  day,  followed  by  a  purgative,  would  probably  have  pro- 
duced relief. 

The  case  of  haemorrhage  and  the  three  cases  of  peritonitis  might 
have  been  prevented.  All  the  other  lethal  cases  might  happen  again. 
This  would  bring  the  unavoidable  mortality  of  the  series  of  cases 
down  to  4.6  per  cent,  and  the  preventable  mortality  to  1.8  per  cent. 

He  fails  to  see  on  what  grounds  ovariotomy  should  be  separated 
from  general  surgery.  Statistics  have  been  used  as  an  argument,  but 
without  proper  grounds,  and  the  ovariotomies  performed  by  a  num- 
ber of  general  surgeons  compares  favorably  with  those  performed  by 
obstetricians. 

It  has  been  suggested  that,  as  surgeons  are  constantly  handling 
septic  cases,  they  are  unfitted  to  operate  in  the  peritoneal  cavity,  and 
this  might  at  one  time  have  applied,  but  not  now,  for  let  any  one  com- 
pare the  cases  in  a  modern  aseptic  surgical  clinic  with  those  in  a 
gynaecological  ward,  and  he  will  unhesitatingly  decide  in  favor  of  the 
former. 

This  argument  should  be  extended,  for,  with  our  present  knowl- 
edge of  puerperal  complications,  the  question  may  very  properly  be 
raised  as  to  the  advisability  of  an  obstetrician  going  direct  from  op- 
erating on  a  pelvic  abscess  or  a  suppurating  ovarian  cyst,  or  from  the 
examination  of  an  offensive  cancerous  uterus,  to  attend  a  woman  in 
confinement,  just  as  he  might  be  censurable  for  going  direct  from  a 
ease  of  puerperal  fever  to  perform  an  abdominal  section.  If  any  sepa- 
ration of  practice  is  required,  it  is  in  the  separation  of  obstetric  from 
all  surgical  practice,  and  it  would  not  be  surprising  if  at  some  time, 
when  the  public  becomes  more  fully  informed,  this  were  demanded. 
Nor  can  the  separation  of  ovariotomy  from  general  surgical  practice 
be  urged  on  the  score  of  diagnosis,  for  surely  the  well-educated  sur- 
geon is  as  competent  as  the  obstetrician  to  diagnose  an  ovarian  or 
any  other  form  of  abdominal  tumor;  moreover,  should  an  error  of 
diagnosis  have  occurred,  who  so  competent  as  the  general  surgeon  to 
deal  with  it,  inasmuch  as  he  would  not  be  departing  from  his  role  had 
he  to  treat  a  tumor  whose  origin  was  not  in  the  pelvis  ? 

With  regard  to  the  one  or  the  other  being  more  competent,  this  is 
purely  a  personal  question,  as,  with  surgical  aptitude  and  training, 
work  of  the  kind  in  question  can  undoubtedly  be  undertaken  by  either 
physician  or  surgeon,  so  that  the  arguments  really  amount  to  a  ques- 
tion of  expediency,  and  these  questions  should  be  asked  : 

1.  Is  it  desirable  that  the  practice  of  midwifery  and  surgery  should 
go  hand  in  hand  ? 
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2.  Is  it  desirable  that  the  public  should  lose  the  advantages  of  a 
class  of  medical  men  of  high  standing,  who  as  obstetric  physicians 
practiced  as  consultants  in  all  gynaecological  questions  ? 

3.  Is  it  desirable  that,  as  hitherto,  the  office  of  physician  and  sur- 
geon should  be  distinct,  or  that  the  physician  should  practice  surgery 
and  the  surgeon  medicine,  for  if  it  is  done  in  gynaecology,  why  should 
it  not  extend  to  practice  generally  ? 

The  long-honored  custom  of  medical  and  surgical  practice  being 
distinct  is  not  only  of  advantage  to  the  physicians  and  surgeons  them- 
selves, but  it  is  productive  of  material  good  to  the  patient,  and  al- 
though the  converse  is  being  advocated  by  the  obstetric  physician, 
the  same  arguments  apply  with  equal  or  greater  force  in  his  case. 
There  will  be  a  serious  loss  to  the  public  if  the  obstetric  physician,  as 
now  seems  to  be  the  custom,  ceases  to  practice  as  a  physician,  and 
views  matters  purely  from  a  surgical  point  of  view,  as  gynaecology  is 
by  no  means  all  surgical,  and  it  is  certainly  not  desirable  that  it  should 
be,  and  just  as  there  is  an  advantage  to  the  patient  suffering  from 
cholelithiasis,  or  any  similar  ailment,  in  having  medical  treatment 
before  the  surgeon  is  called  in,  so  many  of  the  pelvic  cases  going 
directly  to  one  practicing  surgery  may  fail  to  have  an  adequate  trial 
given  to  medical  and  milder  measures  before  operation  is  suggested. 
These  views  should  be  supported  by  physicians  as  a  rule,  and  by 
many  obstetric  physicians.  It  may  be  urged  that  in  vaginal  opera- 
tions special  manipulations  and  methods  may  be  acquired  by  frequent 
practice,  although  without  doubt  any  educated  surgeon  ought  to  be 
able,  for  instance,  to  perform  the  operation  for  vesico-vaginal  fistula 
equally  as  well  as  he  can  a  staphylorrhaphy,  and  a  vaginal  hysterec- 
tomy with  as  much  facility  as  he  can  a  proctectomy;  but  how  the 
obstetric  physicians  can  lay  claim  to  be  the  only  practitioners  who 
should  perform  ovariotomy  it  is  quite  difficult  to  understand,  and 
why,  if  they  lay  claim  to  this,  they  should  not  also  consider  them- 
selves alone  efficient  to  do  all  peritoneal  work,  again  can  not  be  com- 
prehended on  any  logical  grounds. 

If  a  specialism  there  must  be,  let  it  be  one  of  abdominal  surgery  ; 
but  the  time  has  come  to  protest  as  strongly  as  possible  against  the 
dictum  that  a  surgeon  may  perform  nephrectomy,  or  gastrostomy,  or 
cholecystotomy,  or  entcrectomy,  but  that  he  is  incompetent  to  per- 
form a  hysterectomy  or  an  ovariotomy,  which  must  be  handed  over 
to  an  obstetric  physician,  who,  as  in  several  well-known  examples, 
finds  that  when  he  has  opened  the  abdomen,  though  a  specialist,  he 
has  to  wander  into  unknown  regions  beyond  his  province  and  per- 
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form  a  cholecystectomy  or  a  nephrectomy  for  a  tumor  which  he  may 
quite  pardonably  have  mistaken  for  an  ovarian  cyst. 

Although  there  may  be  many  anomalies,  the  personal  equation 
will,  as  a  rule,  settle  the  matter  for  some  time  to  come ;  but  at  the 
same  time  we  may  each  of  us  express  our  views  as  to  what  we  con- 
sider ought  to  be,  and  in  such  a  way  haply  we  may  arrive  at  what  is 
best.  It  will  be  seen  from  the  foregoing  remarks  that  it  would  add 
to  the  dignity  of  the  profession  and  be  to  the  benefit  of  the  public  if 
the  obstetric  physician  were  one  in  reality,  undertaking  obstetric  work 
and  consulting  gynaecology,  and  if  the  surgical  part  of  gynaecology 
were  undertaken  by  the  surgeon,  whether  gynaecological  or  general 
it  mitters  not,  so  long  as  he  were  competent  and  were  fitted  by 
education,  practice,  and  aptitude  for  his  surgical  work. 


NOTES  OF  A  CASE  OF  SUCCESSFUL  SPLENECTOMY. 
By  James  Murphy,  M.  A.,  M.  D., 

Surgeon  to  the  Sunderland  Infirmary  ;  Lecturer  on  Medical  Jurisprudence,  University  of 

Durham. 

A.  G.,  aged  forty-five,  unmarried,  was  admitted  into  the  Sunder- 
land Infirmary  on  April  18,  1894,  at  the  request  of  Dr.  Scurfield,  with 
the  diagnosis  of  hypertrophy  of  the  spleen,  with  a  view  to  removal  of 
the  organ. 

History. — She  was  a  native  of  Plymouth.  Two  years  and  a  half 
earlier  she  was  much  worried  by  monetary  troubles  ;  she  then  had  an 
attack  of  influenza,  and  was  confined  to  her  bed  for  some  weeks  with 
pains  all  over  her,  and  was  very  feverish.  After  getting  up  she  had 
a  stroke  of  paralysis  ;  she  completely  lost  her  speech  for  several  days  ; 
she  also  lost  the  power  of  the  right  hand,  but  the  legs  were  not  af- 
fected. Speech  gradually  returned,  but  it  was  still  very  defective ; 
she  had  to  speak  very  slowly,  was  frequently  at  a  loss  for  a  word,  and 
often  used  a  wrong  one.  The  use  of  the  right  hand  was  but  slightly 
affected.  For  more  than  a  year  she  had  noticed  a  painful  swelling  in 
the  left  hypochondriac  region.  There  had  been  no  affection  of  the 
alimentary  system,  and  no  alteration  in  the  quality  or  quantity  of  the 
urine.  She  had  been  losing  weight  in  spite  of  a  good  appetite  for 
several  months,  and  during  the  same  period  she  had  suffered  much 
from  shortness  of  breath,  and  had  become  very  blue  about  the  face 
and  neck.    Her  memory  was  defective,  and  no  further  information 


Abstracts. 


727 


could  be  obtained  from  her  ;  the  doctor  who  attended  her  during 
the  paralytic  seizure  is  dead. 

Family  History. — No  facts  of  importance  could  be  obtained. 

Condition  on  Admission. — There  is  a  large  tumor  on  the  left  side  of 
the  abdomen  passing  under  the  ribs  above,  and  below  reaching  to 
the  level  of  the  iliac  crest.  Externally  it  reaches  far  back  to  the 
spine,  and  internally  it  extends  beyond  the  median  line  ;  it  is  very 
slightly  movable ;  its  surface  is  irregular,  and  it  appears  as  if  four  or 
five  small  masses  grew  from  it.  The  skin  moves  freely  over  it  during 
respiration.  It  is  tender  on  manipulation  and  dull  on  percussion,  the 
dullness  passing  upward  to  the  lower  left  ribs  behind.  The  urine  is 
normal  ;  the  temperature  is  about  ioo°  every  night  ;  she  has  a  trouble- 
some cough,  and  the  base  of  the  left  lung  is  slightly  congested,  but 
no  serious  disease  can  be  detected  in  the  chest  ;  the  heart  sounds  are 
normal  ;  the  blood  was  found  to  be  in  a  fairly  healthy  condition,  and 
there  was  no  evidence  of  leucocythaemia.  Her  breathing  is  short  and 
rapid,  and  she  is  distinctly  cyanosed,  and  she  occasionally  has  slight 
rigors;  she  is  in  a  very  enfeebled  condition,  is  losing  flesh  and 
strength,  and  suffers  much  from  pain  in  the  spleen.  As  there  was  no 
leucocythaemia,  as  her  symptoms  were  evidently  due  to  the  enlarge- 
ment of  the  spleen,  as  her  other  organs  were  fairly  sound,  as  her  con- 
dition was  very  miserable,  and  her  general  health  failing  rapidly,  it  was 
deemed  advisable  to  recommend  her  to  have  splenectomy  performed, 
and  to  this,  the  risks  having  been  fully  explained  to  her,  she  readily 
assented. 

Operation. — On  April  25th,  chloroform  having  been  administered, 
an  incision  about  eight  inches  long  was  made  along  the  left  linea 
semilunaris  down  to  the  peritonaeum  ;  the  haemorrhage  was  excessive 
— dark  venous  blood — and  some  seven  or  eight  large  dilated  veins 
were  tied  with  catgut.  The  peritonaeum  was  then  opened.  There 
were  no  adhesions  to  the  parietes,  but  the  omentum  was  firmly  adher- 
ent over  the  greater  portion  of  the  spleen,  in  some  places  being  puck- 
ered up,  which  gave  rise  to  the  irregular  feeling  discovered  through 
the  abdominal  wall.  The  transverse  colon  was  also  adherent  in  two 
or  three  places.  The  adhesions  were  rapidly  but  carefully  broken 
down,  the  bleeding  points  being  instantly  seized  with  Pean's  forceps, 
but,  quickly  as  this  was  done,  two  or  three  ounces  of  very  dark  venous 
blood  were  lost.  The  vessels,  principally  veins,  were  exceedingly 
friable,  and  readily  tore.  All  bleeding  points  from  the  adhesions  be- 
ing secured,  the  spleen  was  gently  removed — the  lower  end  first — 
from  the  abdominal  cavity.    She  suddenly  became  very  much  col- 
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lapsed,  and  seemed  as  if  she  were  about  to  die.  The  pedicle,  which 
was  thin  and  broad,  measuring  about  five  inches,  was  secured  in  the 
following  manner  :  Beginning  at  the  upper  edge,  where  the  vessels 
were  smallest,  it  was  secured  in  three  portions  with  double  silk  liga- 
tures, and  divided  between  them.  The  ligatures  were  not  locked.  In 
this  manner  the  outlying  (so  to  speak)  portion  of  the  pedicle  was  se- 
cured, but  the  large  vessels  in  the  center  of  the  pedicle  were  left  un- 
touched. In  a  similar  manner  the  lower  outlying  portion  of  the  ped- 
icle was  secured  in  four  portions,  the  ligatures  were  not  locked,  and 
the  pedicle  was  cut  across  between  each  pair  of  ligatures  after  they 
were  secured.  There  then  remained  in  the  center  a  portion  of  the 
pedicle  about  the  size  of  a  thumb,  containing  vessels  somewhat  bigger 
than  a  large  goose  quill  ;  a  long  silk  ligature  was  carefully  drawn 
through  these,  and  the  remaining  portion  of  the  pedicle  was  firmly 
secured  with  a  Staffordshire  knot.  The  spleen  was  then  cut  off ; 
there  was  no  more  bleeding.  Little  blood  escaped  into  the  perito- 
naeum, having  been  caught  in  sponges.  She  was  in  such  a  collapsed 
condition  that  no  time  was  lost  in  irrigating  the  abdomen,  which  was 
rapidly  closed  by  silkworm-gut  sutures  ;  no  drain  was  used.  The  pa- 
tient was  then  removed  to  a  private  ward.  She  was  in  a  very  collapsed 
condition,  and  rallied  slowly  ;  at  7.30  p.  m.  she  was  shivering,  but  did 
not  feel  herself  cold ;  she  vomited  slightly  ;  the  pulse  was  good.  At 
8.30  p.  m.  the  temperature  was  103. 6°  F.  ;  there  was  no  sweating.  At 
hp.  m.  she  was  sleeping.  She  slept  fairly,  and  on  April  26th  was  in 
good  condition.  There  had  been  no  more  vomiting,  but  cyanosis  was 
more  marked  than  before  the  operation.  Nutrient  enemata  were  be- 
ing given,  and  she  passed  flatus  in  the  afternoon.  Gradual  improve- 
ment ensued,  and  on  May  1st  half  the  stitches  were  removed.  On 
May  3d  the  remaining  stitches  were  removed.  The  wound  was  quite 
healed.  On  May  8th  she  was  removed  to  the  general  ward.  On  May 
9th  it  was  reported  that  she  had  been  slightly  delirious  during  the 
night  and  got  up  and  walked  about  the  ward.  Cough  still  continued. 
On  May  20th  there  was  dullness,  crepitation,  tubular  breathing,  and 
bronchophony  at  the  left  base,  behind  and  round  to  the  front,  just 
below  the  cardiac  area  external  to  the  nipple.  There  was  also  dullness 
with  crepitations  and  altered  breath  sounds  at  the  apex  in  front  ;  there 
was  no  cardiac  affection.  On  May  31st  the  signs  at  the  base  behind 
were  much  improved ;  the  crepitations  were  much  fewer  ;  the  breath 
sounds  were  still  tubular,  but  less  markedly  so.  On  June  12th  she 
left  for  our  convalescent  home  at  Harrogate  ;  all  chest  symptoms  had 
disappeared,  as  also  had  the  cyanosis.    She  was  quite  free  from  pain, 
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and  assured  me  she  was  in  much  better  health  and  spirits  than  she  had 
been  for  two  years.  She  put  on  flesh  and  the  cicatrix  was  perfectly 
satisfactory,  no  hernia  having  occurred. 

The  following  is  the  report  on  the  tumor  by  my  colleague,  Dr. 
Squance,  Physician  and  Pathologist  to  the  Sunderland  Infirmary,  to 
whom  I  beg  to  return  my  thanks,  as  also  to  the  assistant  pathologist, 
Dr.  Larcombe,  for  the  beautiful  sections  he  made  of  the  tumor;  and, 
above  all,  I  am  much  indebted  to  my  excellent  house  surgeon,  Dr. 
Baines,  for  the  careful  record  he  has  kept  of  the  case,  and  the  assidu- 
ous attention  he  showed  to  the  patient. 

Note  by  Dr.  Squance  on  Examination  of  Spleen  removed  by  Dr.  Murphy. 

The  spleen  measured  eight  and  three  quarters  inches  in  length, 
the  circumference  of  the  upper  end  being  nine  and  one  eighth  inches, 
and  of  the  lower  ten  inches  ;  the  weight  was  one  and  a  half  pound. 
The  surface  was  fairly  smooth,  but  in  places  somewhat  "crinkled." 
There  was  an  abscess  cavity  invading  the  spleen  in  the  lower  portion 
of  the  anterior  border,  which  contained  half  an  ounce  of  pus.  The 
spleen  substance  surrounding  was  hyperaemic,  softened,  and  appeared 
to  be  on  the  point  of  sloughing.  On  cutting  into  the  spleen,  the 
substance  was  firmer  than  normal,  feeling  somewhat  "  leathery."  It 
contained  no  new  growth. 

Microscopical  Appearances. — Section  through  the  pyogenic  mem- 
brane showed  on  the  edge  adjoining  the  spleen  substance  a  large 
amount  of  fibrous  tissue,  newly  formed  and  thickly  studded  with 
small  cells.  Section  through  the  portion  of  spleen  which  appeared  to 
be  breaking  down  near  the  abscess  showed  the  fibrous  tissue  well 
marked  in  portions,  others  apparently  softening,  generally  richly  cellu- 
lar, some  amount  of  granular  material,  and  numerous  small  haemor- 
rhages. A  large  vessel  presented  a  ragged  appearance  of  its  walls,  as 
though  they  were  on  the  point  of  breaking  down  ;  its  lumen  was  occu- 
pied by  an  ill-defined  substance,  somewhat  jellylike  in  appearance, 
which  had  completely  blocked  the  vessel.  Section  through  spleen 
substance  showed  increased  fibrous  tissue  and  cellular  growth,  with 
small  haemorrhages.  The  Malpighian  tufts  were  sparsely  scattered, 
having  been  separated  by  hypertrophied  tissues  ;  the  cells  in  them 
were  increased  in  number,  and  some  of  them  were  commencing  to 
undergo  fatty  degeneration. 

It  is  difficult  to  say  what  is  the  cause  of  the  abscess — whether  or 
no  it  be  the  result  of  an  infarct,  evidences  of  which  are  found  in  the 
occluded  vessel  in  its  neighborhood.  The  other  appearances  resemble 
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those  caused  by  congestion.  The  waxy  change  is  very  slightly  marked, 
being  insufficient  to  be  recognized  by  the  naked  eye,  and  is  evidently 
just  commencing. 

Remarks. — It  is  not  now  (1894)  necessary  to  refer  to  the  experi- 
ments of  Tizzoni  on  rabbits,  or  those  of  Crede  on  dogs,  to  prove  that 
man  can  exist  without  a  spleen,  as  this  fact  was  said  to  have  been 
proved  by  Jaccherelli  in  1549,  and  by  Terrerius  in  171 1,  and  was  un- 
doubtedly proved  by  Pean  in  1867,  when  he  removed  a  spleen,  the 
seat  of  cystic  degeneration,  successfully  from  a  woman  aged  twenty. 
Since  then  the  spleen  has  been  successfully  removed  for  (1)  hyper- 
trophy, (2)  malarial  enlargement,  (3)  floating  spleen,  (4)  cystic  disease, 
(5)  abscess,  (6)  malignant  disease,  (7)  for  various  injuries.  The  spleen 
has  frequently  been  removed  in  cases  of  leucocythsemia,  but  as  far  as 
1  know  unsuccessfully,  so  that  we  have  no  evidence  that  it  is  possible 
to  remove  it  successfully  in  such  cases  ;  but  far  be  it  from  me  to  say 
that  such  operations  are  unjustifiable.  I  will  not  occupy  space  in  dis- 
cussing the  history  of  the  operation,  which  has  been  so  well  done  by 
Dr.  Greig  Smith  in  his  admirable  book  on  Abdominal  Surgery.  Suffice 
it  to  say  that  probably  most  of  the  cases  have  been  done  for  leuco- 
cythaemia,  and  apparently  all  of  these  have  died,  as  the  case  of 
Franzolini  (1881)  is  a  very  doubtful  one.  In  the  other  diseases  and 
accidents  for  which  splenectomy  has  been  done,  the  operation,  though 
it  had  a  high  mortality,  has  been  done  successfully,  and  therefore  is 
justifiable  in  cases  which  would  otherwise  end  fatally,  although  in 
other  cases,  in  which  life  and  health  are  not  seriously  threatened,  with 
this  present  high  rate  of  mortality,  the  operation  has  not  much  to 
commend  it.  This  simply  means  that  the  technique  of  the  older 
operators  was  not  as  perfect  as  ours  may  be.  Sepsis  with  us  is  but  an 
accidental  contingency,  which  we  may  hope  will  soon  fail  to  appear 
even  as  an  accident.  The  operation  itself  presents  no  great  mechan- 
ical difficulties,  and  with  means  at  our  disposal  of  rapidly  and  efficiently 
catching  bleeding  points  with  Pean's  forceps,  and  with  proper  treat- 
ment of  the  pedicle,  I  see  no  reason  why  there  should  not  be  a  suc- 
cessful future  for  splenectomy  in  cases  which  are  unamenable  to  other 
treatment.  Haemorrhage  seems  to  me  to  be  the  great  danger,  but  of 
that  surely  we  are  not  now  afraid. — The  British  Medical  Journal. 
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THE  "  DISPERSIBLE "  TUMORS  OF  THE  MAMMA. 
By  Herbert  Snow,  M-  D.  Lond., 

Surgeon  to  the  Cancer  Hospital. 

Dr.  Snow  said  that  one  of  the  most  common  questions  asked  by 
women  who  appear  with  a  "  lump  "  in  the  breast  was  whether  it 
could  not  be  "  dispersed."  The  object  of  the  paper  was  to  point  out 
that  a  considerable  number  of  cases  exist  in  which  this  could  actually 
be  done,  and  in  which  resort  to  operative  interference  was  greatly  to 
be  deprecated.  The  foremost  example  was  afforded  by  the  fibroma 
of  adolescence,  the  familiar  adenoid  of  young  girls  aged  from  four- 
teen to  twenty-five,  the  evolutionary  period  of  the  mamma.  The 
connective-tissue  new  growths  found  during  the  devolution  stage — 
that  is,  from  about  the  age  of  thirty-four  onward — presented  a  wholly 
different  set  of  phenomena,  and  were  best  known  as  "cystic  fibroma." 
They  grew  slowly  to  a  large  size,  were  always  blended  with  cysts, 
were  single,  wholly  incapable  of  Evolution,  and  sooner  or  later  in- 
variably merged  into  some  form  of  malignant  disease,  sarcoma  or 
carcinoma  ;  whereas  the  fibroma  of  the  developing  breast  was  usually 
small,  often  multiple,  showed  no  tendency  to  cyst  formation,  never 
passed  into  cancer,  and  could  readily  be  "dispersed." 

Its  subjects  wore  tight  stays,  were  conspicuously  neurotic,  with 
impeded  uterine  functions,  and  often  marked  anaemia.  Frequently 
both  breasts  were  attacked,  simultaneously  or  successively,  and  when 
one  had  been  subjected  to  operation  it  was  no  uncommon  thing  to 
find  nodules  subsequently  in  the  other.  The  writer  had  not  encoun- 
tered a  case  demanding  surgical  excision  for  more  than  five  years. 
The  procedures  indicated  were  the  frequent  inunction  of  lead-iodide 
ointment,  with  belladonna  and  lanolin,  attention  to  the  neurotic  con- 
dition, and  removal  of  all  undue  pressure  on  the  breasts  or  pelvic  or- 
gans. The  ointment  Dr.  Snow  generally  prescribed  was,  1$  Pulv. 
plumbi  iodidi,  3  j  ;  lanolini,  3  vj  ;  adipis  ad  §  j.  To  be  well  rubbed 
in  four  times  a  day.  Occasionally  he  had  varied  this  with  an  oint- 
ment of  green  iodide  of  mercury  (gr.  xx  to  3  j),  or  had  substituted 
3  ij  of  the  red  iodide  (B.  P.)  for  the  same  quantity  of  unguentum 
plumbi  iodidi.  Bromide  of  potassium,  gr.  xv,  was  given  internally  at 
bedtime. 

Other  classes  of  tumor  resolvable  on  similar  principles  were  con- 
stituted by  local  indurations  of  the  parenchyma,  outwardly  similar  to 
the  preceding,  but  found  after  the  full  development  of  the  mamma, 
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and  probably  inflammatory  in  origin  ;  by  cystic  distention  of,  or  in- 
flammatory effusion  about,  the  milk  ducts;  and  by  small  cysts  of  the 
areola,  usually  sebaceous.  The  youthful  male  breast  was  sometimes 
the  site  of  hyperplasia,  yielding  to  like  treatment.  Twenty-five  cases 
were  cited. —  The  British  Medical  Journal. 

EXTRA-UTERINE  GESTATION* 
By  C.  F.  A.  Moss,  M.  B.  C.  M., 

Medical  Mission  Hospital,  Antananarivo,  Madagascar. 

Dr.  Moss  says  that,  as  four  cases  in  which  the  above  was  diagnosed 
have  been  brought  under  his  notice  during  the  space  of  about  six 
months,  a  brief  report,  contrasting  the  conditions  met  with,  may  not 
be  without  interest.  At  the  outset  he  states  that  from  several  causes 
it  is  impossible  to  do  more  than  express  one's  opinion  of  these  cases — 
no  corroboration  that,  from  a  strictly  scientific  point  of  view,  would 
be  satisfactory  having  been  possible.  Two  cases  died,  but  post- 
mortem examinations  are  not  permitted  in  this  country  ;  two  recov- 
ered, one  with  and  one  without  operation.  And  even  with  regard  to 
what  one  notices  during  operation,  much  more  than  the  incidental 
glance  given  to  parts  outside  the  direct  field  of  operation  is  required 
to  form  unimpeachable  evidence  of  any  given  condition. 

The  history  also  is  often  blurred,  and  often  wanting  entirely  ; 
seldom  is  it  absolutely  trustworthy.  After  this  word  of  explanation, 
he  thinks  it  will  be  understood  why  the  facts  brought  forward  are  so 
vague  and  unsatisfactory.  He  also  adds  that  we  find  gynaecological 
complaints  common  among  natives  of  this  country  ;  and  among  the 
rest  the  preliminary  conditions  of  chronic  peritonitis  and  chronic 
inflammation  in  the  genital  tract,  which  one  is  accustomed  to  accredit 
with  the  possibility  of  extra-uterine  gestation,  are  very  widespread  in 
their  occurrence. 

Of  the  four  cases  spoken  of,  two  illustrate  the  earlier  phenomena 
met  with  ;  two  went  on  to  full  term  or  over  :  in  this  order  they  will 
be  recorded.  Of  the  first  two,  one  was  diagnosed  as  a  case  of  intra- 
peritoneal rupture,  and  was  fatal;  the  other,  as  of  extra-peritoneal 
rupture,  and  recovered. 

Case  I. — Notes  of  this  case  were  given  by  Mr.  Fenn,  who  was 
railed  into  consultation.    The  patient  was  a  multipara,  aged  about 
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twenty-five.  She  had  not  been  pregnant  for  four  years.  She  no- 
ticed amenorrhcea  for  three  months,  and  coincidently  a  swelling 
appeared,  distinctly  toward  the  right  side.  She  considered  herself 
pregnant.  Her  health  was  fairly  good,  but  slight  pains  were  occa- 
sionally felt  in  the  pelvis.  After  three  months  she  was  seized  with 
sudden  faintness,  and  the  swelling  disappeared  ;  very  little  external 
haemorrhage  occurred.  For  a  week  the  faintness  continued,  and  she 
was  confined  to  bed.  On  the  seventh  day  what  appeared  to  be  a 
piece  of  decidua  was  passed.  On  the  eighth  day  Mr.  Fenn  saw  her, 
and  found  her  nearly  collapsed,  with  pulse  rapid  and  thready,  and 
with  temperature  not  raised.  On  percussion,  the  abdomen  was  tym- 
panitic, but  in  both  iliac  fossae  there  was  dullness.  The  vagina  and 
uterus  were  found  very  soft,  and  their  temperature  was  raised.  In 
the  fornices  there  was  a  boggy  feeling,  but  no  hardness.  On  the 
evening  of  that  day  she  died.  The  diagnosis  was  made  of  an  extra- 
uterine gestation,  probably  in  the  right  Fallopian  tube,  which  rup- 
tured about  the  usual  time,  giving  rise  to  attacks  of  severe  internal 
haemorrhage  ;  and  these,  and  possibly  also  the  intervention  of  peri- 
tonitis, brought  about  the  fatal  result. 

Case  II. — The  second  case  was  admitted  to  the  Medical  Mission 
Hospital  at  Analakely,  complaining  of  fever  and  diarrhoea,  and  a 
hard  mass  in  the  lower  part  of  the  abdomen.  She  had  had  eight 
pregnancies.  The  first  child  only  is  living  ;  the  rest  were  abortions, 
stillborn,  or  died  soon  after  birth.  The  last  was  born  a  year  ago. 
There  is  a  history  of  syphilis.  After  missing  one  period  she  thought 
herself  pregnant,  and  found  a  swelling  appearing  on  the  right  side. 
She  was  seized  with  sudden  faintness  and  loss  of  blood.  This  was 
followed  by  fever.  For  a  week  she  had  much  pain  in  the  pelvis,  and 
felt  faint.  Swelling  increased  in  the  abdomen,  was  first  soft  in  char- 
acter, and  then  hardened.  There  was  much  diarrhoea.  It  was  about 
three  weeks  after  the  onset  of  these  symptoms  that  she  was  brought 
into  hospital. 

On  examination,  the  cervix  was  found  driven  right  against  the 
pubes,  and  the  anterior  fornix  was  obliterated.  The  os  externum 
was  high  up  and  directed  anteriorly.  In  the  posterior  fornix  was  a 
large  mass,  rounded  and  hard,  which  projected  into  the  vagina.  In 
both  lateral  fornices  was  a  hard  mass,  which  seemed  cordlike  in 
parts.  The  lower  part  of  the  abdomen  was  occupied  by  a  hard  mass 
extending  up  to  just  below  the  umbilicus,  and  from  one  iliac  region 
to  the  other.  The  upper  outline  was  irregular,  but  rounded  ;  in  the 
middle  line  was  felt  a  firm  round  mass  of  the  shape  of  the  fundu? 
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uteri.  In  each  iliac  region  there  was  a  large  rounded  projection 
bulging  out  toward  the  anterior  abdominal  wall,  and  fading  off  at  the 
sides,  perfectly  smooth  in  outline,  with  the  exception  of  one  spot 
high  up  on  the  right  side,  which  felt  like  a  hard  cord  going  out  from 
the  middle  line.  The  right  side  was  distinctly  harder  than  the  left. 
The  whole  swelling  was  slightly  movable,  and  on  bimanual  examination 
the  movement  was  felt  to  extend  through  the  whole  of  the  effusion. 

The  bowels  for  some  days  were  only  moved  by  enemata,  and  scy- 
bala  came  away  ;  there  was  no  diarrhoea  after  she  came  in.  After  a 
few  days'  use  of  the  pulv.  glycyrrhizae  co.,  the  action  of  the  bowels 
became  natural.  The  right  treatment  appeared  to  be  of  an  expectant 
character  ;  hot  fomentations  and  injections  were  used,  and  a  mixture 
containing  potas.  iodid.,  liq.  arsenicalis,  and  potas.  bromid.  was  ad- 
ministered. 

Two  weeks  after  admission  the  swelling  had  slightly  but  percep- 
tibly diminished  ;  the  rounded  mass  in  the  middle  line  had  decreased, 
so  that  its  upper  level  was  about  half-way  between  the  umbilicus  and 
pubes,  and  was  considerably  below  the  rest  of  the  swelling. 

Three  weeks  after  admission  the  upper  limit  of  the  whole  ab- 
dominal swelling  had  fallen  to  four  fingerbreadths  below  the  umbili- 
cus. The  general  shape  was  unaltered.  On  vaginal  examination,  the 
cervix  was  still  jammed  against  the  symphysis  pubis,  but  the  posterior 
projection  was  almost  entirely  absent. 

Four  weeks  after  admission  the  swelling  could  only  just  be  detected 
above  the  brim.  The  mesial  mass  was  just  above  the  pubes,  and 
directed  slightly  to  the  left.  On  vaginal  examination,  the  cervix  had 
regained  its  normal  position.  A  hard  rounded  mass  was  still  felt 
through  the  posterior  fornix,  but  no  longer  projecting  into  it  at  all. 

The  temperature  on  admission  was  ioi°  F.  ;  on  the  fourth  day  it 
fell  to  normal;  from  the  sixth  till  the  twenty-second  day  it  varied 
between  990  and  1020  F.    She  left  hospital  on  the  thirty-sixth  day. 

This  case  is  but  suggestive  of  Fallopian-tube  gestation;  but  the 
symptoms  and  physical  signs,  while  undoubtedly  pointing  to  pelvic 
haematocele,  warrant,  I  think,  the  interpretation  of  the  cause  as  extra- 
uterine gestation,  especially  if  the  enlargement  of  the  uterus  be  con- 
sidered, and  its  more  rapid  decrease  in  size  as  compared  with  that  of 
the  lateral  swellings. 

Of  the  remaining  two  cases,  both  of  which  were  operated  on,  the 
first  presents  a  history  of  early  rupture  of  a  tubal  gestation  and  of 
subsequent  growth  ;  of  the  second  no  history  of  such  rupture  was 
forthcoming. 
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Case  III. — The  patient  was  admitted  to  the  Analakely  Hospital 
in  August,  1889,  with  the  statement  that  she  was  seven  months  preg- 
nant, and  that  she  suspected  that  miscarriage  was  imminent.  On 
examination,  the  os  was  found  dilated  to  about  the  size  of  half  a 
crown  ;  just  within  it  the  cervix  was  hard  and  rough  all  round. 
There  was  no  pain,  and  there  was  no  discharge  of  any  kind.  The 
next  day  a  little  blood  and  a  few  pieces  of  membrane-like  debris  came 
away  from  the  rough  cervix.  No  history  was  given  of  abnormal 
symptoms  during  the  pregnancy.  The  woman  complained  of  con- 
stant pain,  not  severe,  about  the  epigastric  region — an  extremely 
common  symptom  here  referred  to  as  pain  "at  the  mouth  of  the 
heart."  This  was  relieved  by  stomachic  remedies.  She  did  not  mis- 
carry, but  left  hospital  in  September,  before  labor  was  due,  as  the 
hospital  was  then  temporarily  closed. 

In  December  we  saw  her  again  at  the  Norwegian  Mission  Hospi- 
tal, in  consultation.  At  that  time  the  pregnancy  would  be  advanced 
to  twelve  months. 

The  following  history  had  been  elicited,  and  was  given  by  Dr. 
Borchgrevink :  Age  over  thirty  ;  one  child  born  many  years  ago  ; 
syphilis  at  seventeen,  some  time  after  the  birth  of  that  child.  Men- 
struation since  then  had  been  normal,  with  the  exception  of  one  slight 
attack  of  dysmenorrhcea.  A  year  ago  she  suffered  from  severe  pain 
in  the  lower  part  of  the  abdomen,  with  rigors.  This  was  relieved  by 
fomentations.  Menses  then  stopped  (about  December,  1888),  and 
she  suffered  from  one  or  two  attacks  of  pain,  and  from  constipation  ; 
and  she  also  passed  some  blood  per  vaginam.  One  day — she  can  not 
remember  when — she  was  taken  suddenly  giddy  and  faint  while  at 
stool,  and  the  abdomen  became  very  tense.  Soon  after  some  dark 
blood  was  passed  per  vaginam.  Constipation  followed,  and  after  the 
passage  of  much  wind  the  abdomen  appeared  to  decrease  in  size  very 
much.  Enlargement  on  the  right  side  continued.  At  the  end  of  five 
months  she  felt  movements,  which  she  thought  excessive.  There 
were  vomiting  and  epigastric  pain.  The  movements  ceased  in  Sep- 
tember, after  she  left  Analakely. 

On  examination,  the  vagina  appeared  shortened ;  the  anterior  and 
posterior  and  right  lateral  fornices  were  depressed  by  a  rounded 
doughy  swelling,  evidently  situated  on  the  right.  The  os  was  slightly 
open  and  rough.  Per  rectum,  the  rounded  mass  to  the  right  was  very 
distinct.  The  abdomen  was  considerably  distended  by  a  movable 
object  ;  in  the  right  iliac  fossa  it  was  felt  very  hard,  as  if  bony  ;  and 
in  the  right  hypochondrium  was  a  small  roundish,  hard  mass,  evidently 
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bone,  and  reminding  one  of  a  knee  or  elbow.  Abdominal  section  was 
recommended,  as  the  diagnosis  of  extra-uterine  gestation  had  been 
made,  and  the  woman  was  feverish,  thin,  and  getting  very  low-spirited. 

Dr.  Thesen,  who  was  in  charge  of  the  case,  operated.  An  incision 
was  made  in  the  middle  line  from  umbilicus  to  pubes.  A  perfectly 
smooth  cavity  being  opened  into  by  the  incision,  it  was  concluded 
that  the  peritonaeum  had  been  reached.  On  each  side,  however, 
quite  near  the  incision,  a  sac  containing  the  gestation  product  was 
found  adherent  to  the  abdominal  wall.  With  trocar  and  cannula  a 
quantity  of  dark  olive-green  fluid  was  removed  from  the  cyst,  which 
was  taken  to  be  the  liquor  amnii.  The  skin  incision  was  then  en- 
larged to  just  above  the  umbilicus,  and  the  sac  wall  opened.  The 
child's  hairy  scalp  was  found  immediately  under  the  incision,  and  the 
child  was  removed  and  the  umbilical  cord  ligatured.  Many  adhesions 
attached  the  foetus  to  the  sac  wall ;  these  were  readily  broken 
through,  and  collections  of  fluid  thus  opened  into.  The  placenta  was 
found  adherent  in  the  lower  part  of  the  sac,  but  was  readily  removed 
without  any  haemorrhage.  From  its  position  it  appears  to  have  been 
the  object  felt  to  the  right  on  vaginal  examination.  The  sac  was 
thick-walled,  and  appeared  to  have  a  recess  on  each  side.  The  uterus 
was  felt  through  its  wall  anteriorly  in  the  middle  line,  and  slightly  en- 
larged. The  sac  was  washed  out  with  perchloride-of-mercury  solu- 
tion, stitched  up,  and  a  drainage-tube  inserted,  and  the  abdominal 
wound  was  also  stitched  up  as  far  as  the  tube.  The  dressings  were 
iodoform,  oiled  silk,  and  salicylic  wool.  For  four  days  the  tempera- 
ture was  between  ioi°  and  1030  F..  but  then  sank  to  normal.  There 
was  a  little  pain  on  the  second  day  from  blocking  of  the  drainage- 
tube.  By  the  thirteenth  day  she  was  able  to  sit  up  ;  the  discharge, 
however,  continued  purulent,  and  occasionally  offensive.  A  sinus 
remained  for  some  months,  but  eventually  healed. 

This  case,  being  apparently  the  first  of  the  kind  operated  on  here, 
occasioned  a  considerable  amount  of  interest. 

It  appears  to  have  been  a  case  of  rupture  into  the  broad  ligament 
of  a  pregnancy  in  the  right  Fallopian  tube,  growth  of  foetus,  with 
probable  stripping-off  of  the  peritonaeum  ;  the  incision  presumably 
opened  into  the  mesial  tube  of  peritonaeum,  as  described  by  Hart  and 
Carter,  and  suggested  by  Tait.  Thus  the  operation,  if  performed 
laterally,  would  probably  have  been  an  extra-peritoneal  one. 

Case  IV. — The  fourth  case  was  admitted  to  Analakely  Hospital 
on  June  9,  1890,  with  the  statement  that  she  was  in  labor,  and  that 
the  "placenta  "  had  come  away,  but  the  child  was  not  yet  born  ! 
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She  appeared  a  healthy  woman  of  about  twenty-eight  years  of  age. 
This  was  her  first  pregnancy,  and  it  had  advanced  to  about  full  time. 
No  account  of  abnormal  symptoms  during  pregnancy.  She  stated 
that  she  went  into  labor  on  the  6th  instant  (three  days  before  admis- 
sion), and  experienced  pain  at  the  lower  part  of  the  back,  and  in 
front  also.  On  the  7th  the  movements  of  the  child  ceased,  and  about 
that  time  there  was  passed  what  was  thought  to  be  the  placenta.  It 
appeared  to  have  been  membranous,  nearly  the  size  of  the  palm  of 
the  hand,  thin  and  foul,  and  was  evidently  the  decidual  membrane  of 
the  uterus.    There  was  no  other  discharge  of  any  kind. 

On  vaginal  examination,  the  parts  were  extremely  soft;  the  cervix 
uteri  did  not  project  at  all  from  the  vaginal  roof  ;  the  os  was  dilated 
only  so  as  to  admit  the  tip  of  the  middle  finger,  and  immediately 
within  it  a  rough,  soft  mass  was  felt  on  the  left  side.  The  smell  was 
very  offensive.  No  evidence  was  obtained  of  any  part  presenting,  or 
of  the  foetus  being  inside  the  uterus. 

On  abdominal  examination,  the  enlargement  was  found  to  be 
chiefly  from  side  to  side,  and  on  percussion  there  was  dullness  up  to 
the  level  of  the  umbilicus.  It  was  stated  that  there  had  been  a  de- 
crease in  the  size  of  the  abdomen  since  the  commencement  of  labor. 
On  palpation,  the  parts  of  the  foetus  could  not  be  distinctly  felt. 
Auscultation  revealed  nothing. 

A  tent  was  ordered,  but  by  the  next  day  there  was  no  change  in 
the  dilatation  of  the  cervix  ;  there  was  pain  at  and  below  the  umbili- 
cus. The  patient  had  vomited  five  times  ;  pulse  and  temperature 
were  now  normal.  The  uterine  sound  was  passed  for  over  two  inches. 
Barnes's  bags  were  then  introduced,  but  caused  no  appreciable  differ- 
ence in  the  dilatation  of  the  cervix.  Further  discharge  had  occurred 
of  shreds,  extremely  foul-smelling,  and  among  these  were  some  trans- 
lucent villouslike  bodies  resembling  small  white  currants.  The  tem- 
perature was  ioi°  F.,  and  pain  continued. 

The  diagnosis  of  extra-uterine  gestation  was  made,  as  a  result  of 
the  consideration  of  all  these  facts  ;  and  on  account  of  the  patient's 
distress  and  of  the  temperature,  it  was  decided  to  operate  the  next 
day.  The  patient  was  meanwhile  taken  to  another  house,  specially 
cleansed  and  prepared. 

On  the  1 2th  abdominal  section  was  performed  ;  and  Mr.  Fenn  as- 
sisted in  the  conduct  of  the  case,  and  Dr.  Thesen  also  at  the  opera- 
tion. 

On  examination  under  chloroform,  a  hard,  rounded  mass  was  felt 
in  the  anterior  fornix,  freely  movable,  and  readily  got  between  the 
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hands  on  bimanual  examination.  With  the  finger  in  the  uterus  there 
was  felt  to  be  a  large  hard  mass  on  the  right  and  anteriorly  ;  and  the 
left  wall  of  the  uterus  inside  was  rough,  the  rest  smooth.  The  blad- 
der was  emptied. 

After  scrupulous  care  in  cleansing,  a  small  exploratory  incision 
was  made  in  the  middle  line  between  the  pubes  and  umbilicus.  On 
nicking  the  peritonaeum,  a  dark  mass  of  clot  was  seen  inside,  and  a 
small  quantity  of  fluid  of  a  very  dark  color  escaped.  The  incision 
was  enlarged  above  and  to  the  left  to  the  level  of  the  umbilicus,  and 
below  to  near  the  pubic  symphysis.  Running  parallel  with  the  mid- 
dle line,  and  just  a  little  to  the  left,  was  the  umbilical  cord,  lying 
among  the  clots.  Following  it  up,  the  fcetus  was  felt.  The  head  was 
to  the  right  of  the  incision  and  at  its  upper  limit,  the  vertex  being 
directed  toward  the  anterior  abdominal  wall.  The  body  appeared 
curved  first  downward  and  then  upward  to  the  left,  with  its  anterior 
surface  directed  anteriorly.  A  small  part  of  the  omentum  covered  it 
in  one  place,  and  on  lifting  this  aside,  the  body  of  the  child  was  re- 
moved. 

It  was  a  female  child,  well  nourished,  and  apparently  only  recently 
dead ;  the  epidermis  was  beginning  to  peel  off.  Crossing  at  about 
the  middle  of  the  incision,  and  below  the  child's  body,  was  seen  a 
coil  of  large  bowel  passing  transversely  and  close  to  the  surface, 
the  umbilical  cord  intervening  between  it  and  the  anterior  abdominal 
wall. 

After  the  removal  of  the  child  the  fingers  were  carried  along  the 
cord  to  the  placenta,  which  was  found  stretching  from  side  to  side  at 
the  lower  part  of  the  abdomen,  and  immediately  in  contact  with  the 
anterior  abdominal  wall.  Its  upper  edge  was  nearly  midway  between 
the  pubes  and  umbilicus.  The  cord  was  attached  on  its  anterior  sur- 
face. At  each  side  the  placenta  was  firmly  attached,  especially  on  the 
left.  The  middle  part  was  free  with  the  exception  of  its  lower  edge, 
which  was  connected  by  a  thin  membrane  with  the  parts  immediately 
below  it,  so  that  on  introducing  one  finger  in  front  of  and  one  behind 
the  placenta,  they  were  only  separated  by  this  thin  membrane.  The 
uterus  and  broad  ligaments  lay  posterior  to  the  placenta  and  unat- 
tached to  it,  except  possibly  where  the  infundibuliform  ligament  and 
pelvic  peritonaeum  coalesce. 

The  question  as  to  whether  the  child  was  entirely  free  or  inclosed 
in  a  sac  naturally  interested  us  ;  no  sac  was  discerned,  and  the  ap- 
pearances of  parts  at  the  operation — -viz.,  the  omentum  over  a  part  of 
the  child,  the  large  bowel  immediately  below  it  and  in  intimate  con- 
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nection  with  the  child,  and  the  situation  of  the  placenta  just  over  the 
uterus — seemed  to  us  strongly  to  point  to  its  being  free. 

Far  out  in  the  right  broad  ligament  there  were  felt  three  rounded 
masses  about  the  size  of  a  mandarin  orange,  and  hard  ;  a  little  blood 
was  withdrawn  from  these  by  the  hypodermic  needle.  A  good  deal 
of  dark  fluid  was  removed  from  the  pelvis  with  sponges,  but  no  bleed- 
ing point  appeared  anywhere.  No  fluid  resembling  liquor  amnii  was 
seen  ;  there  was  only  the  dark  fluid  like  blood. 

The  upper  part  of  the  incision  was  then  closed  and  the  cavity 
drained  by  two  drainage-tubes  at  its  lower  limit.  Iodoform  was 
dusted  on,  and  the  dressings  were  oil-silk,  salicylic  wool,  and  gauze 
bandage.  In  the  evening  the  vagina  was  plugged  with  antiseptic  tow. 
The  temperature  was  102. 2°  F.  and  the  general  condition  fair.  The 
bowels,  however,  had  been  moved. 

Next  day  (13th)  one  drainage-tube  was  removed,  and  the  wound 
further  stitched  up  under  chloroform.  Also  the  rough  membrane 
felt  in  the  uterus  was  removed  with  the  finger,  and  the  surface  was 
cleansed  with  pure  carbolic  acid  introduced  on  the  dressed  wound. 
The  patient  had  had  a  restless  night  in  spite  of  a  sleeping  draught, 
and  the  breath  that  morning  was  noticed  to  be  very  foul,  the  teeth 
and  lips  dry,  and  the  conjunctivae  rather  yellow.  Pulse,  132  ;  respira- 
tions, 32  ;  temperature,  100. 8°  F.  There  was  a  little  improvement 
during  the  day,  and  a  good  deal  of  dark  blood  oozed  from  the  wound 
on  the  14th,  but  there  was  no  offensive  smell. 

On  the  15th  she  was  listless,  unconscious  at  times,  and  the  urine 
was  occasionally  passed  involuntarily.  Pulse,  120;  respirations,  17; 
temperature  between  99. 40  and  100.4°. 

i6t/i. — She  was  unconscious,  passed  everything  involuntarily,  and 
although  the  upper  part  of  the  wound  looked  well,  there  was  a  putrid 
odor  from  the  lower  part.  Pulse,  114;  respirations,  24  ;  temperature 
sank  to  97. 8°. 

I'jth. — The  condition  being  unchanged,  it  was  decided  to  remove 
the  placenta,  which  was  done  by  undoing  one  or  two  stitches,  and 
by  gentle  traction  on  the  placenta.  It  was  extremely  foetid.  There 
was  then  seen  a  cavity  bounded  above  by  the  bowel  previously 
mentioned,  and  apparently  quite  cut  off  from  the  rest  of  the  peri- 
toneal cavity.  It  was  freely  washed  out,  and  all  the  shreds  of  ad- 
herent placenta  removed.  The  edges  of  the  lower  part  of  the  inci- 
sion were  freshened  and  partly  stitched  up,  and  the  cavity  was 
stuffed  with  iodoform  gauze.  That  afternoon  she  seemed  better 
and  more  comfortable ;  the  appetite  was  still  good ;  hiccough,  which 
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had  been  present  in  the  morning,  disappeared,  but  the  unconscious- 
ness continued. 

i&t/i. — The  wound  was  found  perfectly  odorless,  but  the  patient 
had  developed  pneumonia,  and  the  temperature  had  risen  to  101.6  F. 
In  spite  of  appropriate  treatment  she  sank,  and  died  during  the  morn- 
ing of  that  day. 

All  danger  in  the  operation  might  possibly  have  been  avoided  if 
we  had  waited  the  usual  term  of  several  weeks  before  performing  the 
abdominal  section,  and  contented  ourselves  at  the  time  with  merely 
clearing  out  the  foul  membrane  from  the  uterus  and  treating  the  vari- 
ous symptoms  as  they  arose. 

In  attempting  to  arrive  at  an  explanation  of  the  case,  one  is  met 
at  the  outset  by  the  want  of  any  history  that  could  possibly  point  to 
the  rupture  of  a  Fallopian-tube  gestation.  Symptoms  may  for  all 
that  have  been  present,  but  put  down  to  a  transient  cause  and  sum- 
marily forgotten,  or  else  considered  as  too  unimportant  to  mention. 

From  the  observations  made  at  the  time  of  operation  we  should 
have  had  no  difficulty  in  diagnosing  the  situation  of  the  foetus  as 
intra-peritoneal  and  free  among  the  abdominal  viscera  were  it  not  for 
the  possibility  of  there  being  a  very  thin-walled  cyst  adherent  to  those 
viscera,  and  escaping  our  observation.  As  before  mentioned,  the 
appearance  of  the  omentum,  bowel,  uterus,  and  broad  ligaments,  and 
the  position  of  the  foetus  and  placenta  apparently  in  one  cavity  with 
them,  would  point  to  the  foetus  being  free  and  not  inclosed  in  a  sac. 
There  was  also  nothing  seen  to  lead  to  the  conclusion  that  a  second- 
ary rupture  had  occurred  into  the  peritoneal  cavity,  unless  the  pres- 
ence of  blood  and  clot  were  sufficient  to  prove  this. 

The  presence  of  a  sac  seemed  possible  after  the  observation  of  the 
shut-off  cavity  from  which  the  placenta  was  removed.  Again,  the 
thin  membrane  felt  below  the  placenta  may  have  been  continued,  one 
layer  passing  up  the  anterior  abdominal  wall  on  to  the  transverse 
bowel,  and  from  that  posteriorly  to  join  another  layer  which  might  be 
supposed  to  pass  backward,  cover  the  uterus  and  broad  ligaments, 
and  pass  up  the  posterior  wall  of  the  abdomen. 

Without  the  possibility  of  a  post-mortem  examination,  and  of  the 
making  of  careful  sections,  it  is  difficult  to  arrive  at  any  definite 
conclusion  with  regard  to  the  exact  relations  and  the  history  of  this 
case. 
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On  Extra-uterine  Gestation  simulating  Retroversion  of  the  Gravid 
Uterus*    By  A.  H.  Freeland  Barbour,  M.  D. 

Patient  was  first  seen  by  Dr.  Ferguson,  March  14,  1893.  Com- 
plained then  of  pelvic  pain  and  difficulty  in  passing  water.  She  had 
not  menstruated  since  the  last  week  in  December,  1892.  Dr.  Fergu- 
son examined  her  on  March  17,  1893,  and  found  a  swelling  in  the 
posterior  fornix,  which  he  supposed  to  be  the  retroflexed  fundus  of  a 
gravid  uterus.  An  effort  was  made  to  replace  this  supposed  fundus 
and  a  pessary  inserted.  Collapse  soon  set  in,  and  the  pessary  had  to 
be  removed.  On  May  1st  a  slight  haemorrhage  occurred  from  the 
uterus.  On  May  10th  she  was  removed  to  hospital,  where  Dr.  J.  H. 
Croom  examined  her  and  found  the  condition  to  correspond  exactly 
to  retroversion  of  the  gravid  uterus.  On  March  16th  patient  suffered 
with  severe  pain  in  the  abdomen,  great  tenderness,  and  a  temperature 
of  1040.  The  next  morning  temperature  fell  to  ioo°  ;  pain  was  less  ; 
no  fcetal  heart  sounds  could  be  heard  ;  diarrhoea  set  in. 

Dr.  Barbour  first  saw  her  on  August  21,  1893,  and  found,  on  ex- 
amination, an  irregular  tumor  extending  to  the  umbilicus,  the  vagina 
flattened  against  the  pubes,  and  the  cervix  above  reach.  The  con- 
dition was  exactly  like  that  found  in  retroversion  of  the  gravid  uterus. 
The  tumor,  on  palpation  through  the  abdomen,  was  found  not  to  be 
the  gravid  uterus. 

The  diagnosis  made  was  an  empty  uterus  incorporated  with  the 
front  wall  of  the  gestation  sac. 

Operation. — The  patient  was  almost  moribund  when  the  abdomen 
was  opened.  The  peritoneal  cavity  was  found  to  contain  a  consider- 
able quantity  of  very  foetid  fluid.  "  The  uterus  was  pushed  to  the 
right  of  the  middle  line  by  a  mass  behind  it.  A  layer  of  tissue,  ap- 
parently continuous  with  the  fundus,  extended  from  it  upward,  where 
it  was  lost,  becoming  adherent  to  the  bowels.  It  ended  at  the  left  of 
the  uterus  in  a  free  border,  past  which  was  seen  a  bluish  swelling,  re- 
sembling a  thin-walled  ovarian  tumor  whose  pedicle  had  been  twisted. 
This  was  incised,  and  the  fingers  passed  into  a  mass  of  blood-clot,  in 
the  heart  of  which  was  a  foetus  of  between  the  sixth  and  seventh 
month.    It  was  in  a  state  of  advanced  decomposition."    Patient  died. 

The  accompanying  plate  is  a  reproduction  of  the  right  lateral 
sagittal  section,  running  about  three  quarters  of  an  inch  from  the 
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middle  line.  The  right  Fallopian  tube  was  found  convoluted  and 
communicating  directly  with  the  gestation  sac  by  a  patulous  opening. 
It  is  probable,  judging  from  clinical  facts,  that  this  sac  at  an  early 


period  was  posterior  to  the  uterus,  and  the  attempt  to  replace  it  must 
have  been  followed  by  rupture. 

Haemorrhage  from  the  uterus  during  pregnancy  should  always  put 
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us  on  our  guard  in  making  a  differential  diagnosis.  "  We  associate  it 
with  a  threatening  of  labor,  and  in  ninety-nine  cases  out  of  a  hundred 
it  means  that.  But  if  a  haemorrhage  has  occurred  at  an  early  period 
of  gestation,  without  being  followed  by  abortion,  and  if  it  has  occurred 
on  different  occasions,  we  should  always  keep  before  us  the  possi- 
bility that  the  ovum  is  not  growing  in  the  uterus,  but  is  extra-uterine." 

CYSTIC  OR  A  DEN  O- FIBROMA,  RECURRING  AS  SCIR- 
RHOUS AND  AS  SPINDLE-CELLED  SARCOMA. 

By  Herbert  Snow,  M.  D.  Lond., 

Surgeon  to  the  Cancer  Hospital. 

On  the  view  of  all  malignant  disease  as  intrinsically  a  cell  devolu- 
tion to  which  even  the  most  innocent  tumors,  to  say  nothing  of  the 
normal  tissues,  are  occasionally  liable,  it  becomes  highly  interesting 
to  trace  the  links  intermediate  between  the  benign  and  the  malignant 
series  of  new  growths.  One  of  the  most  typical  of  these  transition 
forms  is  the  "  adeno-fibroma  "  or  "  cystic  fibroma  "  which  attacks  the 
breasts  of  elderly  women.  This  slowly  and  painlessly  grows  for 
several  years,  often  to  a  considerable  size,  and,  if  left  alone,  passes 
eventually  into  true  cancer,  recurring  repeatedly  after  excision,  and 
proving  fatal.  In  compliance  with  the  principle  indicated,  the  malig- 
nant lesion  may  be  either  of  two  species.  The  numerous  islets  of 
acinar  epithelium,  which  are  always  scattered  profusely  through  the 
solid  fibrous  tissue  base,  and  which,  when  dilated,  give  rise  to  the 
microscopic  or  macroscopic  cysts,  may  generate  carcinoma ;  or  else 
sarcoma  may  appear  from  a  gradual  development  of  embryonic  spin- 
dle cells  in  place  of  well-organized  white  fibers.  The  two  cases  fol- 
lowing well  illustrate  this  point,  and  are  not  without  their  practical 
lesson  as  indicating  the  importance  of  operative  removal  in  the  pre- 
malignant  stage  : 

Case  I. — In  February,  1887,  Mrs.  S.  K.,  aged  sixty-four,  had  her 
left  breast  excised  for  a  tumor  of  several  years'  duration  as  large  as  a 
good-sized  orange.  A  small  cyst  occupied  the  center  ;  the  bulk  was 
composed  of  firm  white  fibrous  tissue,  studded  with  minute  acinar 
dilatations,  and  exactly  corresponded  to  the  plate  of  Cystic  Fibroma 
in  Green's  Manual  of  Pathology.  No  trace  of  carcinoma  could  any- 
where be  detected,  and  there  was  no  gland  deposit.  In  March,  1888, 
recurrence  took  place  in  the  scar,  in  the  axilla,  and  internal  viscera. 
The  microscopical  examination,  after  a  necropsy,  of  those  deposits 
revealed  the  most  typical  scirrhous  carcinoma. 
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Case  II. — In  April,  1893,  E.  M.,  aged  forty-two,  applied  to  me 
with  a  large  prominent  bossy  tumor  of  the  right  breast.  Duration 
above  four  years ;  rapid  increase  two  months  ;  pain  three  weeks. 
After  excision,  the  larger  part  found  to  consist  of  well-organized 
white  fibrous  tissue  ;  a  smaller  area  of  soft  gray  material.  The  former 
microscopically  revealed  the  redundant  fibrous  tissue  and  cribriform 
spaces  denoting  cystic  fibroma  ;  the  latter  was  typical  spindle-celled 
sarcoma.  In  September  the  lesion  recurred  under  the  cicatrix  ;  this 
time  as  sarcoma  only  ;  and  a  second  growth,  with  the  same  micro- 
scopical characteristics,  has  just  been  removed  from  the  right  margin 
of  the  sternum. — British  Medical  Journal. 


ITEMS  OF  INTEREST. 

The  New  York  Obstetrical  Society,  at  its  annual  meeting,  October 
16,  1894,  elected  the  following  officers  for  the  year  i894-'o5  :  Pres- 
ident, Bache  McE.  Emmet,  M.  £>.  ;  First  Vice-President,  H.  Marion 
Sims,  M.D.;  Second  Vice-President,  George  M.  Edebohls,  M.  D.\ 
Recording  Secretary,  Arthur  M.  Jacobus,  M .  D.  ;  Assistant  Record- 
ing Secretary,  George  W.  Jarman,  M.  D.  ;  Corresponding  Secretary, 
/.  Riddle  Goffe,  M.  D. ;  Treasurer,  /.  Lee  Morrill,  M.  D.  ;  Patholo- 
gist, George  C.  Freeborn,  M.  D. 

We  congratulate  "The  Associated  Physicians  and  Surgeons" 
(of  New  York)  on  the  enterprise  displayed  in  the  following  notice 
just  received.  It  fills  a  much-needed  want  in  the  medical  commu- 
nity, and  will  also  be  of  great  convenience  to  those  of  our  esteemed 
contemporaries  who  may  be  desirous  of  obtaining  reports  of  societies 
held  in  this  city  at  first  hand,  and  without  incurring  the  often  heavy 
expense  of  sending  on  their  own  stenographers.  It  is  an  example 
that  should  be  followed  in  all  the  larger  cities  of  this  country  : 

"  The  Board  of  Directors  has  completed  arrangements  whereby 
we  can  at  all  times  supply  you  with  an  expert  medical  stenographer ; 
do  all  your  correspondence,  copying,  typewriting,  mailing  reprints, 
and  any  other  clerical  work.  We  will  report  for  medical  societies, 
send  out  notices  of  meetings,  and  report  medical  lectures.  This 
service  is  offered  not  only  to  our  subscribers,  whose  accounts  we 
collect,  but  to  all  other  physicians,  at  current  rates.  This  office  is 
open  fiom  8  a.  m.  to  5  p.  m. 

"  Daniel  Lewis,  M.  D.,  President. 
"501  Fifth  Avenue,  New  York." 
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